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IDENTI-CODE™ 

(formula  identification  code,  Lilly) 

provides  quick,  positive  product 
identification. 


Something  special 

Darvon®  Compound- 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available 
to  the  medical  profession  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


700087 


when  it  counts... 

Chloromycetin 

(chloramphenicol) 


PMK£.  DAWS  A COMPANY.  Dtlnit,  Michigtn  4S237 


Complete  information  for  usage 
available  to  physicians  upon  request. 
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TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 


LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin. 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING.  INC. 


(LX03) 


BALTIMORE,  MARYLAND  21201 
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When  the  stagnant  sinus 
must  be  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories.  New  York,  N.Y.  10016  l/lZ/n/hrop 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

Ve°/o  solution  for  infants 

V4®/o  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

Vj®/o  solution  for  adults 

Vj®/o  nasal  spray  for  adults 

Vj%  jelly  for  children  and  adults 

1®/o  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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With  Hygroton,  you’ll  discover  that  you  can  almost 
always  use  fewer  tablets  than  is  possible  with  other 
diuretics. 


You  may  be  told  that  a new  short-acting  diuretic  was 
found  more  effective  than  Hygroton  in  congestive  heart 
failure  — but  this  was  when  twice  the  manufacturer’s 
maximum  recommended  dose  was  given.*  At  the  max- 
imum recommended  dose  for  both  diuretics,  two 
tablets  of  Hygroton  were  far  and  away  more  effective 
than  five  tablets  of  the  other  diuretic  in  producing 
natruresis  and  weight  loss.  And  at  these  dosages, 
Hygroton  costs  only  Vb  as  much  as  the  other  diuretic. 


Since  the  discovery  of  chlorothiazide,  the  trend  has 
been  away  from  short-acting,  multiple-dose,  high-cost 
diuretics.  With  Hygroton  you  can  usually  do  the  job 
with  just  one  tablet  a day,  or  every  other  day. 

More  than  any  of  the  newer  diuretics,  Hygroton  brings 
dosage  and  cost  of  medication  down  to  earth. 

*Brest,  A.  N.,  et  al.:J.  New  Drugs  5:329,  1965. 


Hygroton* 

chlorthalidone 


Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  disease.  Warning:  With  administration  of  enteric-coated 
potassium  supplements,  the  possibility  of  small  bowel  lesions  should  be  kept  in  mind.  Precautions:  Reduce  dosage 
of  concomitant  antihypertensive  agents  by  at  least  one-half.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Electrolyte  Imbalance  and  potassium  depletion  may  occur;  take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease,  and  in  patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended, Side  Effects:  Dizziness,  weakness,  nausea,  vomiting,  hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia,  thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria  and  purpura,  epigastric  pain,  or  G.l.  symptoms  after  prolonged 
administration.  Average  Dosage:  One  tablet  (100  mg.)  with  breakfast  daily  or  every  other  day.  Availability:  Tablets 
of  100  mg.  in  bottles  of  100  and  1000.  For  full  details,  see  the  complete  prescribing  information.  6524-V(B) 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


Geigy 


what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

ifetime 
to  tine. 

Tuberculin, 

Lederle 

Available  in  5's  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Phenaphen 

withCodairiB 


the  only  leading  compound 
analgesic  that  -^alms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2Y2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 


Yi  gr.  (No.  3),  1 gr.  (No.  4) 
I (Warning:  may  be  habit  forming) 

I 

I 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon -nausea,  constipation, 
and  drowsiness  have  been  reported.  ^ 

/I-H-DOBINS 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I V 


Beto-Hemof 

Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (mcg./ml .) 
Median  Range 

MIC  (mcg./ml.) 
Median  Range 

MIC  (mcg./ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  and  Finlond,  M.;  New  England  J.  Med  ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S , and  Black,  H.  R : Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K’S. 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information 


New  v500  mg.  tablets... a more  convenient  way  to  give  high  doses 


, 


:( 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin'®'  (phenoxy- 
methyl  penicillin,  Lilly),  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient v/ith  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequenik  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  hove  previously  demonstrated  sensitivity  to  penicillin  I 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  mucf 
less  common  with  administration  of  oral  penicillin  than  with  intramusc'u 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  oj 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin^ 
administered,  measures  for  treating  anaphylaxis  should  be  reodilj 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  foj 
relief  of  immediate  allergic  manifestations  as  well  as  antihistaminej 
and  corticosteroids  for  delayed  effects.  I 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over 
growth  of  antibiotic-resistant  organisms;  in  such  a cose,  antibiotic  od 
ministration  should  be  stopped  and  appropriate  measures  taken.  j 
Administration  and  Dosage:  For  Tablets  V-Cillm  K and  for  V-Cilli5 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units] 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  irr 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bactej 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a dayj 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  dej 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  DoS' 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history  oj: 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  onc| 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extraci 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500,00^ 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  da^ 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  suF 
gery,  porenteral  therapy  should  be  considered.  Mild  to  moderatel} 
severe  pneumococcus  pneumonia  has  been  treated  effectively  witl| 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giver 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce' 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  fo| 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  F 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphill 
should  have  a dark-field  examination  before  receiving  penicillin  an^ 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  if 
bottles  of  50  and  100,  250  mg.  (400,000  units),  and  500  mg.  (800,00£ 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  pej 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages 


Additional  inlormalion  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 


46206. 


Homecoming 
is  great . . . 


if  you  have 
Blue  Shield 
for  doctor  hills 


Blue  Shield  often  makes  the  difference  between 
a harried  homecoming  and  a happy  one.  Last 
year,  Blue  Shield  paid  more  than  a billion  dollars 
in  doctor  bills  on  behalf  of  its  53  million  mem- 
bers. And  Blue  Shield  pays  out  more  of  the 
dollar  in  benefits  because  nobody  in  the  volun- 
tary medical  prepayment  field  has  lower  operat- 
ing expenses. 

Employers  value  the  convenience  of  Blue 
Shield  since  the  doctor  is  normally  paid  direct — 
leaving  little  or  no  red  tape  or  paperwork.  Small 
wonder  7 out  of  10  of  America’s  largest  indus- 
trial corporations  favor  Blue  Shield  for  their 
employees. 


ASSOCIATED  HOSPITAL  SERVICE  OE  MAINE 
509  EOREST  AVENUE  Recommend 

PORTLAND,  MAINE  04101 


1-1-67 


With  Over  800 
Participating  MDs 


tablets 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus’-'3  and  an  acceleration 
of  endometrial  changes.i'^-^-is  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


; 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  I7-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention. conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  1 ntermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Councii  on  Drugs.  JAMA  187  664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92’287 
(Feb.  6)  1965-  3.  Goldzieher,  J.  W.;  Med  Clm  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif,.  July  15,  1965-  Reported  m Med  Sci  16-26 
(Nov  ) 1965.  5-  Hammond,  0.  0."  Ibid  6.  Rice-Wray.  E . 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A.-  FertH  Stenl 
14:402  (Jul.-Aug.)  1963.  7-  Goldzieher.  J W , Moses. 
L E . and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962- 
8.  Kempers,  R.  D.:  GP  29:88  (Jan  ) 1964  9-  Tyler,  E,  T.; 
JAMA  187:562  (Feb.  22)  1964  10.  Rudel,  H W . Mar- 
tmez-Manautou.  J.,  and  Maqueo-Topete,  M ■ Fertil  Stenl 
16:158  (Mar.  -Apr  ) 1965.  11-  Flowers,  C.  E.,  Jr.-  N 
Carolina  Med  J 25:139  (Apr.)  1964  12.  Goldzieher,  J. 
W.:  AppI  Ther  6 503  (June)  1964  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAM  A 
194  462  (Oct.  25)  1965.  14.  Flowers,  C.  E..  Jr.:  JAMA 
188: 1 1 15  (June  29)  1964  15.  Merntt,  R.  I.-  AppI  Ther 
6 427  (May)  1964.  16.  Newland.  0.  0-:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15.  1965.  Reported  m Med  Sci  16:26 
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Look  how  many  ways 

Thorazine* 

brand  of 

chlorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

# 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

'Thorazine'  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  ot  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include;  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  'Thorazine'  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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I Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 

‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2'/2,  Aspirin  gr.  3 Vi,  CalYeine  gr.  Vi. 

Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


and  Gantanol 
Suspension 
is  a good  way 
to  heip  them 
get  weil 

proven  effectiveness  against  major  U.R.I. 
pathogens  including  beta-hemolytic  strep 

With  Gantanol  (sulfamethoxazole),  bacteriologic  conversion  rates 
for  beta-hemolytic  streptococci  are  comparable  to  those  generally 
seen  with  penicillin,  and  apparently  superior  to  those  cited  in  the 
literature  for  erythromycin  and  the  broad-spectrum  antibiotics. >•- 
With  conversion  rates  ranging  from  a high  of  96%  in  229  patients- 
and  98%  in  96  cases  ^ to  65%  in  105  cases, 5.6  Gantanol  (sulfa- 
methoxazole) Suspension  is  an  effective  alternative  therapy  in 
patients  sensitive  to  penicillin,  the  drug  of  choice  in  known  beta- 
hemolytic  streptococcal  infections. 

In  addition  to  this  effectiveness  against  beta-hemolytic  strepto- 
cocci,bacteriologic  conversion  rates  have  averaged  69%  for 
D.  pneumoniae  (103  of  150  patients), 5.6, 7 7g%  for  //.  influenzae 
(42  of  54  patients), 5.4, 7 and  67%  for  Staph,  aureus  (76  of  113  pa- 
tients).5,4. 6,7  It  is  this  wide  spectrum  of  activity  which  makes 
Gantanol  (sulfamethoxazole)  Suspension  a good  choice  in  acute 
pharyngitis,  tonsillitis  and  otitis  media. 


therapy  generally  uncomplicated  by  side  effects 

Over  8 out  of  10  U.R.I.  patients  — 87%  of  2231  patients  — showed 
an  excellent  to  satisfactory  clinical  response  to  Gantanol  (sulfa- 
methoxazole).'-'5  Such  favorable  results  are  even  more  meaningful 
in  view  of  the  fact  that  only  1.1%  of  the  more  than  2000  cases 
cited  discontinued  therapy  because  of  side  effects.  Of  the  total  side 
effects  reported  (4.6%),  most  were  mild  and  included  rash,  urti- 
caria, itching,  dizziness,  headache,  diarrhea,  nausea  and  vomiting, 
shivering  sensation,  skin  discoloration  and  crystalluria.i-i5 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

IncJicalions:  Acute  and  chronic  respiratory  and  urinary  tract  bac- 
terial infections  due  to  susceptible  microorganisms.  At  present 
penicillin  is  considered  the  drug  of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections;  however,  Gantanol  (sulfame- 
thoxazole) has  shown  an  effectiveness  approaching  that  of 
penicillin  in  a large  number  of  patients.  If  employed  in  such 
infections,  it  is  important  that  therapy  be  continued  in  the  usual 
recommended  dosage  for  a period  of  at  least  10  days. 
ConJraindicated  in  sulfonamide-sensitive  patients,  pregnant  females 
at  term,  premature  infants  or  infants  during  first  3 months  of  life. 
Warnings:  Use  only  after  critical  appraisal  in  patients  with  liver 
damage,  renal  damage,  urinary  obstruction  or  blood  dyscrasias.  If 
toxic  or  hypersensitivity  reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests  should  be  performed. 
Data  insufficient  on  prolonged  or  recurrent  therapy  in  chronic 
renal  diseases  of  children. 

Precautions:  Observe  usual  sulfonamide  therapy  precautions,  in- 
cluding maintenance  of  an  adequate  fluid  intake.  Use  with  caution 
in  patients  with  histories  of  allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug  accumulation.  Occasional 
failures  may  occur  due  to  resistant  microorganisms.  Not  effective 
in  virus  or  rickettsial  infections. 

Adverse  Reactions:  Following  may  occur:  headache,  nausea,  vom- 
iting, urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  Stevens-Johnson  syndrome,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae,  purpura,  hematu- 
ria and  crystalluria. 

Dosage:  Children  — { teasp./20  lbs  initially,  followed  by  Vi  teasp./ 
20  lbs  b.i.d.  Adults  — 4 teasp.  initially,  followed  by  2 teasp.  b.i.d.  or 
t.i.d.,  depending  upon  severity  of  infection. 

How  Supplied:  Suspension  10%,  0.5  Gm  sulfamethoxazole/5  cc 
teasp.,  cherry-flavored,  bottles  of  16  oz. 

References:  1.  Braden,  B.;  Colmore,  J.  P.,  and  Cummings,  M.  M.:  Anti- 
microbial Agents  Annual— 1960,  p.  54.  2.  Alban,  J.:  Am.  J.  Dis.  Child., 
109:304,  1965.  3.  Elia,  J.  C.:  Eve  Ear  Hose  & Throat  Month.,  41:122, 
1962.  4.  Carter,  C.  H.:  Clin.  Med..  77:1571,  1964.  5.  Jackson,  H.; 
Cooper,  J.;  Mellinger,  W.  J.,  and  Olsen,  A.  R.:  Southwestern  Med., 
44:246,  1963.  6.  Reichelderfer,  T.  E.:  Clin.  Med.,  77:1045,  1964. 
7.  Peters,  J.  H.:  Scientific  Exhibit  presented  at  the  Spring  Meeting  of 
the  American  Academy  of  Pediatrics,  April  26-29,  1965.  8.  Peters,  J.  H.: 
Antimicrobial  Agents  and  Chemotherapy— 1961,  p.  406.  9.  Braden,  B., 
and  Colmore,  J.  P:  J.  Oklahoma  M.  A.,  57:1,  1964.  10.  Chastain,  P J.: 
J.  Elorida  M.  A.,  4(5:816,  1962.  1 1.  Grater,  W.  C.:  Antibiotics  & Chemo- 
iher..  72:450,  1962.  12.  Exline,  A.  L.:  Colorado  GP,  5:(5),  11,  1963. 
13.  Patton,  J.  M.:  West.  Med.,  5:46,  1964. 


for  optimal  therapeutic  response,  remember 
the  initial  loading  dose  each  time  you  prescribe 
Gantanol  (sulfamethoxazole)  Suspension 


Gantamri'01 

(sulfamethoxazole)^  ^9 

Suspension 


Roche  Laboratories 

Division  of  Hoffmann-  La  Roche  Inc. 

N Utley,  New  Jersey  07110 


Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


LEDERLE  LABORATORIES,  A Division  of 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
beenfirmlyestablished.Thus,do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Vz  lb.  jars. 

PHOTOGRAPHS  COURTESY  OP  M.  M.  NIERHAH,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


American  Cyanamid  Company,  Pearl  River,  New  York 
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REGIONAL  WEATHER  FORECAST 

High  Winds,  Snow  Storms  and  Much  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  ...  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 


Dosage;  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 


ECONOMICAL! 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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of  the 

Maine  Medieal  Assoeiation 

Brunswick,  Maine,  January,  1967  No.  1 


Research  in  Maine 

William  H.  Austin,  M.D. 

GUEST  editor 

This  issue  of  the  Maine  Medical  Journal  Is  devoted  to  papers  dealing  with 
research  projects  carried  out  within  the  State  of  Maine.  Almost  all  of  the  studies 
cited  have  been  supported,  at  least  In  part,  by  agencies  within  the  state.  For 
these  two  reasons  and  for  others.  It  seems  on'y  proper  that  the  medical  profes- 
sion and  ancillary  organizations  be  Informed  in  a formal  manner  of  the  scope 
and  depth  of  this  research. 

In  keeping  with  the  editorial  policies  of  this  and  other  medical  journals,  the  Infor- 
mation Is  presented  In  the  usual  form;  I.e.,  Introduction,  methods,  results,  etc. 
We  appreciate  that  all  the  Information  may  not  be  Immediately  Important  to 
the  practicing  physician  but  Its  Inclusion  is  necessary  for  complete  documentation 
of  the  work  described.  We  also  realize  that  the  subject  material  Itself  may  not 
be  of  current  value  for  the  day  to  day  practice  of  medicine  but  It  may  be  the 
"stuff"  of  which  medicine  Is  made  in  the  future. 

The  fact  that  the  reports  here  published  are  from  one  area  of  the  State  Is  a 
matter  of  administrative  convenience  only.  We  are  aware  that  meritorious  re- 
search Is  conducted  throughout  Maine  and  we  hope  that  other  Investigators  will 
be  encouraged  to  contribute  to  a "research  Issue"  In  the  future. 
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A New'  Approach  to  the  Early  Diagnosis  of  Lung  Disease 

A Progress  Keporl  '’’ 

Ca:ORGT  F.  Lord,  M.D.** 


Introduction 

The  long  term  management  of  patients  with  estab- 
lished  lung  disease  is  often  exasperating  for  both  pa- 
tient and  physician.  One  approacli  to  tlie  problem  is 
early  diagnosis  and  appropriate  treatment  befetre  irrevo- 
cable lung  damage  occurs.  To  date  population  screening 
has  been  of  limited  value,  largely  because  of  the  time 
needed  to  analyze  collected  data.  A new  techniqtie  under 
stLidy  here  combines  a sensitive  spirometer  with  a 
digital  computer.  The  device  analyzes  airflow  during  a 
forced  expiration  and  compares  it  to  norms  contained 
in  the  computer  memory. 

In  the  past,  screening  for  king  disease  utilized  the 
time-honored  spirogram.  In  a spirogram,  lung  voltime 
is  displayed  against  time.  The  present  study  utilizes  the 
"expiratory-rtow-volume-curve"  ( EFVC ) in  which  ex- 
piratory airflow  is  projected  against  king  volume  ( Fig. 
1.).  The  principle  value  of  the  FFVC  depends  upon  the 
fact  that  lung  vokime  "sets " maximum  expiratory  airflow 
rate'  and  patterns  are  evolved  which  are  easily  recog- 
nized. Conceptually,  the  lung  may  be  thought  of  as  a 
spring,  one  end  of  which  is  inserted  into  the  visceral 
pleura,  the  other  end  into  the  "otiter  walls " of  the  intra- 
thoracic  airways.  As  one  inhales,  airways  expand  because 
the  "pulmonary  parenchymal  spring'"  is  stretched.  As  one 
exhales,  the  recoil  tension  within  the  king  decreases,  the 
airways  narrow,  and  maximum  expiratory  airflow  rate 
decreases.  Thus,  the  flow  rate-lung  vokime  relationship 
becomes  a reprodticible  indication  of  airway  disease. 

The  pattern  of  the  FFVC  is  acute  bronchial  asthma, 
chronic  bronchitis  and  emphysema,  pulmonary  fibrosis 
and  localized  tumors  of  the  airways  has  been  dehnecT'-*- " 
FJsing  FFVC  information  from  abnormals,  a digital  com- 
puter was  programmed  to  recognize  these  patterns  in  a 
population  sample. 

Mkthous 

Expiratory  airflow  rate  and  expired  king  vokime  are 
measured  with  a wedge  type  bellows  spirometer  ( Fig.  2 ) 

( Med-science  Electronics,  Model  370 ).  The  spirometer  is 
calibrated  prior  to  use  and  voltages  proportional  to  5.0 
liters  of  vokime  and  5.0  liters/sec  flow  are  corrected  ap- 
propriately and  the  calibration  data  printed  on  the  com- 
puter tape.  The  method  of  collecting  the  data  has  been 
described  in  detail. ^ Essentially,  the  subjects  are  standing 

* Supported  by  a grant  from  the  Maine,  Cumberland  County 

and  York  County  Tuberculosis  Association,  and  a General 
Research  Support  Grant  from  the  University  of  Rochester. 
’**Director,  Pulmonary  Physiology  Section,  Medical  Research 
Facility,  Maine  Medical  Center,  Portland,  Maine  04102; 
Fellow  of  the  U.S.P.H.S.  #^-FTHE-28,  648-02. 


Fig.  1 : The  Standard  Spirogram  Compared  to  the 
Flow-Volume  Curve 

In  a spirogram  the  subject  exhales  into  the  spirometer  and 
changes  in  lung  volume  are  displayed  against  time  as  set  by 
the  rotational  speed  of  the  spirometer  kymograph.  In  the  flow- 
volume  curve  below,  expiratory  flow  rate  is  depicted  against 
expired  lung  volume.  Small  but  significant  changes  in  flow 
which  are  obscured  on  the  spirogram  are  easily  seen  on  the 
How'  volume  curve. 

connected  by  wide-bored  tubing  to  the  spirometer.  On 
signal,  they  inspire  deeply  and  exhale  w'ithout  pausing. 
The  digital  voltmeter  is  turned  on  just  before  the  onset 
of  expiration.  The  flow  and  vokime  output  are  moni- 
tored on  the  face  of  an  oscilloscope  which  the  subject 
can  see.  He  is  asked  to  produce  the  "best  curve,"  that  is, 
the  one  with  the  greatest  area  subtended  between  the 
curve  and  the  vokime  abscissa.  This  curve  approximates 
the  maximum  expiratory  flow-volume  curve  fairly  closely 
in  normals.' 

Three  How-volume  curves  were  obtained  from  each 
of  350  normal  subjects.  An  appropriate  identification 
signal  containing  sex,  age,  height,  w'eight,  smoking  his- 
tory and  previous  history  of  lung  disease  preceded  the 
How-volume  data.  During  the  course  of  six  seconds 
following  the  onset  of  expiration  from  peak  lung  in- 
Hation,  300  digital  words  representing  simultaneous 
values  of  How  and  vokime  were  recorded.  On  the  tape 
a "How  word  " is  contained  in  18  bits  of  information  in 
the  top  '"frame"  of  a 36  bit  w'ord.  The  bottom  18  bits 
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Fig.  2:  The  System  for  Recording  Flow-Volume  Curves 
FOR  Computer  Analysis 

The  subject  is  connected  to  a wedge  spirometer.  During  ex- 
piration electrical  signals  proportional  to  How  and  lung  volume 
are  generated  and  converted  for  recording  on  a digital  elec- 
tromagnetic tape.  When  a tape  is  completely  filled  with  data,  it 
is  taken  to  the  computer  and  the  flow-volume  information  is 
compared  with  similar  records  from  subjects  of  the  same  sex, 
age  and  height.  Abnormal  curves  are  identified  in  the  computer 
and  recorded  on  a second  tape  for  further  study.  Subjects  with 
well  defined  abnormalities  are  notified  and  directed  to  their 
family  physician  for  appropriate  follow-up  care. 


contain  a binary  coded  decimal  proportional  to  the  vol- 
ume signal.  The  incremental  digital  voltmeter  sampling 
rate  is  50  cycles  per  second. 

Each  normal  subject  completed  a 50  item  pulmonary 
questionnaire.  This  questionnaire  w'as  specifically  de- 
signed for  this  study.  The  information  from  the  ques- 
tionnaire was  punched  on  data  processing  cards.  The 
computer  program  then  determined  the  following  vari- 
ables from  the  best  flow-volume  curve  from  each  sub- 
ject: Forced  vital  capacity,  peak  flow  rate,  ratio  of  forced 
vital  capacity  to  peak  flow  rate,  area  under  the  curve, 
flow  rates  at  ten  percentiles  of  lung  volume  and  time  to 
reach  peak  flow.  New'er  programs  include  the  angle  of 
intercept  at  the  volume  axis  and  the  area  embraced  by 
two  vertical  lines  drawn  to  the  curve  from  the  40  and 
60  percentile  points  subtracted  from  a trapezoid  pro- 
duced by  a straight  line  drawn  between  these  points. 
The  difference  in  area  is  a function  of  the  convexity  of 
the  flow-volume  curve  during  the  expiratory  descent. 
Convexity  is  seen  in  early  airway  obstructive  disease 
and  in  aging. 


Results 

The  typical  expiratory  flow'-volume  curve  ( EFVC ) 
patterns  in  fibrosis,  emphysema  and  bronchial  nar- 
rowing due  to  tumor  are  seen  in  the  three  panels  of 
Fig.  3-  In  fibrosis,  upper  panel,  the  lungs  are  stiff.  They 
deform  little  with  motion  of  the  chest  cage,  but  they 
exert  a strong  retractile  force  on  the  airways.  For  this 
reason  airflow  is  unimpeded,  but  the  total  volume  ex- 
haled is  small.  Thus,  the  EFVC  rises  rapidly  to  peak 
How,  but  from  peak  flow  it  falls  abruptly  to  the  forced 
expiratory  position.  The  total  curve  resembles  a para- 


Fig.  3:  Flow-Volume  Curves  in  Disease  States 
U pper  Panel:  The  expiratory  flow-volume  curve  ( EFVC  ) 
from  a normal  is  compared  to  a patient  with  pulmonary 
fibrosis.  In  fibrosis,  as  compared  to  normal,  peak  flow  rate  is 
reduced,  and  the  expiratory  descent  is  steeper,  as  a reflection  of 
the  "stiff"  lung  shown  schematically  at  the  right. 

Middle  Panel:  By  contrast,  in  emphysema,  the  EFVC  is 
oriented  along  the  volume  axis,  with  a low  peak  flow  rate  and 
a gently  convex  expiratory  descent. 

Bottom  Panel:  A schematic  representation  of  the  EFVC  from 
a patient  with  obstructing  carcinoma  of  the  right  upper  lobe. 
The  curve  is  comprised  of  two  distinct  components.  One  com- 
ponent of  airflow  comes  from  the  normal  lung  ( upper  ver- 
tically striped  area)  , the  other  from  the  obstructed  lung  ( lov  e" 
hatched  area).  In  most  patients  with  tumors  of  the  airway,  this 
distinction  is  not  clear-cut. 


Flow  = Expiratory  air  flow  in  liters  per  second. 

Volume  = Expired  lung  volume  in  liters;  "O”  = the  forced 
expiratory’  position. 


bola  with  the  slope  and  configuration  of  the  rise  to  peak 
flow  resembling  the  configuration  of  the  down  skrpe  1 1 
the  forced  expiratory  position.  The  computer  recognises 
this  pattern  by  the  large  peak  flow  to  forced  vital  cap'- 
city  ratio,  the  steep  descent  to  the  forced  expirat  iry 
position  and  the  large  angle  of  intercept  at  the  volume 
axis. 

In  chronic  obstructive  lung  disease,  ( middle  panel  — 
Fig.  3),  the  EFVC  is  characterized  by  a low  peak  flow 
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rate  and  an  expiratory  descent  which  is  convex  or  flat- 
tened to  tlie  volume  axis.  The  measurement  of  peak  flow 
rate  and  the  overall  pattern  of  the  curve  correlate  well 
with  clinical  severity  of  obstructive  disease.’  The  com- 
puter recognizes  this  pattern  by  tlie  low  peak  flow  in 
relation  to  forced  vital  capacity,  the  convexity  of  the 
expiratory  descent  and  the  acute  angle  of  intercept  of 
the  curve  with  the  volume  axis  at  the  forced  expiratory 
position. 

Patients  witli  tumors  involving  the  major  airways 
often  demonstrate  a pattern  which  is  clearly  differen- 
tiated from  normal.  A schematic  representation  of  an 
EFVC  from  a patient  with  a partially  obstructing  tumor 
of  the  right  upper  lobe  bronchus  is  shown  in  the  bottom 
panel  of  Fig.  3-  Obstructed  airflow  coming  from  the 
lung  periplieral  to  the  tumor  escapes  slowly  and  gives 
rise  to  the  lower,  hatched  curve.  Airflow'  from  the 
normal  lung  exits  rapidly,  giving  rise  to  the  normal  ap- 
pearing vertically  striped  curve  superimposed  over  the 
obstructed  one.  As  may  be  seen,  the  resultant  curve  is  a 
composite  of  these  two  curves.  It  is  characterized  by  a 
sharp  angulation  in  the  curve  somewhere  in  the  ex- 
piratory descent.  The  computer  detects  the  angulation, 
expressed  as  compartmental  inhomogeneity,  by  a series 
of  calcidations  which  depend  on  the  fact  that  gas  from 
all  normal  lungs  is  expressed  from  a single  reservoir  of 
air.  While  some  inhomogeneity  of  expiratory  airflow 
exists  even  in  normal  lungs  significant  inhomogeneity 
is  a reflection  of  a compartmentalized  system.  The  best 
computer  program  to  detect  compartmentalization  has 
yet  to  be  found.  Moreover,  lung  cancer  occurs  in  the 
general  population  with  an  incidence  of  1:5000  and 
pieces  of  mucous  in  the  airway  can  produce  compart- 
mentalization also.  At  present  all  patients  with  clear-cut 
compartmentalization  are  identified  and  contacted  for 
restudy.  If  the  change  is  reproducible,  a cytologic  exam- 
ination of  the  sputum  is  performed. 

From  a study  of  normal  people  the  following  gener- 
alizations can  be  made  about  the  "normal”  flow-volume 
curve:  In  young  people  between  15  and  35  years  of 
age  the  curve  rises  abruptly  to  peak  flow.  The  expira- 
tory descent  is  usually  gently  concave  to  the  volume 
axis  initially,  but  later,  particularly  in  young  males,  the 
descent  is  almost  straight.  With  aging,  the  concavity  is 
lost  and  a gentle  convexity  of  the  curve  appears.  This 
change  is  quite  variable  in  degree  and  age  of  onset. 
Superficially,  the  change  resembles  in  many  ways  the 
change  in  early  airway  obstruction.  This  convexity 
change  is  receiving  intense  study  at  this  time  to  deter- 
mine whether  any  difference  can  be  found  between  age 
change  and  intrinsic  airway  pathology. 

Discussion 

Fong  before  it  becomes  clinically  apparent  lung 
disease  can  be  diagnosed  by  means  of  a device  which 
combines  an  accurate  spirometer  with  a digital  com- 
puter. This  technique  has  been  applied  to  patients  and 


normals.  Fach  "normar  curve  is  compared  to  the  abnor- 
mal. If  abnormality  is  found,  the  type  and  degree  are 
ascertained. 

Screening  for  chronic  obstructive  lung  disease  in- 
dicates that  10%  of  the  adult  middle-aged  male  popula- 
tion may  be  affected.  While  screening  procedures  are  not 
the  final  answer  to  this  growing  menace  they  allow'  a 
more  detailed  understanding  of  the  nature  of  airw'ay 
disease  in  the  population,  the  character  of  its  presenta- 
tion and  its  natural  evolution.  From  the  study  of  the  nor- 
mal curves  in  this  investigation,  a significant  population 
of  persons  with  subclinical  airway  disease  was  found. 

In  the  past,  screening  procedures  have  been  expensive. 
By  contrast,  computer  detection  is  cheap.  It  took  six  min- 
utes for  the  IBM  7094  computer  to  analyze  over  900 
How-volume  curves  and  detect  subjects  with  one  abnor- 
mal parameter.  Computer  time  costs  Si 80  per  hour. 
The  computation  for  this  study  cost  one-tenth  of  that,  or 
about  $18.  In  this  population  sample  5%  of  the  curves 
w'ere  abnormal.  The  cost  to  detect  one  abnormal  sub- 
ject was  less  than  a quarter. 

The  ultimate  aim  of  this  research  is  to  produce  effi- 
cient programs  to  identify  early  lung  and  airway  disease. 
Once  the  best  programs  have  been  devised,  they  will  be 
recorded  on  electromagnetic  tape  and  filed  at  the  Amer- 
ican Documentation  Institute  in  Washington,  D.C.  avail- 
able for  any  laboratory  or  screening  unit  in  the  world. 
Moreover,  the  program  material  can  be  transmitted  to 
the  recipient  over  a standard  telephone  line. 

We  all  look  forward  to  the  day  when  the  pathologic 
sequence  which  gives  rise  to  chronic  obstructive  lung 
disease  is  unraveled.  Until  that  time,  it  would  seem  w'ise 
to  approach  the  overall  problem  with  early  diagnosis 
and  treatment.  It  would  appear,  from  this  initial  ex- 
perience, that  computer  technology  is  the  key. 
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Design  of  Accurate  Vector  Lead  Systems* 

C.  V.  Nelson,  Ph.D.** 


It  has  been  shown^  that  the  magnitude  and  direction 
of  the  heart  vector  can  be  found  from  an  integration  of 
potential  over  the  body  surface.  Although  this  is  a gen- 
eral methcxl  which  can  be  used  for  both  young  and  adult 
human  beings  or  animals,  its  application  has  been  lim- 
ited because  of  the  large  amount  of  labor  required.  The 
theory  provides  a basis,  however,  for  the  design  of  prac- 
tical vector  lead  systems,  using  a smaller  number  of 
electrodes.  Such  lead  systems  have  been  described  by 
Barber  and  Fischmann-  and  by  Nelson.’  An  important 
result  of  these  studies  is  that  the  dimensions  of  the 
thorax  must  be  included  in  the  determination  of  the 
magnitude  of  the  vector. 

The  question  as  to  what  constitutes  a sufficient  num- 
ber of  electrodes  is  still  unresolved.  Up  to  a certain 
point,  the  accuracy  of  the  determination  is  proportional 
to  the  total  number  of  properly-placed  electrodes  used. 
In  the  author's  system,’’  three  rows  of  8 equally-spaced 
electrodes  plus  a foot-head  and  ground  lead  are  used, 
making  a total  of  27  electrodes.  Barber  and  Fischmann 
use  a much  larger  number.  The  Schmitt  SVEC  system' 
uses  14  electrodes.  An  extreme  way  of  posing  the  elec- 
trode-number problem  would  be  to  ask  whether  one 
wishes  to  obtain  an  incorrect  answer  simply,  or  an  ac- 
curate answer  with  somewhat  more  effort.  This  is  not 
meant  to  imply  that  systems  using  a small  number  of 
electrodes  are  always  wrong,  but  on  the  basis  of  theo- 
retical considerations,  it  is  difficult  to  see  how  they  can 
be  consistently  accurate. 

The  simplified  method  depends  on  the  summation  of 
potentials  from  a specified  number  of  electrodes.  There 
are  two  ways  of  carrying  out  the  summations  in  the 
horizontal  plane.  Barber  and  Fischmann  use  equal  elec- 
trode spacing  in  the  x or  z directions,  with  different 
spacings  circumferentially,  whereas  our  method  uses 
equal  electrode  spacing  around  the  thorax.  'With  a suf- 
ficient number  of  electrodes,  how'ever,  both  methods 
should  give  identical  results.  For  purposes  of  illustra- 
tion, the  method  will  be  described  first  in  two  dimen- 
sions, and  later  extended  to  the  development  of  the 
complete  vector  system. 

Measurement  of  Dipole  Moment  in  Two 
Dimensions 

(a)  Siunmation  with  equally-spaced  electrodes  on  the 
body  - Consider  a dipole  located  eccentrically  in  a cir- 
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**  Research  Associate,  Cardiology  Department,  Maine  Medical 
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equally  spaced  around  the  circumference.  The  distance,  L, 
around  the  boundary  is  measured  from  the  center  of  the  back 
of  the  circle  in  the  direction  indicated  by  the  arrow.  The 
vector  n,  normal  to  the  boundary,  makes  the  angle  <•  with 
the  X axis. 

cular  dish  of  radius,  R,  = 7.5  cm.  Then' 

Mx  = kd  / "V  dz  = kd  / V cos  ^ dL  ( 1 ) 

Mx  “ kd  / V dx  = kd  / V sin  u dL  (2) 

where  Mx,  M,  = x and  z components  of  dipole  moment, 
ma  - cm 

k = conductivity  of  ffuid  in  dish,  ohm“'  cm~' 
d = depth  of  fluid,  cm 

V = potential  at  any  point  of  boundary  of  dish,  mv 
= angle  between  normal  to  boundary  and  x axis, 
at  point  w'here  V is  measured, 
dz,  dx,  dL  = elements  of  length  on  z axis,  on  x axis, 
and  on  circumference  of  circle,  respectively. 

Lor  the  circle,  the  normal  angle  u is  equal  to  the  angle 
made  by  the  radius  to  the  boundary  point  and  the  +x 
axis.  For  other  shapes,  this  is  generally  not  the  case;  u 
must  be  found  by  measurement.  The  designations  of 
axes  have  been  changed  from  those  used  in  reference  1 
in  order  to  conform  with  accepted  vectorcardiographic 
notation. 

Although  a circle  is  used  in  this  example,  equations 
1 and  2 hold  for  any  closed,  non-reentrant  shape,  such 
as  an  ellipse  or  the  thorax  cross-section.  Fig.  1 show's  12 
equally-spaced  electrodes  on  the  boundary,  numbered  1 
through  12.  Referring  to  the  2nd  term  in  equation  1, 
the  problem  is  to  evaluate  / V cos  dL  using  only  12 
electrodes.  This  is  done  by  measuring  "V  for  each  elec- 
trode, multiplying  by  the  corresponding  value  of  cos 
and  plotting  V cos  as  a function  of  L,  as  shown  in 
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Pig.  2.  Tlie  value  of  the  integral  is  then  eqtial  to  tlte  area 
under  this  curve. 

Tlie  area  can  be  found  accurately  by  a planimeter  or 
by  counting  the  sejuares  tinder  the  curve.  An  approxi- 
mate determination  can  be  found  from  tabular  integra- 
tion. The  ordinates  f,,  f_.  - fu  in  Fig.  2 are  the  values  of 
V cos  *'  at  electrodes  1 through  12.  As  measurements 
are  made  completely  arotind  the  boundary,  f,  is  included 
at  both  ends  of  the  graph.  The  total  area  is  now  divided 
into  12  sub-areas.  The  value  of  any  stib-area  is  approxi- 
mately equal  to  its  base  multiplied  by  the  average  of  the 
two  ordinates.  For  example. 


A,  L 

12 


f. 


f, 


The  total  area  is  given  in  equation  4 


I V cos  '*  dL 


fi 


-L  f^ 

7 


f.. 


+ f;i 

2 


fn 


f... 


7 


— L 1 f„  = LX  V„  cos  (4) 

1 2 1 2 


To  find  the  value  of  the  integral,  therefore,  the  meas- 
ured values  of  V cos  ^ are  added  together,  and  the  sum 
is  multiplied  by  L/12.  It  is  evident  that  the  closeness 
of  the  approximation  is  a function  of  the  number  of 


Fig.  2.  The  potential,  V,  of  each  of  the  electrodes  of  Fig.  1, 
is  multiplied  by  the  value  of  cos  O at  that  point.  V cos  H is 
then  plotted  against  L.  The  area  under  the  curve  is  equal  to  the 
sum  of  12  sub-areas,  each  having  a base  length  equal  to  L/12. 
Each  sub-area  is  approximately  equal  to  the  average  of  its  or- 
dinates multiplied  by  L/12. 


Fig.  3.  Resistance  network  for  carrying  out  the  summation  of 
V cos  (*  automatically.  The  value  of  each  resistor  is  such  as  to 
multiply  the  electrode  potential  by  cos  H.  M,;  is  proportional 
to  the  biptilar  potential  difference,  V,^.  Since  cos  O = O at 
electrodes  1 and  7,  these  electrodes  need  not  be  included  in  the 
x-lead  network. 
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Fig.  4.  The  front-back  distance,  Z„,  is  divided  into  6 equal  in- 
tervals, producing  electrode  positions  as  shown.  With  this  elec- 
trode arrangement,  the  resistors  in  Fig.  3 can  all  have  the  same- 
value. 


ordinates,  or  electrodes,  used.  In  carrying  out  this  pro- 
cess, it  is  important  that  the  correct  algebraic  sign  of  cos 
( + or  - ) be  used  with  each  electrode  potential. 
The  summation  can  also  be  done  automatically  with 
the  network  of  Fig.  3.  The  resistance  values  are  chosen 
such  that  each  electrode  potential  is  weighted  by  the 
appropriate  value  of  cos  It  is  not  necessary  to  include 
electrtxles  1 and  7 in  the  network,  since  cos  f*  = 0 at 
these  points.  The  network  produces  an  attenuation  fac- 
tor, but  this  is  constant  and  can  be  compensated  for  by 
adjusting  the  amplifier  gain.  Hence,  from  equations  1 
and  4 

M,  = K,  L d V,  (5) 

12  p 

where  K,  is  a constant,  L is  the  circumference,  p — 
resistivity  and  is  the  measured  bipolar  potential 
difference. 

In  equation  2,  M,.  can  be  found  in  a similar  manner, 
except  that  the  potentials  are  multiplied  by  sin  in- 
stead of  cos  A network  similar  to  that  in  Fig.  3 can 
be  used,  with  the  positive  z resistors  connected  to  elec- 
trodes 11,  12,  1,  2 and  3,  and  the  negative  z resistors 
connected  to  electrodes  5,  6,  7,  8,  and  9.  Then 
M,  - Kq  I^d  V,  (6) 

Up 

Equations  5 and  6 show  that  the  circumference,  L, 
must  be  included  in  the  measurement  of  M,  and  M,,. 

The  validity  of  equations  1 and  2 has  been  checked 
b)  Brody,"  who  applied  currents,  weighted  in  propor- 
tion to  the  normal  boundary  angles,  to  equally-spaced 
electrodes.  He  found  that  w'hen  this  was  done,  lead 
field  lines  parallel  to  the  axes  were  obtained. 

( b ) Summation  with  non-uniform  spacing  of  elec- 
trodes on  the  boundary  - The  first  form  of  equation  1 
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Fig.  5.  Plot  of  potential,  V,  on  the  boundary  as  a function  of 
distance  along  the  z axis.  The  total  area  is  again  equal  to  the 
sum  of  the  12  sub-areas.  Since  the  path  from  electrodes  1 to  7 
is  in  the  negative  direction  of  z,  the  potentials  Vj  through 
must  be  reversed  in  sign  before  being  added  to  V-  through  V^. 
In  this  process,  Vj  and  V-  cancel  out.  The  reversed  curve  is 
labelled  V'. 


is  Mx  = k d / V dz.  In  order  to  find  / V dz,  the 
total  z distance  of  the  figure  is  divided  into  equal  in- 
crements, as  shown  in  Fig.  4.  With  12  electrodes,  the 
front-back  distance,  Z,„  is  divided  into  6 equal  inter- 
vals. When  this  is  done,  the  spacing  of  electrodes  around 
the  boundary  is  not  uniform.  Fig.  5 shows  a plot  of 
potential  on  the  boundary  for  equal  increments  of  z. 
Starting  with  electrode  number  1,  the  integration  must 
be  carried  out  in  two  parts,  because  there  is  a reversal 
in  direction  of  z.  For  the  path,  1,2,3 — 7,  dz  is  negative, 
and  for  the  path  7,8,9- 1,  dz  is  positive.  Therefore,  add- 
ing the  sub-areas  as  before 


/ V dz  = Z„ 

6 


V, 


V,  V,  h V, 


V, 


V: 


V, 


= Z„ 

6 


Vs  ^ Vs 


12 

V.. 

8 


V„ 


+ 


6 

^ V„ 

? 


V,,  + Vi' 


(7) 


and  therefore 
M.,  = d Z„ 


X V, 


(8) 


- X V 

2 _ 

Vi  and  V7  cancel  out  in  the  summation.  Using  a net- 
work similar  to  Fig.  3, 

Mx  = Z_o  ^ V.^  (9) 

Similarly 

M,  K4  Xq  d V2  (lOj 

6 p 

An  advantage  of  this  type  of  summation  is  that  equal 
resistors  can  be  used  in  the  network.  On  the  other  hand, 
the  electrode  positions  on  the  front  and  back  are  gen- 


ETG.  6.  The  left-right  distance,  X„,  is  divided  into  6 equal  in- 
tervals. Note  that,  except  for  the  axial  electrodes,  the  electrode 
positions  are  different  from  those  shown  in  Fig.  4. 


erally  different  from  the  positions  on  the  sides.  This 
may  be  seen  by  comparing  Fig.  6,  for  equal  increments 
of  X,  with  Fig.  4.  In  equations  9 and  10,  the  front-back 
distance,  Z,„  and  the  left  right  distance,  X„,  are  includ- 
ed in  the  measurement  of  the  dipole  components. 

Barber  and  Fischmann-  showed  that  when  electrodes 
spaced  in  this  fashion  were  energized  with  equal  cur- 
rents, uniform  lead-field  lines  were  obtained. 

Experimental  Te.st  of  Methods  in  Two 
Dimensions 

One  of  the  reasons  for  choosing  a circle  for  illustra- 
tion of  the  theory,  rather  than  an  ellipse  or  some  other 
shape,  is  that  experiments  or  calculations  can  be  more 
easily  carried  out  with  the  circle.*'  ' The  potentials  in  this 
experiment  were  measured  relative  to  a Bayley  averag- 
ing network;  i.e.  the  common  junction  of  a network  of 
1 megohm  resistors  connected  to  each  electrode.  Fig.  1 
show's  an  experiment  in  which  the  dipole  was  placed  at 
X = 2.0  cm,  z = -1.5  cm  and  making  an  angle  of  - 35° 
w'ith  the  X axis.  The  current  w'as  0.206  ma,  and  pole 
spacing  was  1.025  cm.  Then  M = 0.211  ma-cm,  = 
0.173  ma-cm,  M,  = - 0.121  ma-cm.  The  fluid  had  a 
resistivity  of  257  ohm-cm,  and  the  depth  d w'as  0.399 
cm,  as  measured  w'ith  a spherometer.  The  radius  R was 
7.5  cm,  so  L = 47.12  cm.  The  data  for  12  uniformly 
spaced  electrodes  are  shown  in  Table  1.  Using  equations 
1 and  4, 

M.,  = (.399)  (47.12)  ( 27.91 ) ==  0.170  ma-cm 
(257)  (12) 

also 

M,  = (.399)  (47.12)  (-  19.00)  = -0.1 16  ma-cm 
(257)  (12) 

With  18  or  36  electrodes,  M,  = 0.171,  M,  = - 0.117 
ma-cm.  With  a total  of  8 electrodes,  = 0.170, 
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Table  1 


Determination  of  Mx 

AND  M With  Equal  Intervals  on  Boundary 

fjec  trade 
No. 

L 

cm 

V 

mv 

(K> 

Cos  <• 

V cos  u 

sin  •* 

V sin 

1 

0 

-3.37 

90 

0 

0 

1.00 

-3.37 

2 

3.93 

-4.11 

120 

-.500 

2.06 

.866 

-3.56 

•> 

7.85 

-4.32 

150 

-.866 

3.74 

.500 

-2.16 

4 

1 1.78 

-4.05 

180 

-1.00 

4.05 

0 

0 

5 

15.71 

-3.16 

-150 

-.866 

2.74 

-.500 

1.58 

6 

19.63 

-1.39 

-120 

-.500 

0.70 

—.866 

1.20 

7 

23.56 

1.86 

- 90 

0 

0 

-1.00 

-1.86 

8 

27.49 

6.47 

- 60 

.500 

3.24 

—.866 

-5.60 

9 

31.41 

7.92 

- 30 

.866 

6.86 

-.500 

-3.96 

10 

3 5.. 34 

4.83 

0 

1 .00 

4.83 

0 

0 

1 1 

39.27 

0.75 

30 

.866 

0.65 

.500 

0.38 

12 

43.19 

-1.91 

60 

.500 

-0.96 

.866 

-1.65 

I 

47.12 

V - 

= 27.91 

V 

= -19.00 

= - 0.1 16  ] 

:na-cm,  but  with  only  4 electrodes,  Mv 

nal  volume.  The  effect  of  internal  electrical  inhomoge- 

0.162,  M = 

- 0.905  ma-cm.  In  this  case,  therefore,  8 

neities  can  then 

be  determined 

1 theoretically,  but  the 

electrodes  are  sufficient  for  accurate  results. 

equation  would  be 

very  difficult  to  apply  experimentally. 

Table  2 shows  the  data  for  the  summations 

with  equal 

If  it  is  assumed  that  the  body  is 

a homogeneous  volume 

increments  of  z and  x for  12  electrodes.  The  columns 

conductor,  the  2nd  term  drops  out,  as  i„  = 0 over  the 

labelled  V give  the  potentials  around  the  boundary  of 

external  boundary.  Then 

the  circle.  When  integrating  in  the  negative  z or  x di- 
rection, the  potential  can  be  inverted,  as  shown  in  the  V’ 
column.  The  V'  values  are  then  added  to  get  the  sum- 
mation. Using  equations  8 and  10, 

M,  — (..^99)  (15)  (40.56)  = 0.158  ma-cm 
(6)^  (257) 

M = {.599)  (15)  ( - 26.93 ) = - 0. 1 05  ma-cm 


(6)  (257) 

With  30  electrodes,  = 0.168,  M,  = - 0.113  ma-cm. 
In  this  case,  the  summation  for  12  electrodes  gives  more 
accurate  results  with  the  equally-spaced  boundary  elec- 
trodes. Additional  comparisons  would  be  necessary, 
however,  before  concluding  that  this  method  is  more 
accurate  than  using  equal  increments  on  the  axes,  with 
a given  number  of  electrodes.  With  a sufficient  number 
of  electrodes,  both  methods  must  give  the  same  results. 

Application  of  the  Theory  to  Three 
Dimensional  Vector  Lead  Systems 
The  basic  equation  for  the  resultant  dipole  moment 
in  three  dimensions  is,  for  the  x component^ 

Mx  = k f / V dz  dy  I fx  i„  dS  < 1 1 ) 

In  this  equation,  V is  the  potential  at  a point  on  the 
surface,  x is  the  x - coordinate  of  a surface  point,  dS 
is  an  element  of  surface  area,  and  i„  is  the  normal  com- 
ponent of  current  flowing  through  the  surface  element. 
This  summation  must  be  carried  out  over  each  boundary 
in  the  system.  If  it  is  assumed  that  the  body  is  com- 
posed of  regions  of  constant  conductivity,  this  can  be 
written 

, 8V 

I / V dz  dy  + 1 1 X dS 

8n 

where  k is  given  the  appropriate  value  for  each  inter- 


Mx  = k / / V dz  dy  = k / / V cos  ^ dL  dy  M3) 

M,.,  = k / / V dx  dy  = k / / V sin  dL  dy  ( 14 ) 

It  has  also  been  shown"^  that  for  the  adult  human, 

M,- = k A (Vf- V„)  + 0.15  M,  (15) 

where  A is  the  thorax  cross-sectional  area,  Vt  — Vh  = 
foot-head  lead.  The  factor  0.15  was  found  empirical- 
ly from  experiments  on  a thorax  model,  and  represents 
the  voltage  appearing  in  the  foot-head  lead  due  to  the 
sagittal  component  of  the  heart-vector. 

Equation  1 3 can  be  written 

Mx  = k / [ / V dz  ] dy  = k / [/V  cos  0 dL]  dy(  16 ) 
Defining  / V dz  = /V  cos  ^ dL  = F^,  then 

Mx^k/F,  dy  ■ (17) 

If  the  thorax  is  divided  vertically  into  a number  of 
horizontal  levels,  then  F,,  is  the  integral  around  each 
level,  as  previously  found  in  the  two-dimensional  case. 
The  area  under  a plot  of  F,,  as  a function  of  y gives  the 
required  surface  integral.  The  limits  of  the  vertical  in- 
tegration are  determined  by  the  levels  at  which  the  po- 
tential is  essentially  constant,  since  around  a closed,  sym- 
metrical loop, 

I K cos  dL  = K / cos  dL  = 0 ( 18 ) 

where  K is  a constant.  This  equation  is  exact  for  a circle 
or  ellipse  and  would  be  very  nearly  true  for  the  thorax 
cross-section. 

A graph  of  for  9 values  of  y is  shown  in  Fig.  7.  If 
H is  the  total  vertical  distance  covered. 


Mx  = S k 


area  = H 


Fi 


F., 


F. 


F. 


F- 


Fs 


F. 


(19) 
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Table  2 


Determination  of  Mx 

AND  M2  ’With  Equal  Intervals  on  Axes 

Electrode 

z 

V 

V 

Electrode 

X 

V 

V 

No. 

cm 

mv 

mv 

No. 

cm 

mv 

mv 

1 

7.5 

-3.37 

.3.37 

10 

7.5 

4.83 

^.83 

2 

5.0 

-4.29 

4.29 

9 

5.0 

7.80 

-7.80 

3 

2.5 

-4.28 

4.28 

8 

2.5 

4.87 

-4.87 

4 

0 

-4.05 

4.05 

7 

0 

1.86 

-1.86 

5 

-2.5 

-3.57 

3.57 

6 

-2.5 

-0.48 

0.48 

6 

-5.0 

-2.58 

2.58 

5 

-5.0 

-2.22 

2.22 

7 

-7.5 

1.86 

-1.86 

4 

-7.5 

-4.05 

4.05 

7 

-7.5 

1.86 

1.86 

4 

-7.5 

-4.05 

-4.05 

8 

-5.0 

8.10 

8.10 

3 

-5.0 

-4.25 

-4.25 

9 

-2.5 

7.. 38 

7.38 

2 

-2.5 

-3.90 

-3.90 

10 

0 

4.83 

4.83 

1 

0 

-3.37 

-.3.37 

1 1 

2.5 

1.96 

1.96 

12 

2.5 

-2.53 

-2.53 

12 

5.0 

-0.48 

-0.48 

11 

5.0 

-1.05 

-1.05 

1 

7.5 

-3.37 

-3.37 

10 

7.5 

4.83 

4.83 

V = 40.56 

V 

-26.93 

ly.  Fischmann  and  Elliott'"  have  shown,  on  the  basis  of 
model  studies,  that  the  parallel  grid  sagittal  lead  is  more 
uniform  and  more  orthogonal  than  any  of  the  other  sys- 
tems tested. 

This  author  has  proposed  a system  using  .s  rows  of  S 
equally-spaced  electrodes.'  The  vertical  integration  is 
carried  out  using  Simpson’s  5-  ordinate  rule,"  with  the 
first  and  fifth  ordinates  ( top  and  bottom  rows ) taken  as 
zero.  For  a small  number  of  ordinates,  Simpson’s  rule  is 
more  accurate  than  the  method  shown  in  Fig.  7.  It 
should  be  pointed  out  that  it  is  not  necessary  to  put 
electrodes  on  the  top  and  bottom  rows,  as  the  contribu- 
tion to  the  vertical  integration  from  these  levels  is  zero. 
The  spacing  of  the  rows,  however,  should  be  such  that 
the  potential  is  constant  at  equal  intervals  above  and 
below  the  top  and  bottom  levels  used.  In  our  system, 
the  umbilicus  and  suprasternal  notch  are  used  as  refer- 
ence points,  as  these  are  easy  to  find  on  the  body.  If  the 
distance  between  these  points  is  called  H',  the  electrode 
rows  are  at  H'/8,  H'/2,  and  7 FI'  between  these  points. 

The  summations  are  carried  out  by  resistance  networks. 

The  equations  show  that  when  equal  circumferential 
electrode  spacing  is  used,  Mx  and  M.  are  proportional 
to  k H F Vx  and  k FI  F V,.  The  product  H F is  the 
effective  thoracic  surface  area.  The  vertical  component, 
Mj,  is  proportional  to  the  thoracic  cross-sectional  area, 
A.  An  empirical  ratio  between  H F and  A was  found, 
as  that  all  these  components  can  be  expressed  in  terms 
of  k H F. 

In  the  Barber-Fischmann  lead  system,’-’  Mx  and  M. 
are  proportional  to  k FI  Z,,Vx  and  k H X0V2.  The  prod- 
uct H Z„  is  equal  to  the  effective  area  of  the  sagittal 
plane  through  the  thorax,  and  H X„  is  the  area  of  the 
thoracic  frontal  plane.  These  authors  use  the  areas  of  the 
electrode  banks  in  their  equations,  with  unused  elec- 
trodes switched  out  of  the  circuit. 

A comparison  of  the  two  systems  shows  that  each  has 
advantages  and  disadvantages.  In  our  system,  equal  elec- 


Fig.  7.  Plot  of  F„  as  a function  of  vettical  distance  y,  where  F., 
= / V cos  H dL  around  each  horizontal  level.  The  levels  are 
chosen  so  that  F^  and  Fy  are  zero. 


Since  Fi  and  F<,  are  zero,  equations  17  and  19  give 

Mx  = l^H  i;  F2  (20) 

8 

Similarly, 

M2  - k H X Fx  (21) 

8 

where 

Fx  = / ’V  dx  = / V sin  H dF  ( 22 ) 

The  preceding  equations  can  be  used  as  the  basis  for 
the  design  of  vector  lead  systems.  The  horizontal  inte- 
grations can  be  carried  out  by  means  of  resistance  net- 
works such  as  shown  in  Fig.  3.  The  values  of  Vx  or  V,. 
from  each  level  must  then  be  added  together  by  means 
of  another  network. 

Discussion 

A practical  lead  system  must  be  a compromise  be- 
tween accuracy  and  convenience,  although  the  minimum 
number  of  electrodes  and  levels  for  a given  degree  of 
accuracy  has  not  been  determined.  Bayley®  has  shown, 
however,  that  nine  electrodes  at  equal  arc  lengths  on  the 
boundary  of  an  ellipse  are  sufficient  to  determine  the 
magnitude  and  location  of  an  internal  dipole  accurate- 
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erode  spacing  around  the  thorax  can  be  used.  Some  of 
the  same  electrodes  are  used  in  botli  the  X and  Z leads. 
A drawback,  liowever,  is  tliat  unequal  resistors  must  be 
used.  In  order  to  use  a network  of  fixed  resistors,  it  is 
necessary  to  assume  that  the  ratio  of  thorax  width  to 
depth  is  the  same  for  all  three  levels.  This  assumption 
does  not  produce  a serious  error,  but  for  greater  accura- 
cy, potentiometers  could  be  used,  pre.set  for  individual 
level  dimensions.  Another  potentiometer  could  akso  be 
used  for  in.serting  the  correct  value  of  thorax  cross- 
sectional  area  in  the  vertical  lead,  rather  than  using  an 
average  ratio  for  all  individuals. 

In  the  Barber-Fischmann  .system,  equal  resistors  are 
used  in  the  horizontal  plane  networks,  but  the  electrode 
spacing  is  not  uniform  around  the  chest,  and  different 
electrode  positions  must  be  used  in  the  X and  Z leads. 
These  authors  have  solved  the  problem  of  electrode 
location  in  an  ingenious  manner,  by  mounting  the  elec- 
trodes on  rods  which  pass  through  equally  spaced  lioles 
in  a flat  insulating  sheet.  The  rods  are  mounted  on 
springs  which  force  the  electrodes  against  the  thorax. 
The  electrode  positioning  on  the  thorax  is  therefore 
automatic.  As  the  electrodes  are  made  of  balsa-wood 
impregnated  with  lithium  chloride,  no  electrode  jelly  is 
required,  provided  high-input  impedance  amplifiers  are 
used.  Using  this  method,  Ellison,  Fi.schmann  and  Hu- 
genholtz  have  shown  that  the  dipole  moment  of  chil- 
dren's hearts  had  a range  of  03  to  1.7  ma-cm,  and 
showed  a good  correlation  with  body  weight.’-  These 
data  correlate  well  with  our  own  results”  of  2.42  ma-cm 
lor  the  average  peak  dipole  moment  of  four  young  adult 
males. 

The  two  systems  described,  or  modified  systems  based 
cn  the  theory  above,  must  produce  identical  results,  for 
.1  sufficient  number  of  electrodes.  The  choice  of  a sys- 
tem will  depend  mainly  on  convenience  and  ease  of 
electrode  application,  and  the  degree  of  accuracy  re- 
cjuired. 

The  rationale  for  vector  lead  system  research  has 
been  well-expressed  by  McFee  and  Johnston:’  ’ "In  order 
to  make  the  value  of  the  lead  field  at  the  body  surface 
exactly  equal  to  the  desireef  value,  one  would  need  an 
infinite  number  of  resistors  attached  to  an  infinite  num- 
ber of  minute  electrodes  covering  the  entire  body  sur- 
face. As  a practical  thing  this  is  obviously  impossible, 
and  also  unnecessary.  . . . The  best  criterion  for  the  num- 
ber of  electrodes  necessary  is  a comparison  of  voltages 
obtained  with  a large  (and  clinically  impractical)  num- 
ber, and  those  obtained  when  a smaller  number  of  elec- 
trodes is  employed.  When  a small  number  of  electrodes 
furnishes  voltages  nearly  identical  to  those  obtained  with 
the  larger  number,  the  smaller  number  will  be  suffi- 
ciently accurate.” 

This  approach  has  been  utilized  in  our  laboratory. 


and  we  have  data  on  the  dipole  moments  of  the  hearts 
of  four  young,  adult  males”  using  the  complete  surface- 
integration  method.'  We  believe,  however,  that  it  is 
very  important  to  carry  out  similar  studies  with  cardiac 
patients  before  making  a decision  about  the  minimum 
number  of  electrodes  required. 

Summary 

The  Gabor-NeLson  theory  is  applied  to  the  develop- 
ment of  practical  vector  lead  systems.  The  method  con- 
sists of  summing  potentials  from  horizontal  rows  of 
electrodes,  and  then  summing  vertically.  The  summa- 
tions are  carried  out  automatically  by  means  of  resistance 
networks. 

The  summations  can  be  carried  out  using  electrodes 
at  equal  distances  along  the  x and  z axes  ( Barber- 
Fischmann),  or  using  electrodes  equally-spaced  around 
the  thorax  ( Nelson ) . For  a sufficient  number  of  elec- 
trodes, both  methods  should  yield  identical  results.  Up 
to  a certain  point,  the  degree  of  accuracy  achieved  is 
a function  of  the  total  number  of  electrodes  used.  A 
new  lead  system  using  3 rows  of  8 equally-spaced  elec- 
trodes is  discussed. 
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Plasma  Tricarboxylic  Acids  in  Salicylate  Poisoning^' 

Stanley  Dienst,  M.D.* **  and  Nancy  Greer,  B.S.*** 


Introduction 

The  striking  combination  of  hyperpyrexia,  increased 
oxygen  consumption,  and  metabolic  acidosis  which 
evolves  in  salicylate  poisoning,  has  gained  the  attention 
of  investigators  out  of  proportion  to  its  occurrence  as 
a clinical  problem.  During  the  last  ten  years,  the  intra- 
cellular and,  particularly,  the  mitochondrial  effects’--  of 
salicylate  have  been  studied  and  defined.  The  decreased 
efficiency  of  mitochondrial  oxidative  phosphorylation, 
or  "uncoupling,”  has  been  implicated  in  the  hyper- 
pyrexia and  increased  oxygen  consumption  observed 
clinically.^ 

The  origin  of  metabolic  organic  acidosis  is  more 
obscure.  It  has  been  generally  attributed  to  either  a 
"keto-acidosis”  from  the  increased  oxidation  of  fats  or 
one  possible  result  of  the  progressive  extracellular  buf- 
fering of  respiratory  alkalosis  by  glycolytic’  and  tricar- 
boxylic'’ acids.  Schwartz,  R.  and  Landy  have  recently 
shown  increases  in  the  tricarboxylic  acids  excreted  in 
the  urine  of  salicylate  poisoned  patients.” 

This  present  study  measures  tricarboxylic  acids  in  the 
plasma  of  salicylate  poisoned  patients.  There  is  a dis- 
cussion of  their  final  increase  in  the  light  of  known 
inhibitory  effects  of  salicylate  on  mitochondrial  oxida- 
tion. 

Method 

The  protein-free  extract  of  plasma  is  neutralized, 
evaporated  and  applied  as  a sample  to  an  acid  silica  gel 
column  for  the  separation  of  tricarboxylic  acids  after 
the  original  method  of  Bulen,  Varner,  and  Burrell,"  as 
modified  by  Dienst  and  Morris.®  Cross  identification  by 
paper  chromatography  is  applied  to  column  chroma- 
tography fractions  of  plasma  acids  from  two  of  the 
patients. 

Patients 

The  patients  were: 

1.  K.M.,  a two-and-a-half-year-old  boy,  admitted  in 
a stuporous  state  twenty  hours  after  ingestion  of  aspirin 
with  a blood  salicylate  level  of  59%  (pH  7.12,  CO^ 
5.6  mM/L,  PCO2  I6-I  mm  Hg. ). 

2.  P.H.,  a fifteen-year-old  girl  with  salicylate  overdose 
was  postictal,  hyperthermic  and  had  blood  salicylate 
levels  of  125  mg%  at  five  hours  and  89  mg%  at  fifteen 
hours  when  plasma  organic  acids  were  determined, 
(pH  7.62,  CO._.  18.7  mM/L,  pCOo  18.1  mm  Hg.). 

*This  investigation  was  supported  by  Grant  No.  AMO6095 
PET  from  the  National  Institutes  of  Health. 

** Metabolic  Research,  Maine  Medical  Center,  Portland,  Maine 
04102. 

** ‘Maine  Heart  Association  — Fellowship. 


Fig.  1.  The  level  of  organic  acids  as  depicted  in  chromato- 
grams of  plasma  of  patient  (E.M./  during  salicylate  poisoning 
and  after  recovery. 

3.  E.M.,  an  81 -year-old  lady  hypotensive,  hypothermic 
(90°F),  and  progressively  unresponsive  was  found  to 
have  a salicylate  level  of  67  mg%  on  the  second  hospital 
day,  (pH  7.27,  CO_.  11.3  mM/L,  pCOj  23.8  mm  Hg.). 
The  chromatography  of  her  plasma  organic  acids  during 
salicylate  poisoning  and  after  recovery  are  shown  in  Fig. 
1. 

Results 

Ten  normal  fasting  controls  had  an  average  total 
organic  acid  level  of  5.2  meq,/F  (S.D.±1.13  meq/L). 
The  acids  from  the  plasma  of  the  salicylate  poisoned  pa- 
tients were  recovered  in  six  peaks.  The  first  peak  was 
salicylic  acid  and  is  not  shown  in  Fig.  1.  The  major 
components  of  the  five  subsequent  peaks  were  confirmed 
by  paper  chromatography.  Lactic  acid  was  thus  shown 
to  be  the  major  component  of  the  lactic-succinic  peak. 
Approximately  equal  quantities  of  malic  and  citric  acids 
were  present  in  the  last  peak  by  paper  chromatography. 
In  the  paper  chromatography  of  column  fractions  from 
patients  no  significant  beta-hydroxybutyric  acid  could  be 
identified  although  it  was  readily  recovered  as  a standard. 
The  tricarboxylic  cycle  acids  which  were  elevated  were 
citric,  aconitic,  and  malic  acids.  Lactic  acid  was  also  in- 
creased. 

Discussion 

In  studying  the  acidosis  of  salicylate  poisoning,  the 
effect  of  hyperventilation  from  primary  stimulation  of 
the  respiratory  center  must  be  considered.  The  finding 
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Fig.  3.  This  is  a diagrammatic  presentation  of  the  major  oxida- 
tive changes  prior  to  the  intramitochondrial  electron  transfer 
chain.  One  site  of  mitochondrial  salicylate  inhibition  is  indi- 
cated. 


OACANIC  ACIDS 

Fig.  2.  A composite  bar  graph  of  the  concentration  of  organic 
acids  found  in  each  patient  compared  to  normal  concentrations. 

of  small  buffer  base  deficits  in  salicylate  poi.soned  ani- 
mals after  one  to  four  hours  of  hyperventilation  have 
been  reported."  However  these  deficits  have  generally 
been  no  greater  than  the  total  accumtilation  of  lactic 
and  pyruvic  acids  normally  associated  with  hyperventila- 
tion.* In  the  poisoned  animals  as  in  animals  with  hyper- 
ventilation alone  the  accumulation  of  lactic  and  pyruvic 
acids  can  be  prevented  by  controlling  pCO-  using  four 
percent  CO_.  in  the  respirator.  To  actually  measure  the 
cellular  contribution  to  acidosis  in  salicylism  indepen- 
dent of  respiratory  acid-base  changes  would  require  the 
controlling  of  pCOj  in  an  animal  for  fifteen  to  twenty 
hours  with  the  blood  salicylate  level  maintained  over  75 
mg%.  This  is  the  level  and  duration  of  poisoning  most 
frequently  associated  with  metabolic  acidosis  in  patients. 
Data  from  studies  of  this  design  are  not  available. 

Sufficient  information  is  available  to  hypothesize  an 
inhibitory  effect  of  salicylate  on  mitochondrial  tricar- 
boxylic acid  oxidation  as  a factor  in  the  final  acidosis. 
Several  mitochondrial  effects  have  been  demonstrated. 
The  first  is  the  well  documented  inhibition  of  phos- 
phorylation of  ADP.  This  inhibition  is  virtually  com- 
plete at  28  mg%  salicylate  in  isolated  suspensions  of 
rat  liver  mitochondria.*"  The  second  effect  is  the  com- 
petitive inhibition  of  malic  and  isocitric  acid  dehydro- 
genases. The  site  of  this  inhibition  is  indicated  in  Fig.  3. 
By  blocking  the  transfer  of  hydrogen  ion  from  these 
tricarboxylic  acids  to  mitochondrial  coenzymes  NAD 
and  NADP,*  the  first  step  in  tricarboxylic  acid  oxida- 
tion is  inhibited.  This  would  be  an  attractive  mech- 
anism to  explain  an  increase  in  these  acids.  However  the 
dehydrogenases  are  much  less  sensitive  to  salicylate  than 
is  phosphorylation.  The  rate  of  transfer  in  vitro  is  only 
decreased  by  25%  and  8.0%  for  malic  and  isocitric  de- 

*Nicatinamide Adenine  Dinucleotide  and  its  phosphate  ester. 


hydrogenes  respectively  at  35  mg%  salicylate.-  ( Intra- 
cellular levels  only  approach  60%  of  extracellular  level 
as  determined  in  the  chronically  poisoned  animal. ) ** 

The  total  in  vitro  effect  on  tricarboxylic  acid  levels  is 
indicated  by  a tracer  study  using  (l-4**-C_. ) succinate 
as  substrate  for  rat  liver  mitochondria.  In  these  studies 
salicylate  caused  a marked  increase  in  the  incorporation 
of  radioactive  carbon  from  succinate  into  malic  and 
citric  acids  when  isolated  from  the  final  suspension.  This 
indicated  an  accumulation  of  these  acids.- 

We  offer  the  interpretation  that  in  salicylate  poison- 
ing early  organic  acid  increases  are  associated  with  hy- 
perventilation and  extracellular  buffering,  the  hyperven- 
tilation being  produced  by  direct  stimulation  of  the 
respiratory  center.’-  The  later  development  of  metabolic 
acidosis  occurs  secondary  to  intramitochondrial  effects  in 
all  tissues.  The  delay  is  due  to  the  time  required  for 
salicylate  to  reach  sufficient  mitochondrial  concentra- 
tions. The  most  apparent  factor  to  explain  this  delay 
is  the  initial  binding  of  salicylate  to  cytoplasmic  protein 
with  a reduction  in  the  effective  diffusible  portion  that 
can  enter  mitochondria. 

Summary 

1.  Chromatographic  methods  are  used  to  demonstrate 
elevations  of  lactic,  citric  and  malic  acids  in  the  plasma 
of  three  patients  with  salicylate  poisoning. 

2.  The  relationship  of  hyperventilation  and  organic 
acidosis  in  salicylate  poisoning  is  discussed. 

3.  In  vitro  studies  are  described  to  support  an  hypo- 
thesis of  primary  salicylate  effect  on  mitochondria  as  a 
factor  in  the  production  of  metabolic  acidosis. 
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Factors  for  Calculation  of  Partial 
Pressure  of  Ammonia  from  pH  and  Total  Ammonia 

\V.  H.  Austin,  M.D.*  and  J.  H.  Phillips,  Jr.,  M.D.** 


Jacques  et  aP  have  pointed  out  that  ammonia  exists 
in  the  form  of  the  ammonium  ion  and  free  ammonia. 
Free  ammonia,  which  is  a function  of  the  partial  pres- 
sure of  ammonia  (PNH.j),  is  freely  diffusible  and  pos- 
sibly plays  a major  role  in  producing  hepatic  coma.  The 
effects  of  pH  on  PNH.-s  have  been  demonstrated  and  it 
is  of  note  that  alkalosis,  so  frequently  present  in  hepatic 
coma,  produces  an  elevation  of  PNH3"  Plasma  or  blood 
ammonia  includes  ammonia  existing  as  an  ion  and  dis- 


* Director,  Section  of  Renal  Physiology,  Maine  Medical  Cen- 
ter, Portland,  Maine,  04102. 

* ‘Assistant  Professor  of  Medicine,  Tulane  University  Medical 
School,  New  (Orleans,  Louisiana  70112. 


solved  gas.  The  latter  is  in  equilibrium  with  the  partial 
pressure  of  ammonia  ( PNH3 ) . 

PNH3  may  be  calculated  using  the  following  relation- 
ships: 

NH3  + H-- 

Expressed  quantitatively: 


H- 


= K' 

n 


NH4 

NH 


or 

pH  = pK' 


Log 


NHi 


Since  NH4—  equals  TNH.  (total  ammonia)  minus 
NH  j then, 

NH3 


pH  = pK'  Log 


TNH,  — NH, 


Table  1 

Factors  for  Calculation  of  Partial 


Pressure  of  Ammonia 

FROM  pH  AND  TOTAL  AMMONIA  AT  37 

°C  (t) 

pH 

PNH, 

* 

pH 

PNH/ 

pH 

PNH, 

Factors 

Factors 

Factors 

mEq/LX 

pg  %** 

mEq/LX  pg  %** 

mEq/LX 

pg%** 

6.90 

.55 

770 

7.20 

.28 

392 

7.50 

.14 

196 

1 

.54 

756 

1 

.27 

378 

1 

.14 

196 

2 

.52 

728 

2 

.26 

364 

2 

.13 

182 

3 

.51 

714 

3 

.26 

364 

3 

.13 

182 

4 

.50 

700 

4 

.25 

350 

4 

.13 

182 

5 

.49 

686 

5 

.25 

350 

5 

.13 

182 

6 

.48 

672 

6 

.24 

336 

6 

.12 

168 

7 

Al 

658 

7 

.24 

336 

7 

.12 

168 

8 

.45 

630 

8 

.23 

322 

8 

.12 

168 

9 

.44 

616 

9 

.22 

308 

9 

.12 

168 

7.00 

.43 

602 

7.30 

.22 

308 

-.60 

.11 

154 

1 

.42 

588 

1 

.21 

294 

1 

.11 

154 

2 

.42 

588 

2 

.21 

294 

2 

.11 

154 

3 

.41 

574 

3 

.21 

294 

3 

.11 

154 

4 

.40 

560 

4 

.20 

280 

4 

.10 

140 

5 

.39 

546 

5 

.20 

280 

5 

.10 

140 

6 

.38 

532 

6 

.19 

266 

6 

.10 

140 

7 

.37 

518 

7 

.19 

266 

7 

.10 

140 

8 

.36 

504 

8 

.18 

252 

8 

.09 

126 

9 

.35 

490 

9 

.18 

252 

9 

.09 

126 

7.10 

.35 

490 

7.40 

.n 

238 

7.70 

.09 

126 

1 

.34 

476 

1 

.H 

238 

1 

.09 

126 

2 

.33 

462 

2 

.17 

238 

2 

.09 

126 

3 

.32 

448 

3 

.16 

224 

3 

.08 

112 

4 

.32 

448 

4 

.16 

224 

4 

.08 

112 

5 

.31 

434 

5 

.16 

224 

5 

.08 

112 

6 

.30 

420 

6 

.15 

210 

6 

.08 

112 

7 

.29 

406 

7 

.15 

210 

7 

.08 

112 

8 

.29 

406 

8 

.15 

210 

8 

.08 

112 

9 

.28 

392 

9 

.14 

196 

9 

.07 

98 

fSolubility  Factor  = .91,  K'  = 9.49  X lO-i®  ® +Use  when  total  ammonia  is  given  in  mEq/L 

a 

PNH3  X 10  ^ total  ammonia  (mEq/L  or  fxg%)  “Use  when  total  ammonia  is  given  in  micrograms  % 

PNHg  factor 
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This  equation  may  be  rearrangcti  as  follows: 

TNH, 

[1  ■ antilog  (pK'^-pH)] 

Since  PNH;  is  desireel,  the  denominator  must  be  mul- 
tiplied by  a solubility  factor  (S)  derived  from  the  solu- 
bility coefficient  (.9IL  NH;/L  plasma  STPD  at  a par- 
tial pressure  of  1 mm  Hg  for  ammonia  at  37°).® 

NH,  = PNH;,  • S 

S - .91  X lOOO  = 41.2  (mM/L/mm  Hg 

22.09 

( I ()()()  is  inserted  to  convert  moles  to  millimoles) 


Then  PNH, 


TNH, 

[1  + antilog  (pK'^-pH)]  • S 


The  entire  operation  may  be  simplified  by  calculating 
the  denominator,  [1  i antilog  (pK^-  pH)]  • S,  for  a 
variety  of  pHs  and  constructing  a table  of  "PNH3  fac- 
tors." These  factors  may  be  divided  into  total  ammonia 
to  yield  PNH,,.  Such  a table  for  pH  6.90  to  7.79  has 
been  calculated  using  the  pK'^  for  ammonia  in  plasma® 
of  9.02.  This  pK^  as  pointed  out  by  Bromberg  et  al, 
is  probably  closer  to  the  true  value  for  plasma  than  the 
commonly  accepted  figure  of  9.13  or  9.13  which  applies 


to  whole  blood.'  The  figure  for  total  ammonia  nitrogen 
in  plasma  may  be  expressed  mEq/L  or  in  microgram 
percent  .so  two  columns  of  values  are  provided  to  cover 
both  situations.  The  resulting  partial  pressure  of  am- 
monia will  be  PNH,  X 10“'.  The  use  of  these  factors 
alktws  calcidation  of  the  partial  pressure  of  ammonia  by 
one  simple  mathematical  operation.  Hopefully  this  sim- 
plification will  encourage  more  investigators  to  calculate 
PNH,  and  thereby  shed  more  light  on  its  true  sig- 
nificance. 
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Hi^h  Resolution  Acrylamide 
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Gel  Electrophoresis: 


Some  Practical  Aspects  of  its  Problems'^ 


Robert  F.  Ritchie,  M.D.** 


During  the  last  decade  a considerable  amount  of  effort 
has  been  directed  toward  the  investigation  of  serum  pro- 
teins by  increasingly  sensitive  electrophoretic  techniques. 
What  had  been  a simple  five  fractions  on  paper  and  free 
electrophoresis  has  grown  to  a complex  50  bands  in 
newer  techniques. 

Although  all  electrophoretic  methods  require  careful 
execution,  the  new  high  resolution  systems  require 
meticulous  attention  to  detail  and  are  fraught  with  prob- 
lems which  may  severely  compromise  the  results  ob- 
tained. The  purpose  of  this  paper  is  to  direct  attention 
to  the  causes  for  failure  to  obtain  consistent  excellent 
resolution  in  acrylamide  gel  techniques. 

The  theoretical  and  practical  aspects  of  high  resolu- 
tion acrylamide  gel  electrophoresis  have  been  dealt  with 
elsewhere’  --^  and  will  not  be  dealt  with  in  this  paper. 
These  techniques  depend  upon  1.  arrangement  or  stack- 
ing of  the  different  proteins  along  a pH  gradient  by  the 
anodic  progression  of  an  ion  front,  2.  narrowdng  of  the 
bands  to  a small  fraction  of  their  original  width  by  the 
ability  of  the  protein  molecules  to  move  more  rapidly  in 
the  liquid  or  large  pore  gel  than  in  the  separation  gel 
and  3.  further  sorting  according  to  size  and  configuration 
by  the  sieving  effect  of  the  separation  gel  lattice. 

With  techniques  which  offer  high  degrees  of  reso- 
lution, operative  precision  is  manditory.  A great  num- 
ber of  variables  can  grossly  reduce  the  resolution  of 
any  electrophoretic  system;  the  number  of  variables  that 
require  careful  attention  is  directly  proportional  to  the 
resolution  of  the  method.  Any  deviation  from  ideal  con- 
ditions results  in  loss  of  resolution. 

To  minimize  such  deviations  the  reasons  for  subop- 
timal  resolution  must  be  understood. 

The  causes  of  poor  separation  fall  into  several  cate- 
gories: 

1.  Overlapping  of  adjacent  bands: 

a.  Insufficient  difference  of  rfst  at  given  pH 

b.  Insufficient  difference  of  rfs  at  given  pore  size 

c.  Broad  application  zone 

d.  Insufficient  length  of  run  (distance) 

e.  Diffusion 

f.  Distortion 

g.  Excess  concentration  of  one  or  several 
proteins 

h.  Excess  sample  viscosity 

i.  Excess  sample  ionic  strength 

*From  The  Rheumatic  Disease  Laboratory,  Maine  Medical 

Center,  Portland,  Maine  04102. 

**  Director,  Rheumatic  Disease  Laboratory',  Maine  Medical 
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j.  Use  of  old  or  improperly  stored  sera 

2.  Excessive  heating 

3.  "Streaming”  from  origin 

4.  Halting  of  slow  proteins  by  faster  occluded  species 

5.  Gel  decay 

6.  Improper  choice  of  buffer 

Although  the  following  remarks  are  directed  toward 
the  modified  acrylamide  gel  system,'^  they  also  apply,  in 
most  instances  to  the  Orthacryl'  and  Disc"  techniques 
as  well  as  to  starch  gels.* 

1.  a-h  — The  rf  of  tw'o  proteins  at  a given  pH  must 
be  separated  by  a distance  at  least  the  width  of  the  wid- 
er band.  Regardless  of  the  resolution  of  the  system,  if 
this  condition  is  not  met,  separation  of  the  two  cannot 
be  effected.  Separation  of  a closely  apposed  pair  may  be 
accomplished  by  varying  the  pH  or  the  pore  size  of  the 
gel.  The  latter  may  be  very  simply  adjusted  by  varying 
the  amount  of  the  acrylamide  monomer  added.  Slight 
changes  in  the  gel  formulation  will  cause  considerable 
variation  in  the  final  pattern  and  it  is  therefore  necessary 
that  the  amounts  of  gel  constituents  be  weighed  out  to 
within  1/  109f  of  the  chosen  standard. 

1.  c — The  "origin”  in  the  acrylamide  techniques  is 
the  point  of  entry  into  the  separation  gel.  In  the  three 
acrylamide  methods  and  in  starch  gels  the  broad  sample 
zone  is  contracted  to  a fraction  of  its  width  before  entry 
into  the  separation  gel.  To  achieve  maximum  concentra- 
tion of  the  protein  bands  before  arrival  at  the  "origin,” 
the  sample  and/or  the  spacer  gel  must  have  a pH  below 
7.0  and  an  ionic  strength  of  about  0.21.  The  height  of 
the  spacer  gel  should  be  at  least  equal  to  the  height  of 
the  sample  before  electrophoresis  to  allow  the  boundary 
to  overtake  the  proteins  with  low  isoelectric  points  that 
progress  to  the  anode  even  at  pH  6.6. 

1.  d — Two  fractions  that  are  well  resolved  and  close- 
ly apposed  often  appear  as  a single  band  until  a con- 
siderable distance  has  been  traversed.  This  is  of  concern 
in  the  Disc  method  where  the  total  length  of  the  pattern 
is  about  3 centimeters.  Bands  which  appear  single  in 
these  short  columns  resolve  into  several  in  the  method 
described  here  and  visual  and  densitometric  resolution 
increase  up  to  the  length  of  our  runs  ( 12-20cm). 

Closely  related  to  the  above  is  the  use  of  the  smaller 
pore  gels  in  the  Disc  method  in  which  the  fractions  of 
the  slow  1/3  of  the  pattern  are  so  closely  apposed  that 
the  best  of  densitometers  are  unable  to  resolve  them. 

The  simplest  answer  is  the  use  of  larger  pore  gels' 

fThe  mobility  factor  ( rf ) is  the  product  of  the  protein  charge 
and  the  resistance  encountered  in  the  separation  gel. 
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and  lonj^er  runs  which  open  up  the  pattern  to  allow 
photoj’raphic  or  densitometric  resolvability. 

I.  e — Movement  of  a protein  molecule  by  diffusion 
occurs  simultaneously  with  electrophoretic  displacement 
and,  as  with  any  molecule  is  related  to  solvent  viscosity, 
temperature,  time,  molecular  size  and  shape  and  the 
concentration  of  the  material.  For  those  proteins  that 
are  generally  inhibited  by  the  gel  pore  size,  diffusion  is 
nil.  Those  in  the  prealbumin  to  beta  zone,  however, 
whose  sizes  allow  relatively  free  anodic  movement,  dif- 
fusion could  have  a real  effect  on  the  dimensions  of  the 
bands.  We  cannot  agree  with  Ornstein  that  resolution 
and  detectability  decreases  with  run  length.'  If  free 
diffusion  of  small  protein  molecules  were  to  occur  dur- 
ing electrophoresis,  resolution  would  be  compromised. 
Fine  bands  in  the  postalbumin  area,  however,  have  been 
measured  to  be  only  one  millimeter  wide  after  four 
hours  of  migration  over  a distance  of  12  centimeters. 
This  strongly  suggests  that  diffusion  is  limited  during 
electrophoresis  and  the  slight  broadening  of  the  bands 
is  more  than  offset  by  the  separation  effected. 

Diffusion  of  protein  occurs  after  termination  of  the 
run  and  before  fixation  within  the  gel  matrix.  Fixation 
of  the  bands  with  acetic  acid  of  necessity  allows  the  pro- 
teins in  the  center  to  diffuse  passively  for  a longer 
period  than  those  nearer  the  surface.  This  is  more  no- 
ticeable in  the  Disc  columns  ( 5mm ) and  in  our  slabs 
(7mm)  and  in  the  new  Orthacryl  chamber  (6mm) 
than  in  the  conventional  slabs  ( .smm ) . 

Improvement  in  results  have  been  obtained  by  rapid- 
ly coagulating  the  proteins  in  95  °C  59?  acetic  acid  as 
described  under  methods.''  In  certain  sera,  up  to  fourteen 
fractions  have  been  resolved  between  albumin  and  trans- 
ferrin. 

1 . f — By  "distortion"  is  meant  any  deviation  of  the 
shape  of  a band  from  a Hat  smooth  line  disc  or  rec- 
tangle. This  category  contains  the  bulk  of  the  troubles 
encountered  in  electrophoresis.  For  clarity  these  will  be 
considered  as  to  their  site  of  difficulty;  i.e.,  in  the  "ap- 
plication" or  insertion  phase  or  in  separation. 

In  view  of  the  fact  that  the  liquid  layer  of  protein 
within  the  sample  pocket  carries  heat  producing  current, 
convection  can  occut  tesulting  in  swirling  of  the  sample 
as  illustrated  in  Fig.  le.  For  this  reason  wattage  must  be 
kept  at  a level  below  which  the  heat-dissipating  ability 
of  the  system  is  adequate  and  the  viscosity  of  the  sample 
will  prevent  swirling.  Lowering  of  the  ionic  strength  by 
dilution  or  dialysis  increases  the  sample  resistance  fur- 
ther reducing  the  thermal  agitation.  We  have  reduced 
the  wattage  during  the  "application ' phase  to  40ma  at 
90  volts.  Lorber''  has  used  a similar  low  voltage  phase. 
The  Orthacryl  system  recommends  using  starting  poten- 
tials of  .500  volts  which  has  consistently  produced  some 
distortion  in  our  hands.  By  reducing  the  starting  current 
to  40ma  the  application  phase  has  been  prolonged  to 
one  to  two  hours.  If  this  step  is  neglected,  however,  reso- 
lution is  severely  impaired  regardless  of  the  care  taken 


subsequently.  Lateral  diffusion  during  this  portion  of  the 
run  is  unimportant  as  will  be  discussed  later. 

Distortion  of  the  sample  can  be  induced  by  agitation 
of  the  buffer  tank  during  the  early  phase  of  the  run,  by 
either  moving  the  chamber,  pouring  in  buffer  or  by  the 
use  of  a circulation  pump.  Although  the  Tris-Borate- 
EDTA'  buffer  will  break  down  after  several  hours,  at 
least  two  hours  of  unimpaired  buffering  can  be  obtained 
with  an  uncirculated  500ml  tank.  After  the  application 
phase  is  completed  circulation  can  be  instituted.  The 
type  of  distortion  that  occurs  is  often  not  seen  until 
destaining  is  complete  and  consists  of  small  irregularities 
similar  to  those  seen  in  fig.  le.  If  agitation  is  more 
vigorous,  major  difficulties  will  occur.  For  this  reason, 
it  is  recommended  that  the  last  step  in  the  preparation 
should  be  the  injection  of  the  samples  into  the  pockets 
after  which  the  chamber  is  not  moved  or  jarred  until 
"application"  is  completed.  At  the  end  of  this  period 
circulation  or  manual  exchange  can  be  affected  without 
inducing  distortions.  With  the  Tris-Glycine  buffer 
described  under  REAGENTS'  a single  500ml  uncircu- 
lated tank  w'ill  afford  constant  buffering  for  the  entire 
run. 

In  the  commercially  available  3mm  Orthacryl  appa- 
ratus no  support  for  the  w'alls  of  the  sample  pockets  are 
provided  and  they  frequently  collapse  after  the  sample 
has  been  applied  and  the  run  started.  The  liquid  protein 
is  forced  to  the  ends  of  the  pockets  and  "dumbell” 
shaped  bands  are  produced.  This  can  be  corrected  by 
support  of  the  pocket  walls  by  either  the  wide  trough 
as  suggested  by  Lorber''  or  by  the  thick  ( 3mm  ) walls 
used  in  our  cell.’  Bowing  inward  of  the  pocket  sides  as 
a result  of  expansion  will  occur  if  buffer  at  room  tem- 
perature is  poured  into  the  cold  chamber. 

A more  obvious  type  of  distortion  results  from  opera- 
tion of  the  cell  a few  degrees  from  the  vertical.  The 
bands  thus  formed  are  wider  on  the  dependant  side. 

A large  number  of  difficulties  can  be  caused  by  in- 
homogeneities  in  the  gel  slab  or  column.  These  are  main- 
ly due  to  variations  in  pore  size  and  are  the  result  of 
mechanical  factors  such  as  "bombing"  of  the  gel  during 
layering  with  water,  ascent  of  bubbles  during  polymeri- 
zation and  inconsistencies  in  the  rate  of  polymerization. 
In  the  large  slabs  of  the  conventional  method  as  well  as 
in  ours,  where  the  proteins  move  a considerable  dis- 
tance, such  inconsistencies  are  of  prime  importance. 
Slabs  cast  at  below  10°C  are  very  prone  to  inhomo- 
geneities and  must  be  polymerized  slowdy.  For  this  rea- 
son we  have  altered  the  gel  formulation  by  the  reduction 
of  the  amount  of  ammonium  persulfate  with  consequent 
lengthening  of  polymerization  to  over  five  hours.  In 
Fig.  lb,  Ic,  and  If,  are  illustrated  examples  of  distor- 
tions caused  by  gel  inhomogeneities.  In  Fig.  lb  distor- 
tion has  been  due  to  a bubble  rising  from  below  during 
polymerization.  In  Fig.  Ic  distortion  is  due  to  the  varia- 
tion in  pore  size  in  the  spacer  gel  interface  which  effects 
only  the  larger  protein  species,  while  If  illustrates  a 
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Eig.  1.  Distortion  artifacts  in  acrylamide  gels.  a.  Slanting  line  at  origin  farrow  due  to  layering  of  water  from  a single 
point,  b.  Distortion  due  to  bubble  rising  during  polymerization.  Large  molecular  species  most  efPected.  c.  Distortion  due 
to  irregular  pore  size  at  the  interface  origin  j or  in  spacer  gel,  d.  Streaming  of  proteins  from  precipitates  at  the  origin, 
e.  Distortion  due  to  agitation  of  the  liquid  sample  layer,  f.  Distortion  due  to  variation  in  pore  size  deep  in  gel  slab  too 
rapid  polymerization.,  g.  Major  distortions  due  to  “bombing”  of  the  gel  interface  during  layering. 

From  Ritchie  et  al.;  The  Journal  of  Laboratory  and  Clinical  Medicine  68:842,  1966,  The  C.  V.  Mosby  Company  Sr. 
Louis. 
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variation  in  pore  size  which  extends  deep  into  the  slab. 
It  can  be  seen  in  If  that  the  smaller,  lower  haptoglobin 
polymers  have  passed  through  the  inhomogeneity  with- 
out distortion  while  the  larger  ones  have  been  effected. 

Fig.  Ig  ilkistrates  the  result  of  "bombing”  or  acci- 
dental dropping  of  water  on  to  the  gel  interface  during 
layering.  The  distortions  in  the  bands  usually  involve  all 
fractions.  To  correct  this  the  water  layer  should  be  care- 
fully aspirated  and  the  entire  chamber  contents  ptnired 
off,  mixed  briefly  and  poured  again.  The  small  amount 
of  water  mixed  in,  will  not  be  detectable.  If  the  water 
layer  is  applied  at  one  point  on  the  meniscus  and  allowed 
to  run  across  the  interface,  solutes  will  be  washed  away 
resulting  in  a change  of  pore  size  of  the  upper  portion 
of  the  gel.  This  is  illustrated  in  Fig.  la  as  a sloping  band 
( arrow  ) separating  from  the  macroglobulin  line  at  the 
interface.  In  the  illustration,  the  water  moved  from  left 
to  right.  The  need  for  absolutely  smooth  layering  with 
water  cannot  be  stressed  too  firmly.  If  this  step  is  faulty, 
resolution  cannot  be  satisfactory. 

In  a similar  fashion,  the  spacer  gel  may  introduce 
distortion  of  an  identical  nature.  In  contrast,  the  distor- 
tions due  to  inhomogeneities  in  the  small  pore  separa- 
tion gel,  only  the  very  large  proteins  (Mw.>l()'')  are 
affected.  These  are  the  slow  alpha._.-macroglobulin,  the 
high  haptoglobin  2-II  polymers  and  the  IgM  immuno- 
globulins. 

A prominent  type  of  band  distortion  in  the  Di.sc 
method  is  the  forward  cupping  of  the  bands.  The  ma- 
jority of  published  photographs  of  such  columns  show 
this  difficulty.  As  the  length  of  the  run  is  extended, 
curvature  increa.sed  to  the  point  where  bands  resemble 
nested  cups  with  resultant  destruction  of  resolution.  In 
some  of  our  early  experiments  using  rectangular  cells 
this  distortion  was  marked  and  occurred  in  both  planes 
within  the  cell.  We  have  investigated  the  cupping  from 
a variety  of  standpoints  and  have  discarded  the  follow- 
ing as  causes:  potassium  ferricyanide,  pH,  gel  constitu- 
ents, cleanliness  of  the  cell,  cleaning  solutions,  type  of 
protein,  chamber  materials  (glass  or  plastic),  tempera- 
ture gradients,  buffers,  endosmosis  and  surface  effects. 
Curvature  was  eliminated  by  the  isolation  of  the  protein 
molecules  from  contact  with  the  chamber  walls  by  3mm 
thick  pocket  walls.  Applying  the  samples  in  pockets  as 
in  the  Orthacryl  method  an  insulating  wall  only  one 
millimeter  thick  is  present.  This  is  insufficient  to  pre- 
vent concentrated  proteins  from  reaching  the  chamber 
wall  by  diffusion.  By  increasing  the  thickness  to  3mm 
on  each  side  of  the  one  millimeter  thick  pocket  pro- 
teins do  not  reach  the  surface  of  the  slabs  even  after  a 
20cm  run.  The  reduction  in  cupping  as  evidenced  by  the 
narrowing  of  bands  and  the  clearing  of  interband  areas 
improved  the  densitometric  tracings. 

There  is  some  disagreement  about  the  vakie  and 
function  of  the  spacer  gel.  The  stacking  process  as  de- 
scribed by  Ornstein-  occurs  in  the  liquid  sample  phase 
in  both  Raymond's  and  Smithies'  techniques,  as  well  as 


in  the  sample  and  spacer  gels  of  the  Disc  method.  We 
feel  that  the  spacer  gel  as  used  in  the  present  system  has 
two  other  functions  beside  the  stacking  and  narrowing 
of  the  protein  species.  One  is  the  removal  of  precipi- 
tates, and  lipids  by  preventing  their  progression  to  the 
origin  and  the  other  is  the  "healing  " of  the  front,  so 
that  slight  irregularities  that  might  have  occurred  in 
the  liquid  phase  are  corrected  or  minimized.  Despite 
rapid  and  efficient  application  of  the  samples,  the  pro- 
tein is  exposed  to  the  pocket  walls  for  at  least  one-half 
hour  during  "application.”  If  the  pocket  is  made  in  59? 
gel  as  in  the  Orthacryl  method  the  molecules  that  have 
diffused  into  the  walls  will  be  retarded  during  elec- 
trophoresis and  will  induce  cupping  and  trailing.  If  the 
pockets  are  formed  of  2.4%  spacer  gel,  however,  mole- 
cules that  have  diffused  into  the  walls  will  be  able  to 
migrate  with  the  same  speed  as  those  in  the  liquid  phase 
and  will  enter  the  separation  gel  as  a flat  layer. 

1.  g — As  has  been  stated  earlier,  high  concentrations 
of  a single  protein  will  result  in  a broad  dense  band 
which  may  overlie  adjacent  bands  or  fuse  with  them. 
This  is  of  considerable  importance  when  dealing  with 
myeloma  sera  where  a single  abnormal  fraction  may  ac- 
count for  40%  of  the  total  proteins.  The  sample  should 
be  run  as  different  sample  sizes  to  obtain  resolution 
of  the  abnormal  as  well  as  the  normal  proteins. 

Lb—  The  interaction  of  one  protein  species  with 
another  may  give  rise  to  poor  resolution  and  artifacts 
that  can  only  be  corrected  by  dilution.  This  interaction 
is  of  particular  importance  when  high  concentrations 
of  asymmetric  proteins  such  as  the  immunoglobulins  are 
present.  Such  viscous  samples  may  require  over  six-fold 
dilution  to  minimize  this  problem.  Karo,  sucrose  or 
acrylamide  in  excess  concentration  will  induce  the  same 
phenomenon. 

Li  — Concentrated  buffers  usually  produce  poorly  re- 
solved patterns.  Certain  high  molarity  buffers,  however, 
may  produce  desired  effects  in  some  cases  such  as  in  the 
addition  of  large  quantities  of  borate  to  improve  the 
albumin  and  postalbumin  zone.'  In  general  localized  im- 
provement in  resolution  is  acquired  in  one  area  at  the 
cost  of  sharpness  in  others.  The  Tris-Glycine  buffer 
gives  the  best  all  around  results. 

Samples  containing  large  amounts  of  salts  also  pro- 
duce unsatisfactory  results.  We  have  found  that  the  re- 
duction of  the  ionic  strength  to  0.03  - 0.05  yields  su- 
perior resolution.  This  can  easily  be  attained  by  dilution 
of  the  sample  with  Density  Solution  or  by  dialysis. 

— The  best  patterns  are  obtained  from  fresh  sera 
that  have  not  been  frozen  or  manipulated  and  that  have 
not  been  allowed  to  stay  on  the  clot  for  more  than  1 
hour.  This  is  often  impractical  and  if  samples  are  quick- 
ly separated  and  frozen  at  — 20°C  results  are  almost  in- 
distinguishable from  the  fresh  material.  With  time,  the 
faint  bands  in  the  alpha  and  immediate  post-transferrin 
area  fade  and  become  smudged. 

Continued  on  Page  19 


New  from  Du  Pont 

Symmetrel 

(Amantadine  HCl) 


The  first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 


Influenza  virus 

Protein  shell  enclosing 
the  core  of  nucleic 
acid  (RNA) — artist's 
representation 
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The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  Ao  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  Ao  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  Ao  (Asian). 


What  is  Symmetrel®?  “Symmetrel”  (amantadine  HCl)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


what  Symmetrel'^  (amantadine  HCl)  means  to  you 

. . . Ilic  first  and  only  oral  chemical  agent  to  prevent  inlluen/,a  ( Asian  ). 

. ..not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent. 
...unique  mode  ol  action:  prevents  vims  penetration  ol  the  host  cell  without  allecting  vital  cell  iunctions. 
...  specifically  act  ive  against  all  inlluen/a  A_,  \ iruses  tested  to  date. 

...not  indicated  for  the  prevention  ol  inlluen/al  or  respiratory  illness  other  than  influenza  A.,  or  lor  the 
treatment  of  established  disease. 

...does  not  interfere  with  noinial  antiboch  lesponse;  acts  in  ccmcert  with  pre-existing  antibody. 

What  Symmetrel®  means  to  your  patient 

...possible  immediate  influenza  A_,  protection  when  taken  following  suspected  contact. 

. . may  be  particularly  useful  during  outbreaks  or  e|iidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  A^  is  especially  liazardous. 

...a  high  degree  of  safety  in  clinical  use. 

. . . simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


How  Symmetrel®  (Amantadine  HCl)  prevents  virus  invasion^ 


Our  current  knowledge  leads  us  to  believe  "Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist's  conception  based  on  current  scientific  knowledge. 

1.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture”,  Hoffmann,  C.  E,;  Neumayer,  E.  M.;  Half,  R.  F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


RECEPTOR  AREA 


VACUOLE 


CELL 

CELL  CYTOPLASM 

1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


Safety  of  Symmetrel®  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  "Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  sutfering  from  influenza  A^. 
“Symmetrel”  should  especially  be  considered  for 
high  induenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A^  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholie  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel.”  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  ol  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HCl. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  ( 1 teaspoonful) 
contains  50  mg  amantadine  HCl. 
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Symmetref 

(Amantadine  HCl) 

A molecular  barrier  to  virus  penetration 


arrest  diarrhea 

in  • gastroenteritis  • acute  infections 


LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 

Convenience  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  [4  cc.l  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

. 3 Vz  tsp.  3 times  daily 

6-12  months 

. ^ mg. 1/2  tsp.  4 times  daily 

1-2  years . . 

. 5 5timesdaily 

2-5  years . . 

. 1 tsp.  3 times  daily 

5-8  years . . 

. 9,  mg. 1 tsp.  4 times  daily 

8-12  years  . 

10  mg. \ tsp.  5 times  daily 

Adults;  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions;  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 


I 


jwhy  wonder  about  a drug 

i when  you  know 

bOECLOMYCIlV 

I DEMETHYLCHLOKTETRACyCLINE 

i is  effective  hid 


one 

300  mg  Tablet 
mid-morning 


one 

300  mg  Tablet 
mid-evening 


Ifs  made  for  b.i.d. 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others— in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — H\story  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— \n  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects- Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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for  noses  of  every  description, 
one  safe  and  sure  prescription: 

Otrivin® 


(xylometazoline  CIBA) 
on  Rx  only 


■ quickly  relieves  congested  nose 
■ action  is  gentle,  yet  prolonged 
■ side  effects  are  minimal 


INDICATION:  Nasal  congestion.  CONTRAINDICATION:  Do  not  use 
in  patients  sensitive  to  small  doses  of  sympathomimetic  substances. 
WARNINGS:  Prolonged  or  excessive  use  may  cause  rebound  conges- 
tion. Use  cautiously  in  patients  with  hyperthyroidism,  coronary  artery 
disease,  hypertension,  and  diabetes.  CAUTION:  Do  not  shake  Nasal 
Spray.  Rinse  Nasal  Solution  dropper  or  Nasal  Spray  tip  in  hot  water 
after  each  use.  No  more  than  one  person  should  use  the  same  dropper 
bottle  or  nasal  spray. 

SIDE  EFFECTS:  Occasional  local  reactions:  rebound  congestion, 
slight  burning  or  stinging,  sneezing,  dry  nose.  Occasional  systemic 
effects:  headache,  drowsiness,  lightheadedness,  insomnia,  palpita- 
tions. Overdosage  in  young  children  may  produce  profound  sedation. 
DOSAGE:  Adults:  Nasal  Solution  — 2 or  3 drops  in  each  nostril  every 
4 to  6 hours.  Nasal  Spray — Squeeze  rapidly  once  or  twice  in  each  nos- 
tril every  4 to  6 hours.  Children  under  12:  Pediatric  Nasal  Solution  — 
2 or  3 drops  in  each  nostril  every  4 to  6 hours.  One  drop  should  be  used 


in  infants  under  6 months.  Pediatric  Nasal  Spray- Squeeze  rapidly 
once  in  each  nostril  holding  tube  upright;  repeat  every  4 hours  as 
necessary.  SUPPLIED:  OTRIVIN®  hydrochloride  (xylometazoline  hydro- 
chloride CIBA)  Nasal  Solution.  0.1%;  dropper  bottles  of  1 fluidounce, 
bottles  of  1 pint.  Nasal  Spray,  0.1%;  plastic  squeeze  tubes  of  15  ml. 
Pediatric  Nasal  Solution,  0.05%;  dropper  bottles  of  1 fluidounce.  Pedi- 
atric Nasal  Spray,  0.05%;  plastic  squeeze  tubes  of  15  ml.  Nasal  Solu- 
tions contain  either  0.1%  or  0.05%  xylometazoline  hydrochloride, 
triethanolamine,  hydrochloric  acid,  sodium  chloride,  and  phenylmer- 
curic  acetate  1 :50,000  as  preservative  in  water.  Nasal  Sprays  contain 
either  0.1%  or  0.05%  xylometazoline  hydrochloride,  potassium  phos- 
phate monobasic,  potassium  chloride,  sodium  phosphate  dibasic, 
sodium  chloride,  and  benzalkonium  chloride  1:5000  as  preservative  in 
water.  Consult  complete  literature  belore  prescribing,  -i  n \ 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  1 IJ  A 
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2.  — Moderate  heating  will  cause  little  difficulty  with 
the  exception  of  the  expansion  of  the  slab.  If  the  inter- 
nal temperature  of  the  gel  rises  above  40°C,  however, 
( which  may  occur  rapidly  if  the  How'  of  coolant  is  in- 
terrupted ) Certain  proteins  will  coagulate  and  move  no 
further.  The  myeloma  proteins  are  particularly  sensitive 
to  temperatures  of  this  order.  The  bands  of  heat- 
sensitive  material  will  become  very  distorted  with  some 
of  the  material  continuing  to  move  for  a while.  Slower 
less  labile  fractions  will  then  pile  up  against  these  pro- 
teins. Although  some  proteins  are  very  heat  labile,  al- 
bumin has  been  observed  to  move  well  at  temperatures 
above  60°C.  A study  of  the  effects  of  temperature  on 
resolution  will  be  discussed  elsewhere.^ 

3.  — Streaming  of  proteins  from  the  origin  in  an  ir- 
regular manner  is  not  seen  in  the  Disc  method,  but  is 
prominent  in  the  Orthacryl  technique  being  most 
marked  in  those  sera  containing  large  quantities  of 
gamma  globulin.  This  is  probably  due  to  the  gradual 
release  of  soluble  occluded  material.  This  phenomenon 
can  often  be  observed  as  a dark  streak  originating  from 
a visible  particle  of  precipitate  at  the  origin  (Fig.  Id). 
The  released  material  moves  into  the  gel,  but  cannot 
catch  up  to  its  respective  band,  their  rates  of  migration 
being  identical.  When  such  precipitates  are  halted  by  a 
relatively  acid  spacer  gel  and  where  the  progression  of 
the  protein  stacks  is  being  retarded  by  the  advancing 
boundry  the  released  proteins  have  the  opportunity  to 
catch  up  with  their  respective  bands  before  entering 
the  separation  gel.  Further  minimizing  of  this  phe- 
nomenon can  be  accomplished  by  prior  centrifugation 
and  removal  of  the  precipitates.  Equally  important  is  the 
removal  of  the  lipid  layer  at  the  top  of  the  sample.  Both 
these  separations  are  common  in  stored  area  and  the  use 
of  fresh  fasting  specimens  is  ideal,  although,  often  im- 
practical. 

4.  - A phenomenon  not  previously  described  is  the 
blockade  of  the  lower  gel/ spacer  gel  interface  with  large 
quantities  of  non-penetrating  macroglobin.  In  serum, 
most  proteins  of  molecular  weights  over  lO”  migrate  in 
the  alpha-2  and  gamma- 1 area  and  precede  the  bulk  of 
the  “^S  immunoglobulins.  The  result  is  that  in  those 
sera  with  large  amounts  of  these  proteins,  the  origin  be- 
comes occluded  and  the  slower,  but  smaller  molecules 


are  prevented  from  migrating  beyond,  giving  a false  im- 
pression of  low  7S  immunoglobulin  levels.  This  is  most 
marked  in  the  sera  of  patients  with  Waldenstoms  mac- 
roglobulinemia.  The  phenomenon  appears  to  be  mini- 
mized by  the  use  of  the  large  pore  5.0^  gels.  A tailored 
spacer  gel  which  will  retard  macromolecules  or  prevent 
their  migration  can  also  be  used. 

4.  — Albumin  piles  up  against  the  dye  front  if  the 
"pre-run"  in  the  Orthacryl  method  is  omitted  or  if  there 
has  been  decay  in  the  gel  solutions.  The  prepared  com- 
mercial Disc  reagents  were  found  to  be  unsatisfactory 
due  to  unpredicatability  of  the  runs.  If  fresh  solutions 
were  made  up  immediately  before  pouring,  no  difficulty 
was  encountered.  The  polymerized  gels  are  stable  for 
2-3  days  only.  The  major  cause  for  decay  of  the  stored 
solutions  has  been  the  breakdown  of  TEMED  or 
DMAPN. 

Summary 

Difficulties  encountered  with  electrophoretic  tech- 
niques occur  even  in  the  hands  of  experienced  person- 
nel. Some  of  the  more  common  causes  for  suboptimal 
resolution,  particularly  in  the  new  high  resolution  sys- 
tem, have  been  discussed.  Practical  recommendations  for 
their  avoidance  have  been  included. 
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Swann  and  liis  associates  have  described  the  acid-base 
clianges  wliich  occur  in  the  dog  drowned  in  fresli  and 
in  sea  water.’ They  concluded  that  the  general  pat- 
tern of  changes  was  similar  regardless  of  the  drowning 
media.  Their  studies  were  performed  by  introducing  the 
drowning  fluid  with  a face  mask  in  the  unanesthetized 
animal.  This  resulted  in  breath  holding  and  muscular 
activity  which  obscured  the  physiologic  effect  of  aspira- 
tion alone. 

Our  study  compares  the  effect  of  different  drowning 
fluids  on  acid-base  balance  in  animals  in  whom  struggl- 
ing was  minimized  by  pentobarbital  and  breath  holding 
eliminated  by  introducing  the  fluid  directly  into  the 
trachea.  The  results  demonstrate  distinct  patterns  asso- 
ciated with  fresh  water,  sea  water,  and  isotonic  saline. 
While  these  studies  do  not  pretend  to  reproduce  the 
actual  events  which  occur  during  drowning,  they  do 
clarify  the  physiologic  processes  involved  by  isolating 
the  changes  due  to  the  presence  of  fluid  in  the  lungs. 

Methods 

Mongrel  dogs  were  anesthetized  with  sodium  pento- 
barbital, 30  mg/kg  body  weight,  and  were  intubated 
with  an  endotracheal  tube.  The  drowning  fluid  was 
introduced  from  a height  of  30  cm  and  allowed  to  flow 
by  gravity.  The  level  of  the  fluid  was  kept  at  this 
height.  Three  animals  each  were  drowned  in  deionized 
water,  sea  water  with  an  osmolality  of  900,  and  iso- 
tonic sodium  chloride.  Three  animals  were  asphyxiated 
by  clamping  the  endotracheal  tube.  Arterial  blood  was 
drawn  in  the  control  period  and  at  30  seconds,  1 min- 
ute, 2 minutes,  3(/3  and  5 minutes  after  the  introduction 
of  the  drowning  media.  They  were  analyzed  for  pH, 
pCOj,  and  pO_..  The  pH  was  measured  with  a Beckman 
Model  1019  Research  pH  meter  employing  a capillary 
glass  electrode  thermostated  at  37.5  °C  and  a tempera- 
ture controlled  liquid  junction.  The  pCO_.  was  measured 
with  an  IL  pCO_.  electrode  and  a Vibron  Electrometer 
Model  33  B.  The  measuring  techniques  used  and  meth- 
od of  calculation  of  bicarbonate  have  been  described 
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cdsewhere.'  Serum  electrolyte  measurements  were  made 
in  some  cases,  and  the  serum  osmolality  and  protein 
values  were  determined  as  described  in  another  paper. ' 
In  order  to  clarify  the  time  relationships  in  the  move- 
ment of  electrolyte  and  water,  two  additional  animals 
were  drowned  in  the  fashion  described  above,  one  using 
a sodium  sulfate  solution  with  an  osmolality  of  865  and 
the  other  a mannitol  solution  with  an  osmolality  of  820. 

Results 

The  changes  in  acid-base  balance  are  presented  in 
Fig.  1.  These  are  plotted  in  conjunction  with  the 
changes  in  osmolality.  In  the  fresh  water  animals,  the 
pCOj  and  bicarbonate  fell  almost  immediately  and  re- 
mained below  control  values.  In  the  sea  water  animals 
there  were  prompt  elevations  in  the  pCOj  and  bicar- 
bonate which  were  more  than  could  be  accounted  for 
on  the  basis  of  CO_.  retention  alone.  Except  for  slight 
differences  in  the  bicarbonate  levels  the  changes  in  the 
isotonic  drowning  and  asphyxia  studies  are  similar.  Al- 
though the  bicarbonate  and  pCOj  changes  in  the  sea 
water  group  are  of  greater  magnitude  than  in  the  iso- 
tonic and  asphyxia  group  the  pH  is  similar  in  all  studies 
since  it  is  a function  of  the  ratio  of  HCO  and  pCO_. 
(HjCO;).  Fig.  2 compares  the  results  in  sea  water,  hy- 
pertonic sodium  sulfate  and  mannitol.  In  the  sea  water 
study,  sodium  and  chloride  rose  and  remained  elevated 
while  the  osmolality  increased.  In  the  sodium  sulfate 
animal,  the  increase  in  .sodium  and  osmolality  is  sus- 
tained while  the  chloride  decreases.  In  the  mannitol 
animal  the  osmolality  remains  elevated  but  the  sodium 
and  the  chloride  begin  to  fall  at  approximately  1 min- 
ute. 

Discussion 

Swann  concluded  that  the  changes  in  acid-base  bal- 
ance with  different  types  of  drowning  were  similar.  He 
based  his  statements  on  studies  of  animals  who  were 
unanesthetized,  struggling  and  had  masks  placed  over 
their  faces.-  It  is  apparent  from  his  data  that  there  was 
considerable  breath  holding  prior  to  the  time  water  ac- 
tually entered  the  lung,’  since  no  changes  in  plasma 
protein  concentration  occurred  until  2-3  minutes  fol- 
lowing the  introduction  of  HjO  into  the  face  mask.  Had 
water  entered  the  lungs  immediately,  there  would  have 
been  a rapid  decrease  in  plasma  proteins  in  the  fresh 
water  animal.  Other  work  by  us'  demonstrates  that 
changes  in  water  content  began  to  occur  within  20 
.seconds  after  the  introduction  of  water. 

This  breath  holding,  which  introduced  an  element 
of  asphyxia,  preceding  the  drowning,  was  associated 


NINETEEN  HUNDRED  AND  SIXTY-SEVEN —JANUARY 


21 


Fig.  1.  Acid-base  and  osmolality  changes  during  drowning.  Range  is  indicated  by  a vertical  line  through  each  point.  Os- 
molality was  measured  in  only  one  animal  of  the  fresh  water,  isotonic  saline  and  asphyxia  groups  as  this  parameter  was 
studied  in  detail  elsewhere.  ' 
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Fig.  2.  Electrolyte  and  protein  changes  in  sea  water,  hypertonic 
sodium  sulfate  and  hypertonic  mannitol  drowmings  (see  text 
for  explanation). 

with  a rising  pCOj  anci  bicarbonate.  Ftirther  difference 
in  the  two  studies  are  related  to  the  fact  that  Swann’s 
animals  probably  had  an  increase  in  CO^  production 
secondary  to  struggling. 

In  fresh  water  drowning  there  is  an  immediate  drop 
in  both  pCO_.  and  bicarbonate.  These  changes  are  due 
to  dilution  and  are  paralleled  by  the  decrease  in  osmo- 
lality. It  is  possible  that  anoxic  acidosis  contributes  to 
the  depression  of  the  bicarbonate  in  the  latter  part  of 
the  study. 

In  sea  water  drowning  there  is  a rapid  rise  in  the 
bicarbonate  and  pCO_.  early  in  the  experiment  and  a 
gradual  decrease  in  bicarbonate  throughout  the  rest  of 
the  study.  The  immediate  rise  in  bicarbonate  appears 
to  be  due  to  plasma  volume  contraction  caused  by  the 
rapid  loss  of  water  from  the  blood.  The  subsequent  fall 
in  bicarbonate  may  partially  be  accounted  for  by  diffu- 
sion of  this  ion  into  the  lungs.  Evidence  for  these 
mechanisms  is  presented  in  Fig.  2 which  shows  the  ef- 
fects of  sea  water,  hypertonic  sodium  sulfate  and  hyper- 
tonic mannitol  on  the  potassium,  sodium,  chloride  and 
protein  values  in  blood  and  helps  to  elucidate  the  nature 
of  the  fluid  and  electrolyte  shifts  which  occur  during 
hypertonic  drowning. 

"With  the  infusion  of  each  of  these  hypertonic  media 
there  is  a rise  in  the  first  ,30  seconds  in  all  electrolytes* 
and  protein.  In  the  animals  drowned  in  sodium  sulfate 
solution,  ( osmolality  865  ) the  rise  in  sodium  continues 
while  the  chloride  begins  to  fall  ( after  one  minute ) . 
In  the  hypertonic  mannitol  drowning,  (osmolality  820) 
both  the  sodium  and  chloride  rise,  then  begin  to  fall 
after  the  first  minute.  These  studies  suggest  that  there 


*The  potassium  changes  after  the  initial  contraction  phase  are 
secondary  to  pH  and  sodium  alterations  in  addition  to  the 
factors  discussed  above. 


is  an  immediate  contraction  phenomenon  followed  by  a 
period  of  equilibration  of  solutes  between  plasma  and 
lung  fluid.  Since  sodium  sulfate  and  mannitol  contain  no 
chloride,  there  is  a fail  in  chloride  due  to  diffusion  of 
this  ion  into  the  lung  fluid  after  the  initial  contraction 
phase.  The  bicarbonate  is  presumably  affected  in  a 
similar  fashion.  Further  evidence  for  the  diffusion  of 
bicarbonate  into  the  lung  fluid  towards  the  end  of  the 
studies  is  the  finding  of  bicarbonate  concentration  of 
approximately  12  mM  per  liter  in  the  alveolar  lung 
samples.  It  is  also  possible  that  some  of  the  bicarbonate 
diffuses  into  the  interstitial  spaces.'' 

In  addition,  we  have  postulated  that  some  of  the  bi- 
carbonate elevation  is  related  to  a displacement  of  bi- 
carbonate (with  chloride)  from  the  red  cell  (the  chlo- 
ride shift).  Support  for  this  thesis  is  gained  from  in 
vitro  studies  in  our  laboratory  in  which  hypertonic 
saline  and  whole  blood  were  mixed  on  a volume  for 
volume  basis.  Measurements  before  and  after  revealed 
there  to  be  a 15  to  20%  increase  in  the  total  extracellu- 
lar bicarbonate  in  solution. 

The  increase  in  the  pCO^.  is  proportional  to  the  in- 
crease in  bicarbonate  resulting  in  a pH  change  which 
is  very  similar  to  that  seen  in  the  asphyxia  and  the  iso- 
tonic drowning  studies.  This  is  the  type  of  change  which 
would  occur  if  water  were  removed  from  a biological 
system  leaving  behind  most  of  the  bicarbonate  and  dis- 
solved COj.  Part  of  the  elevation  of  the  pCO,.  and  bi- 
carbonate must  also  be  attributed  to  retention  of  CO- 
by  obstruction  of  the  air  passages  with  fluid.  Finally  a 
metabolic  acidosis  may  contribute  to  the  decrease  in 
bicarbonate  seen  at  the  end  of  the  study. 

In  isotonic  drowning,  the  pH  changes  are  similar  to 
those  in  sea  water  and  asphyxia.  The  pattern  of  in- 
crease in  the  pCO-  is  like  that  seen  in  asphyxia  and 
undoubtedly  is  almost  entirely  due  to  CO-  retention. 
The  bicarbonate  rises,  then  falls  in  the  latter  minutes  of 
the  study.  This  fall  is  attributed  to  the  diffusion  of  bi- 
carbonate into  the  lung  fluid  and  to  a metabolic  acido- 
sis. 

In  the  asphyxia  experiments,  the  changes  are  much 
like  those  described  in  human  studies.'"’’  The  rapid  rise 
in  the  pCOj  and  bicarbonate  is  due  to  CO-  retention. 
It  is  of  note  that  the  bicarbonate  remains  above  the 
control  levels  for  the  entire  experimental  period.  This 
represents  a difference  from  the  isotonic  animals  and 
is  due  to  the  fact  that  there  is  no  lung  fluid  into  which 
the  bicarbonate  may  diffuse.  There  appears  to  be  a 
metabolic  component  occurring  in  the  last  two  minutes 
of  this  study  causing  a slight  drop  in  the  bicarbonate. 

Summary 

The  acid-base  changes  occurring  in  fresh  water,  sea 
water,  isotonic  saline  drowning  and  in  asphyxia  are 
compared.  In  the  animals  drowned  in  fresh  water,  there 
is  an  immediate  drop  in  the  pCO-  and  bicarbonate 
largely  due  to  dilution.  In  the  hypertonic  drownings, 
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there  is  an  initial  rise  in  the  bicarbonate  and  the  pCOj 
related  to  plasma  volume  contraction  and  possibly  to  a 
red  cell  shift  of  bicarbonate.  This  is  followed  by  a fall 
in  bicarbonate  primarily  due  to  diffusion  into  the  lung 
fluid.  In  the  isotonic  drownings,  the  changes  are  very 
similar  to  those  which  occur  in  asphyxia.  In  all  animals, 
part  of  the  picture  may  be  due  to  an  anoxic  acidosis 
particularly  in  the  latter  part  of  each  study. 
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While  anoxia  is  of  prime  importance  in  the  mecha- 
nism of  death  by  drowning,  factors  related  to  the  tonic- 
ity of  the  aspirated  fluid  also  have  been  shown  to  have 
an  important  influence  on  the  fatal  sequence  of  events. 
Because  of  the  large  area  of  dialyzing  surface  presented 
by  the  alveoli,  rapid  exchanges  of  water  and  electrolyte 
may  take  place  between  plasma  and  the  drowning  fluid. 
The  physiologic  consequences  of  these  movements  have 
been  investigated  by  Swann  and  his  colleagues, 
who  have  demonstrated  that  fresh  water  drowning  pro- 
duces marked  hemodilution,  usually  accompanied  by 
early  ventricular  fibrillation,  while  salt  water  drowming 
is  associated  wdth  an  equally  severe  degree  of  hemo- 
concentration  and  a relative  delay  in  disturbance  of  car- 
diac rhythm. 

Recent  studies  in  this  laboratory’’  have  shown  that 
levels  of  plasma  osmolality  outside  the  isotonic  range 
are  associated  with  changes  in  blood  viscosity.  Below 
260  mOsm  Kg,  red  cells  swell,  hematocrit  increases 
slightly,  but  viscosity  falls.  Above  340  mOsm/Kg,  crena- 
tion  occurs;  and,  although  hematocrit  falls,  viscosity 
rises.  Further  work'’  has  suggested  that  the  untoward 
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hemodynamic  responses  to  angiocardiographic  proce- 
dures may  be  caused,  in  part,  by  the  rise  in  blood  vis- 
cosity in  response  to  these  rapidly  injected  hypertonic 
compouncJs. 

In  view  of  these  findings,  a series  of  experiments 
was  performed  to  investigate  the  effects  of  various 
types  of  drowming  on  blood  viscosity  and  related  factors. 

Materials  And  Methods 

Thirteen  mongrel  dogs  between  10  and  18  kg  were 
used.  Following  anesthesia  wdth  30  mg /kg  sodium 
pentobarbital,  each  animal  was  intubated  with  a cuffed 
endotracheal  tube.  Catheters  were  advanced  via  the 
femoral  vessels  and  the  right  external  jugular  vein  for 
pressure  measurements  in  the  right  atrium,  right  ven- 
tricle and  thoracic  aorta.  A large  polyethylene  cannula 
was  inserted  in  retrograde  fashion  in  the  carotid  artery 
for  blood  sampling.  Intravenous  heparin,  3 mg/kg,  was 
used  to  prevent  clotting.  All  glassware  was  siliconized. 

Drowning  fluids  were  freely  infused  into  the  endo- 
tracheal tube  from  a height  of  30  cm.  The  animals 
were  grouped  according  to  the  type  of  drowning  media 
employed  as  fellow's:  fresh  water  - 3,  sea  water  - 3, 
isotonic  saline  — 2.  Pertinent  values  for  these  fluids  are 
given  in  Table  I.  In  3 other  dogs  the  same  studies  were 
performed  during  acute  asphyxia  produced  either  by 
clamping  the  endotracheal  tube  or  by  forced  respirations 
w'ith  pure  nitrogen. 

Measurements  included  hematocrit,  hemoglobin, 
whole  blood  viscosity,  water  content,  protein,  osmolality, 
plasma  viscosity,  sodium,  chloride  and  potassium.  Os- 
molality, electrolytes  and  volume  w'ere  also  measured  in 
the  various  test  solutions  and  in  w’hatever  fluid  could 
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Table  I 


Solution 

Origin  Osmolality 

{niOsm  j kg) 

Sodium 

(mEcfiL) 

Chloride 
( niEqlL) 

Potassium 
{ mEqjL) 

Fresh  water 

Demineralized  tap  water 

0 

0 

0 

0 

Sea  water 

Casco  Bay,  Maine 

879 

435 

466 

9.4 

Isotonic  Saline 

Sodium  Chloride  Injection, 

287 

154 

154 

0 

U.S.P.  (Abbott) 


be  retrieved  from  the  lungs  by  drainage  after  drowning. 

Whole  blood  viscosity  was  measured  with  a Brook- 
field micro  cone-plate  viscometerf  at  37°C  following 
the  method  of  Rand,  Lacombe,  Hunt  and  Austin.’’  Al- 
though all  samples  were  measured  at  6 rates  of  shear 
between  212  and  5 inverse  seconds,  for  the  sake  of  sim- 
plicity, only  those  readings  obtained  at  106  inverse  sec- 
onds have  been  presented.  Since  hematocrit  is  by  far 
the  most  important  determinant  of  blood  viscosity,  the 
observed  values  have  been  plotted  in  conjunction  with 
normal  values’  at  the  hematocrit  of  each  sample. 

The  viscosity  of  plasma,  a non-Newtonian  fluid  at 
37°C ' was  measured  at  that  temperature  with  Ostwald 
capillary-tube  viscometers.  Plasma  water  content  ( grams 
water  per  100  grams  plasma)  was  measured  gravi- 
metrically  following  desication.  Osmolalities  were  meas- 
ured cryoscopically  with  a Fiske  osmometer* *;  sodium 
and  potassium  values  were  obtained  with  an  internal 
lithium-standard  flame  photometer.**  The  biuret  meth- 
od was  used  to  determine  total  protein  levels,  and  the 
method  of  Schales  and  Schales"  was  used  for  chloride 
concentrations. 

Results 

Within  each  group  all  animals  responded  alike,  with 
minor  differences  in  the  magnitude  of  changes.  Data 
from  representative  studies  have  been  plotted  in  Fig.  1. 

Group  1:  Fresh  ivater  — In  all  animals  the  endotra- 
cheal infusion  of  deionized  water  produced,  within  30 
seconds,  an  increase  in  plasma  water  content,  a drastic 
reduction  of  osmolality  (to  220  mOsm/kg),  and  a drop 
in  the  electrolyte  concentrations.  Plasma  protein  deter- 
minations were  not  done  in  this  group  because  of  the 
marked  degree  of  hemolysis  which  occurred. 

Despite  this  evidence  for  hemodilution,  a slight  rise 
in  hematocrit  was  noted.  This  fact,  taken  in  conjunc- 
tion with  the  observed  decrease  in  hemoglobin  concen- 
tration, points  to  a concomitant  increase  in  red  cell 
size.  In  each  case  whole  blood  viscosity  values  were 
considerably  reduced  below  levels  expected  for  the 
hematocrits  produced.  Plasma  viscosity  also  fell,  but  the 
changes  in  this  parameter  were  slight  ( no  greater  than 
0. 1 8 centistokes ) . 

Although  osmolality,  sodium  and  chloride  values  con- 

fBrookfield  Engineering  Laboratories,  Stoughton,  Massachu- 
setts. 

* Fiske  Associates,  Inc.,  Bethel,  Connecticut. 

**  Advanced  Instrument  Co.,  Newton  Highlands,  Massachusetts. 


tinned  to  fall  until  the  time  of  death,  it  is  interesting 
to  note  that  potassium  concentration,  after  an  initial 
drop  within  the  first  30  seconds,  rose  to  hyperkalemic 
levels.  This  finding,  which  has  been  mentioned  by 
Swann,'*  was  noted  in  all  groups  of  this  study. 

Group  2:  Sea  Water  — Within  30  seconds  of  the  in- 
troduction of  this  highly  hypertonic  fluid  the  carotid 
samples  reflected  marked  desiccation  of  the  blood.  Plas- 
ma osmolality  reached  400-450  mOsm/kg;  plasma  pro- 
teins, electrolytes,  and  viscosity  all  rose;  water  content 
fell  sharply,  and  both  hemoglobin  and  hematocrit  were 
increased.  Since  the  rise  in  hemoglobin  was  propor- 
tionately greater  than  the  rise  in  hematocrit,  a decrease 
in  red  cell  size  was  indicated.  These  changes  tvere  ac- 
companied by  extreme  elevations  of  blood  viscosity  in 
all  animals;  centipoise  values  remained  high  throughout 
each  experiment. 

Group  3:  Isotonic  Saline  - In  these  animals  neither 
significant  nor  consistent  changes  occurred  in  any  of  the 
factors  measured.  With  no  change  in  osmolality,  the 
volume  and  hydration  of  the  red  cells  were  unaltered; 
with  no  change  in  plasma  water  or  protein,  plasma  vis- 
cosity remained  constant.  Blood  viscosity  values  did  not 
vary  from  those  expected  in  normal  blood  of  the  same 
hematocrit. 

Group  4:  Acute  Asphyxia  - Simple  deprivation  of 
oxygen  produced  findings  similar  to  isotonic  drowning. 
A late  rise  in  hematocrit  will  be  noted  in  the  asphyxia 
and  isotonic  examples.  This  increase  in  erythrocyte 
concentration  occurred  to  some  extent  in  approximately 
one-half  of  all  animals  studied  and  seemed  to  correlate 
with  respiratory  effort.  We  assume  that  it  resulted  from 
splenic  contraction.  In  any  event,  the  rise  is  paralleled 
by  the  hemoglobin  concentrations,  and  there  are  again 
no  important  discrepancies  between  observed  and  ex- 
pected blood  viscosity  values. 

Pressure  Studies  - No  consistent  patterns  of  pressure 
response  were  noted  in  any  group,  except  for  the  ob- 
vious eventual  decline  in  aortic  pressure.  The  design  of 
the  experiment  introduced  potential  sources  of  error  in 
pressure  recording,  however.  Unfortunately,  it  was  not 
feasible  to  catheterize  other  areas  of  particular  interest 
such  as  the  pulmonary  arteries,  pulmonary  veins  or  left 
atrium. 

Electr(x:ardiographic  monitoring  revealed  ventricular 
fibrillation  to  occur  in  all  animals  drowned  with  fresh 
water  within  3 minutes  45  seconds  of  its  introduction. 
Ventricular  fibrillation  or  asystole  was  not  noted  within 
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Fig.  1.  Hematocrit  and  hemoglobin  values  are  plotted  together  (hct/hgb:  50/16)  to  demonstrate  the  comparative  effects 
of  each  experiment  on  red  cell  size.  On  the  blood  viscosity  graphs  the  dotted  lines  indicate  values  found  in  normal  blood 
at  each  hematocrit.  One  standard  deviation  is  indicated  by  the  vertical  lines  at  each  point.  Blood  viscosity,  measured  at 
106  setri  and  37°C,  is  expressed  in  centipoise  (dyne  - sec  x 100),  while  plasma  viscosity  (37°C)  is  expressed  in  centi- 
strokes  ( centipoise/ density  ) . ^^^2 


the  first  5 minutes  in  any  of  the  other  experimental 
groups. 

Tracheal  A.spirate  — The  volume  of  fluid  recovered 
from  the  endotracheal  tube  at  the  end  of  each  experi- 
ment was  indicative  of  what  had  transpired  within  the 
lungs  during  each  type  of  drowning.  One  hundred  ml 
of  lung  fluid  was  the  largest  amount  returned  after  an 
initial  infusion  of  750  ml  fresh  water,  whereas  a great 


deal  more  fluid  usually  was  recovered  than  administered 
to  dogs  in  the  sea  water  group.  In  the  isotonic  group 
approximately  450  ml  of  the  original  750  ml  could  be 
obtained. 

Discussion 

At  any  given  combination  of  hematocrit,  tempera- 
ture, and  shear  rate,  the  fluid  properties  of  whole  blood 
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drawn  before  and  during  drowning  with  3 types  of  fluids.  Nor- 
mal viscosity  values  are  represented  by  the  dotted  curves. 
Vertical  lines  encompass  one  standard  deviation.  Note  that 
although  fresh  and  salt  water  cause  marked  and  opposite 
changes  in  viscosity  at  each  shear  rate,  they  do  not  produce 
significant  changes  in  the  shapes  of  the  curves. 

are  influenced  by  both  red  cell  and  plasma  factors.  For 
the  erythrocyte  these  include  size,^"  shape;’'  external 
cohesiveness’ ' and  internal  viscosity;’-’’’’  and,  for  plas- 
ma, water  content,  the  relative  concentrations  of  pro- 
teins” and  osmolality.® 

Although  it  has  been  found  that  in  the  natural  state 
larger  red  cells  may  be  associated  with  higher  levels  of 
blood  viscosity,’"  our  work  with  hypotonic  dilutions  has 
shown,  at  least  in  human  and  dog  blood,  that  when 
erythrocyte  size  is  increased  osmotically  this  relationship 
is  reversed.’  In  this  situation  blood  viscosity  drops,  ap- 
parently as  a result  of  a fall  in  plasma  viscosity  produced 
by  dilution  of  the  plasma  proteins.  Responses  similar  to 
those  which  follow  hypotonic  dilution  in  vitro  were 
found  in  arterial  blood  drawn  from  animals  whose  lungs 
were  flooded  with  fresh  water.  Despite  evidence  for  an 
increase  in  red  cell  size,  blood  viscosity  dropped  well 
below  expected  levels. 

When  plasma  is  made  hypertonic,  on  the  other  hand, 
the  viscosity  of  whole  blood  in  vitro  rises,  but  this  effect 
is  seen  only  when  solutes  are  employed  which  do  not 
readily  cross  the  erythrocyte  membrane.  ' Replacement 
of  a small  amount  of  plasma  with  hypertonic  saline  or 


mannitol,  for  instance,  will  produce  a marked  increase 
in  the  viscosity  of  whole  blood.  Similar  replacement 
with  hypertonic  urea,  however,  will  actually  cause  blood 
viscosity  to  fall  as  a result  of  dilution  of  the  plasma  and 
the  cells  with  a solution  of  relatively  low  viscosity.  The 
controlling  factor  in  the  hypertonic  viscosity  rise  is  cre- 
nation  of  the  red  cells.  Changes  in  plasma  protein  con- 
centration and  viscosity  play  a much  less  important  role 
here  than  they  do  in  influencing  blood  viscosity  in  iso- 
tonic or  hypotonic  situations. 

Although  osmotically  induced  crenation  is  accom- 
panied by  a marked  hematocrit  drop  in  vitro,  in  the 
present  study  animals  drowned  in  sea  water  failed  to 
show  hematocrit  reductions  despite  plasma  osmolalities 
as  high  as  450  mOsm/kg.  Concomitant  hemoconcen- 
tration  ( plasma  water  being  drawn  into  the  alveoli ) 
and,  perhaps  in  part,  the  autoinfusion  of  cells  from  the 
spleen  acted  to  maintain  the  volume  percentage  of  red 
cells.  In  view  of  persistent  osmolality  levels  above  400 
mOsm/kg,  however,  a significant  degree  of  crenation 
must  have  occurred. 

The  extremely  high  levels  of  blood  viscosity  seen  in 
dogs  drowned  in  sea  water  may  be  explained,  therefore, 
on  the  basis  of  a combination  of  factors  including 
crenation,  increased  red  cell  concentration,  increased 
plasma  protein  concentration  and  an  elevation  of  plasma 
viscosity. 

The  lack  of  viscous  changes,  other  than  those  appro- 
priate for  variation  in  hematocrit,  in  the  anoxia  studies, 
indicates  that  the  mechanics  of  the  experiment  or  the 
deprivation  of  oxygen  by  itself  did  not  affect  results  in 
the  other  groups.  Since  blood  viscosity  also  was  un- 
affected by  the  presence  of  isotonic  saline  in  the  lungs, 
one  must  conclude  that  the  changes  noted  in  the  fresh 
and  sea  water  studies  were  solely  the  result  of  osmotic- 
ally induced  fluid  shifts  across  the  alveolar  membrane. 

A concept  basic  to  knowledge  of  the  flow  properties 
of  blood  is  the  fact  that  viscosity  increases  in  exponen- 
tial fashion  as  velocity  gradients  decrease.  Although  the 
implications  of  this  property  in  terms  of  perfusion  of 
the  microcirculation  remain  theoretical,  it  is  important 
to  examine  the  relationships  of  shear-rate  to  viscosity  in 
all  samples,  particularly  those  which  have  undergone 
definite  changes  in  respect  to  the  physical  properties  of 
the  suspending  plasma. 

These  relationships  have  been  plotted  (Fig.  2)  using 
data  from  the  examples  depicted  in  Fig.  1.  Although  the 
curves  demonstrate  the  degree  to  which  blood  viscosity 
is  increased  at  low  shear  rates,  they  fail  to  show  any 
significant  changes  in  slope  which  could  be  said  to  be 
characteristic  of  dilution  with  hypotonic  or  hypertonic 
fluids.  This  information  is  in  agreement  with  the  re- 
sults of  our  in  vitro  studies  which  showed  no  significant 
influence  on  viscosity-shear  rate  curves  as  a result  of 
osmotic  changes  in  the  size  or  shape  of  red  cells. 

Parallel  shifts  in  plasma  osmolality,  sodium  and 
chloride,  and  reciprocal  changes  in  water  content  reflect 
Continued  on  Page  27 
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the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D., Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  Occasionally,  you  will  ask  yourself  this 
cjuestion  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98  °F,  and  with  a humidity 
of  approximately  401/^ 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.’ 

riasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air  borne  bacteria.^  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.^  The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  Viruses, which  areof  the 
order  of  1 /1 000  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.^ 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The 
volume  of  secretion  may  rise  from  practically  noth- 
ing to  nearly  60cc  in  twenty-four  hours.'’  The  mucous 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory 
cells  which  have  migrated  to  the  area.  Gradually, 
over  a period  of  a few  days,  or  a week,  the  flood 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance. 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly 
swollen  and  reddened.  Sticky,  mucopurulent  secre- 
tions are  a continuous  feature,  and  the  glandular 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal surface  takes  on  an  irregular,  rounded  "mul- 
berry” appearance,  and  nasal  passages  are  occluded 
by  the  swollen  turbinates  and  redundant  mucosa. 


N liile  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "flare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor’s cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.^  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.® 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.^ In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.’^^  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid."  The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 

(cuHcluded  OH  followhig  /hige) 
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comforting  thing 


For  postnasal  drip,  clogged  ears 

and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

Each  timed- release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

keep  patients  comfortable  'round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn't  that  a comforting  thing  to  know? 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

(Adrertisetnenl) 


cipitate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.'^ Others  develop  attacks  of  vasomotor- 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  IS  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection.'^  This  "jolt”  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections, antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases. 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose.” 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic' 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 
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the  osmorically  induced  passage  c:>f  both  water  and  these 
electrolytes  in  response  to  the  presence  of  an  isotonic 
fluid  in  the  alveoli.  Although  the  plasma  data  could  be 
explained  by  dilution  or  concentration  alone,  evidence 
that  the  passage  of  ions  across  rlie  alveolar  membrane 
also  contributes  to  tonicity  changes  is  provided  by  an 
increase  in  sodium  and  chloride  values  in  the  lung  as- 
pirate from  dogs  in  the  hypotonic  series.  That  both 
water  and  electrolyte  shifts  occur  has  been  well  docu- 
mented in  the  past  by  Swann  and  Spafford.‘ 

WTiile  the  drop  in  potassium  levels  during  the  first 
sixty  .seconds  of  drowning  may  also  be  explained  on  the 
basis  of  water  moving  into  or  out  of  the  vascular  com- 
partment, other  factors  quickly  come  into  play  which 
cause  hyperkalemia  regardless  of  tlie  type  of  drowning 
tluid.  In  the  case  of  fresh  water  drowning  hemolysis 
might  be  considered  as  a source  of  high  potassium  levels. 
Although  red  cell  breakdown  is  severe,  the  potassium 
content  of  canine  erythrocytes  [ 10  mEc]  Id''  ] is  too  low 
to  affect  plasma  levels  significantly. 

Muscular  contraction  is  known  to  elevate  potassium 
levels  in  dogs,”’  but  the  degree  of  respiratory  effort  made 
by  these  anesthetized  animals  did  not  seem  great  enough 
to  warrant  consideration  of  this  mechanism.  The  high 
potassium  levels  seen  in  these  animals  were  probably  a 
manifestation  of  the  mixed  acidosis  produced  by  each 
drowning  method  and  by  obstructive  asphyxia.  Support- 
ing tliis  thesis  is  (tne  study  in  which  anoxia  was  produced 
by  ventilating  the  animal  with  nitrogen.  In  this  instance 
a respiratory  alkalosis  produced  a rise  in  pH  but  potas- 
sium remained  within  normal  limits. 

These  studies  reemphasize  that  as  a result  of  alveolar 
capillary  osmotic  gradients,  drastic  changes  in  the  chem- 
ical composition  of  the  circulating  blood  occur  during 
drowning  in  fresh  water  or  sea  water.  These  experiments 
further  demonstrate  tliat  marked  changes  in  the  physical 
properties  of  flowing  blood  also  take  place.  Becau.se  the 
physiologic  effects  of  blood  viscosity  alterations  have 
yet  to  be  documented  in  vivo,  it  is  not  possible  to  impli- 
cate the  viscosity  changes  noted  with  any  specific  aspect 
of  death  due  to  drowning,  particularly  in  the  presence 
of  such  overwhelming  factors  as  anoxia,  unphysiologic 
electrolyte  levels,  acidosis  and  ventricular  fibrillation.  In 
view  of  the  degree  of  viscous  change  as  measured  at 
these  relatively  high  shear  rates,  however,  there  is  good 
reason  to  assume  that  the  flow  of  blood  in  tlie  micro- 
circulation,  especially  at  the  level  of  the  post  capillary 
venules  where  shear  rates  are  least,  is  affected  to  a sig- 
nificant degree. 

Si' MM  ARY 

A series  of  experiments  was  performed  to  determine 


the  effect  of  fresli  water  and  sea  water  drttwning  on 
bktod  viscosity.  Evidence  was  obtained  to  support  the 
following  statements: 

1.  Eresh  water  drowning  produces  marked  plasma 
dilution  and  a moderate  drttp  in  blood  viscosity  below 
expected  le\els. 

2.  Sea  water  drowning  is  associated  with  severe  plas- 
ma desiccation  and  a sharp  increase  in  blood  viscosity 
levels. 

3.  Drowning  with  isotonic  saline  or  anoxic  asphyxia 
by  itself  produces  neither  osmotic  nttr  viscous  changes 
in  the  circulating  blood. 
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Dogs  and  the  Search  For  Health* 

Howard  B.  Burchell,  M.D.** 


. , . This  year  the  U.  S.  Congress  lias  had  on  its  docket 
animal-research  legislation  concerning  which  the  med- 
ical profession,  biologists,  and  indeed  scientists  in  gen- 
eral, as  well  as  leaders  in  community  affairs,  must  have 
had  interest.  Rational  information  could  be  obtained 
from  the  National  Society  for  Medical  Research  and  in 
the  BULLETIN  of  that  organization.  The  January- 
Fcbruary  issue  of  the  latter  presented  an  editorial  en- 
titled, "Advancing  Laboratory  Animal  Care  Without 
Sacrificing  Human  Health  and  Welfare,"  and  article 
"Unlock  the  Doors”  (giving  an  account  of  the  success 
of  an  open-door  policy  to  the  public  in  regard  to  labora- 
tory work  on  animals ) , and  a reprint  of  a frank  and 
salty  appraisal  of  the  antivivisection  movement  by  the 
late  Dr.  A.  ].  Carlson.  The  accomplishments  of  Carlson 
and  those  who  preceded  him  - for  example.  Cannon 
and  Welch  - in  the  maintenance  of  sound  nonrestricted 
animal  research  may  be  all  too  readily  forgotten.  Welch, 
incidentally,  as  told  by  Fleming,  was  against  the  formal 
organization  of  a contra-antivivisecrion  group,  believing 
it  would  unduly  dignify  the  obstructionist  group.  He 
thought  that  in  his  time  it  would  be  more  effective  to 
explain  the  motivations  and  rewards  of  scientific  inquiry 
to  persons  of  infiuence,  in  which  role  Welch  apparently 
performed  most  ably. 

Dr.  Maurice  B.  Visscher,  current  president  of  the 
National  Society  of  Medical  Research  (NSMR),  in  a 
special  report  printed  in  MODERN  MEDICINE,  gave 
the  background  for  the  current  proposed  legislation  and 
the  philosophy  of  men  of  reason  of  the  past  who 
w'orked  with  animals,  and  he  emphasizes  the  point  that 
the  NSMR  acknowledged  two  types  of  legislation  as 
consonant  with  the  public  interest:  ( 1 ) that  related 
to  the  procurement  of  animals  for  research  and  educa- 
tion; and  { 2 ) that  related  to  appropriate  mechanisms 
for  establishing  and  enforcing  standard  for  the  housing 
and  care  of  animals.  The  American  Heart  Association 
sent  copies  of  Visscher's  communication  to  members  of 
its  councils,  with  other  information  which  emphasized 
the  dangers  of  some  of  the  proposed  bills  and  provided 
a background  for  specific  recommendations  to  represen- 
tatives in  Congress. 

Cardiologists  owe  a special  debt  to  experimentalists, 
for  traditionally  the  basis  for  their  claims  to  under- 
standing the  mysteries  of  the  circulation  go  back  to 
Harvey.  There  will  always  be  a trend  for  the  practi- 
tioner to  return  to  some  type  of  sheer  Galenism,  an 
atavistic  regression  which  can  be  thwarted  only  by  our 
awareness  of  our  indebtedness  to  laboratory  investiga- 
tors. We  should  remember  the  tribulations  of  the  gentle 
William  Maddock  Bayliss,  who  in  the  cause  of  scientific 

‘Reprinted  from  Circulation . August  1966,  Vol.  XXXIV,  No. 

2,  by  permission  of  the  American  Heart  Association,  Inc. 
**200  1st  Street  SW,  Rochester,  Minnesota  55901. 


integrity  initiated  a slander  suit  against  his  traducer  and 
won  a jtidgement.  The  cardiologist  may  be  aware  also 
of  the  inane  charges  that  Augustus  Waller's  pet  bulldog 
Jimmie  ( famous  because  of  the  horizontal  axis  of  his 
heart  as  compared  to  Einthoven's  "long  dogs" ) , was 
tortured  when  his  feet  were  placed  in  jars  of  salt  water 
from  which  wires  went  to  a galvanometer. 

The  physician  should  remember  his  debt  to  the 
laboratory  investigator,  and  both  should  never  lose 
their  awareness  of  the  sentiments  of  the  population  at 
large  toward  animals  and  toward  dogs  in  particular.  No 
responsible  investigator  discounts  the  depth  of  feeling  a 
person  may  have  for  a dog  whether  pet,  guardian, 
seeing-eye,  bench  or  field  champion  - nor  indeed,  in 
the  case  of  the  last,  the  actual  worth  of  the  animal  on 
the  open  market.  Young  investigators  benefit  from  read- 
ing John  Brown's  RAB  AND  HIS  FRIENDS,  and 
should  remember  the  number  of  heads  of  states  who 
have  had  a trusted  companion  in  the  form  of  a dog. 
CJaude  Bernard  has  said  something  like  this:  the  fruits 
of  one's  work  enjoyed  in  a beautiful  dining  room  can 
be  obtained  only  by  an  approach  through  a messy 
kitchen.  Nowadays,  kitchens  are  usually  something  to 
be  proud  of,  and  laboratories  should  be  no  less.  1 believe 
it  was  Louis  Agassiz  who  said,  "I  feel  more  vexed  at 
impropriety  in  a laboratory  than  in  a church.  The  study 
of  nature  is  intercourse  with  the  highest  mind."  Cer- 
tainly the  laboratory  is  no  place  for  one  who  w'ould 
espouse  the  ancient  theories  of  Descartes  concerning 
absence  of  conscious  pain  in  animals.  Even  as  a master 
potter  had  a tidy  wheel  and  a clean  floor  in  the  creation 
of  his  work  so  the  investigator  in  the  creation  of  an 
ever-changing  body  of  knowledge  may  have  a tidy 
laboratory. 

Open  criticism  of  the  design  of  animal  experiment 
including  reasons  for  the  choice  of  dogs  if  such  were 
used,  in  a biology  meeting  should  not  be  constrained, 
though  theoretically  it  could  lead  to  abuse  in  the  form 
of  sensationalism  on  the  part  of  lay  reporters.  Fortu- 
nately an  increasing  number  of  science  reporters  are 
responsible  writers,  and  fewer  ( I hope ) deserve  the 
appellation  of  a Delilah.  The  question  whether  labora- 
tory workers  in  their  zeal  for  research  in  the  past  have 
shirked  responsibility  in  the  nature  of  animal  procure- 
ment is  a delicate  one.  If,  in  the  past,  occasional  pro- 
fessors may  have  winked  figuratively  at  methods  of  pro- 
curement of  animals,  the  practice  is  outdated,  even  as 
any  collusion  that  may  have  existed  about  a century 
ago  between  the  anatomists  in  Edinburgh  or  Philadel- 
phia, and  the  procurers  of  corpses  for  dissection,  is  now 
of  only  historic  interest.  The  American  Physiological 
Society  has  proclaimed  a strong,  unequivocal  stand  on 
the  proper  utilization  of  animals  in  research,  and  the 
guiding  principles  recommended  for  the  care  and  use 
Continued  on  Page 
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Dean  H.  Fisher.  M.D. 

COMMISSIONER 


State  Of  Maine 

Department  of  Health  and  Welfare 


Maine’s  Expanded  Medical  Care  Program— Title  XIX 

To;  All  Home  Health  Agencdes  Certified  Under  Medicare 

From:  Dean  Fisher.  M.D.,  Commissioner,  Maine  Department  of  Health  and  Wel- 

fare 

Subject:  Provision  Under  Title  19  of  Medicare  by  Department  of  Health  and  Wel- 

fare of  Home  Health  Services  for  its  Public  Assistance  Recipients  Over 
65  Years  of  Age  (Old  Age  Assistance)  and  Under  65  years  of  Age  (Aid 
to  Families  with  Dependent  Children,  Aid  to  the  Disabled,  and  Aid  to  the 
Blind.) 


Our  new  Medical  Assistance  Program  for  our  recipi- 
ents covered  by  the  law  and  regulations  of  Title  19  of 
Medicare  will  provide  for  essentially  the  same  services, 
with  the  few  exceptions  noted  below,  and  the  same 
methods  of  processing  for  payment  as  for  all  Medicare 
beneficiaries. 

Recipients  Over  63  Years  of  Age  ( OAA ) — The 
coverage  of  services,  including  Home  Health  Care  and 
the  processing  for  payment,  will  be  similar  to  those  for 
other  beneficiaries  over  65  years  of  age  until  Title  18. 
The  Department  will  make  through  the  fiscal  interme- 
diary. Associated  Hospital  Services  of  Maine,  all  de- 
ductible and  co-insurance  payments  for  its  recipients,  so 
that  no  payment  by  the  recipient  is  required.  Our  Old 
Age  Assistance  recipients  should  carry  a Medicare  identi- 
fication card,  as  every  effort  has  been  made  to  have  all 
recipients  over  65  years  enrolled.  The  Department  will 
notify  the  Associated  Hospital  Services  of  current  eligi- 
bility of  its  recipients.  It  would  be  helpful  if  in  addition 
the  Home  Health  Agency  would  check  on  the  SSA 
Form  1487,  #14,  Public  Agency  - Maine  Department 
of  Health  and  Welfare  — in  the  case  of  a reported  Old 
Age  Assistance  recipient. 

For  this  group  of  recipients  over  65  years  of  age, 
the  Home  Health  Agency  will  be  dealing  with  the  fiscal 
intermediary  in  exactly  the  same  fashion  as  for  all  other 
Medicare  beneficiaries  over  65  years  of  age. 

Exceptions  in  Coverage 

1.  An  unlimited  number  of  home  health  visits  per 
year,  unrelated  to  any  prior  hospitalization  or 
other  institutional  care. 

2.  Hospital  care  not  limited  to  any  specific  number 
of  days,  subject  however  to  periodic  review  by  the 
Department,  particularly  after  90  days. 

3.  Payment  for  the  first  three  pints  of  blood. 


4.  Payment  for  general  physical  examinations  and 
immunizations. 

Recipients  Under  63  Years  of  Age  (Aid  to  Families 
with  Dependent  Children,  Aid  to  the  Disabled,  and  Aid 
to  the  Blind ) _ For  this  group  of  recipients,  the  De- 
partment will  administer  directly  the  same  services  as 
covered  under  Title  18  with  the  following  additions, 
using  in  so  far  as  possible  the  same  methods  of  proc- 
essing for  payment.  The  major  difference  will  be  that 
Home  Health  Agencies  will  be  dealing  directly  wdth 
the  Department  rather  than  through  the  fiscal  inter- 
mediary. 

Recipients  will  be  identified  initially  by  a letter  and 
later  by  an  identification  card  w'hich  they  will  carry 
with  them.  This  identification  card  cannot,  however,  be 
considered  a final  commitment  by  the  Department  be- 
cause of  the  unpredictable  factors  in  public  assistance 
such  as  discontinuance  or  renewal  of  grants.  We  will, 
however,  make  every  attempt  to  notify  you  immediately 
upon  receipt  of  your  report  and  bill  if  the  individual 
is  not  currently  covered  by  our  services. 

Additions  in  Coverage  for  Recipients  Under  63  Years 

1.  An  unlimited  number  of  home  health  visits  per 
year,  unrelated  to  any  prior  hospitalization  or  other 
institutional  care. 

2.  Hospital  care  not  limited  to  any  specific  number 
of  days,  subject  however,  to  periodic  review  by  the 
Department  particularly  after  90  days. 

3.  Payment  for  the  first  three  pints  of  blood. 

4.  Payment  for  general  physical  examinations  and 
immunizations. 

Coverage  - Home  Health  Agencies  will  be  reimbursed 
for  home  health  services’  visits  to  those  recipients  under 
65  years  of  age  under  the  same  conditions  as  they  will 
be  reimbursed  for  home  health  visits  to  those  over  65 
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years  of  age  under  Title  18  (Parts  A and  B)  of  Medi- 
care. 

This  means  that:  1.  the  physician  must  have  included 
home  health  services  in  his  plan  of  treatment;  2.  there 
must  be  an  illness  or  disability  for  which  home  health 
.services  in  the  place  of  residence  are  required. 

Reports  and  Billings  — The  Department  will  use  a 
form  essentially  the  same  as  that  of  the  SSA  with  only 
minor  adaptations  for  the  Department's  purposes.  A 
small  initial  supply  is  enclosed. 

Monthly  billings  to  the  Department,  as  indicated  on 
the  form,  will  be  appreciated. 

The  Department  will  use  the  same  bases  for  costs  and 


To:  Providers  of  Ambulance  Service 

From:  Niles  Perkins,  M.D.,  Director,  B 

Subject:  Billing  and  Payment  Procedures 

We  have  been  recently  notified  that  you  are  an  ap- 
proved ambulance  service  for  purposes  of  reimburse- 
ment under  Medicare,  Title  X'VIII,  Part  B. 

We  have  already  received  bills  from  some  of  you  and 
want  to  process  them  quickly  now  for  payment.  How- 
ever, we  believe  that  you  will  want  to  know  the  proper 
billing  procedures  for  present  and  future  billings. 

We  will  honor  bills  submitted  on  behalf  of  ambulance 
services  provided  to  any  recipient  of  public  assistance 
( Old  Age  Assistance,  Aid  to  the  Disabled,  Aid  to  the 
Blind,  Aid  to  Families  with  Dependent  Children ) in 
the  following  instances: 

a.  Ambulance  service  was  ordered  or  determined  to 
have  been  necessary  by  a physician.  In  these  in- 
stances we  must  have  a statement  signed  by  the 
physician  to  this  effect.  The  statement  should  ac- 
company your  bill. 

b.  The  patient  is  transported  to  the  nearest  hospital 
with  appropriate  facilities  or  to  one  in  the  same 
locality,  from  one  hospital  to  another,  to  the  pa- 
tient's home  (or  place  used  as  his  home),  or  to  an 
extended  care  facility,  or  to  a hospital  where  he 
had  formerly  been  treated  if  the  hospital  is  within 
a reasonable  distance,  and 

c.  Such  transportation  is  not  merely  for  the  conveni- 
ence of  the  patient.  (Transportation  by  ambulance 
to  a hospital,  extended  care  facility,  or  rehabilita- 
tion center  to  obtain  home  health  services  not 
available  to  the  individual  in  his  home  is  covered 


will  pay  the  same  cost  per  visit  as  that  used  by  Asso- 
ciated Hospital  Services,  the  fiscal  intermediary  for  Home 
Health  Services  under  Title  18.  Such  agreed  upon  rate 
per  visit  for  each  home  health  agency  will  approximate 
current  costs  as  closely  as  feasible,  in  order  to  avoid 
retroactive  adjustments  by  the  Department  at  the  end 
of  the  year.  This  retroactive  adjustment  will  be  made 
between  the  actual  costs  applicable  to  recipients  and  the 
amount  already  paid  to  the  home  health  agency  by  the 
Department  which  will  use  the  same  cost  figures  as  As- 
sociated Hospital  Services  as  a basis  for  retroactive  ad- 
justment. 


— September  15,  1966 

ureau  of  Medical  Care  Programs 


only  if  the  conditions  in  A,  B,  and  C are  met.) 
Billing  Procedures 

P/tblic  assistance  recipients  age  63  and  over  _ Bill 
the  fiscal  intermediary  for  Part  B (Union  Mutual  Life 
Insurance  Company)  of  Title  X'VIII  as  you  would  for 
any  other  person  age  65  and  over,  only  indicate  on  the 
billing  form  that  the  person  is  a public  assistance  re- 
cipient. You  should  obtain  information  regarding  the 
receipt  of  public  assistance  directly  from  the  patient  or 
his  family.  Bill  on  appropriate  Social  Security  form. 
Union  Mutual  will  reimburse  you  in  our  behalf  for  any 
portion  of  the  bill  chargeable  to  this  Department. 

Public  assistance  recipients  under  age  63  — Complete 
one  of  the  enclosed  forms  ( G-49 ) and  forward  it  for 
payment  to  address  listed  on  lower  part  of  form.  The 
physician's  statement  should  accompany  this  bill  as  in- 
dicated above.  These  recipients  have  an  Identification 
Card  to  indicate  their  receipt  of  public  assistance.  This 
card  cannot  be  accepted  as  final  commitment  by  the  De- 
partment for  payment  because  of  changes  in  case  status, 
but  should  be  accepted  for  billing  purposes.  We  will 
notify  you  very  shortly  if  the  person  is  not  currently  a 
public  assistance  recipient.  Reimbursement  will  be  a 
"reasonable  charge"  rate  as  is  true  of  Title  XVIII  of 
Medicare,  Part  B. 

In  the  event  that  you  have  further  questions  you  wish 
answered,  you  may  contact  Mr.  Robert  O.  Wyllie  at  the 
State  House,  Augusta  623-4511,  Extension  304. 


Maine  Heart  Assoeiation  Notes 

116  State  Street,  Augusta,  Maine 


Austin-Flint  Murmur  Versus  the  Murmur 
of  Organic  Mitral  Stenosis 

Iiuerpretation  oi  the  significance  of  the  apical  cliasiolic  rumbling 
murmur  in  the  presence  of  aortic  insufficiencv  has  continued  to  plagtie 
clinicians  since  the  report  by  Atistin-Flint  in  1862.  T he  Atistin-Flint 
murmur  is  an  apical  rtimbling  diastolic  mtirmtir  that  may  occtir  in 
mid-diastole  or  presystole,  or  both,  in  patients  tvith  .se^■ere  aortic  instd- 
Hciencv.  Seoal.  et  al.  stiQ-gested  histc:>rical.  ausctdtatorv.  electrocardio- 
graphic  and  roentgenographic  means  of  differentiation  betcceen  the 
Atistin-Flint  mtirmur  and  mitral  stenosis.  In  incest  cases  an  acctirate 
diagnosis  can  be  made  bv  means  of  these  clinical  criteria,  btit  hemodv- 
namic  studies  are  occasionally  necessary  for  dehniti\e  conhrmation.  It 
is  the  ptirpose  of  this  paper  to  report  a simple  . . . bedside  technic.  . . . 
which  has  been  fotind  to  be  an  extremely  effecti\  e means  of  determining 
the  presence  or  absence  of  associated  mitral  stenosis  in  patients  echo 
ha\e  aortic  insufheienev  and  an  apical  diastolic  rumbling  mtirmtir. 

...  It  has  been  shoecn  that  in  patients  with  organic  mitral  stenosis, 
after  the  inhalation  of  amyl  nitrite,  the  apical  diastolic  mtirmtir  and 
pressure  in  the  left  stritim  increase.  . . . Hoevever,  the  apical  diastolic 
rtimbling  murmur  diminished  in  all  patients  ecith  aortic  instifficiency 
ecithotit  mitral  stenosis.  The  acctiracy  of  the  test  depends  on  the  pro- 
dtiction  of  tachycardia  and  a decrease  in  systemic  blood  presstire. 

Fhe  necessity  of  determining  the  presence  or  absence  of  mitral 
stenosis  in  patients  tcho  have  aortic  insufficiency  is  e\ident.  It  is  hoped 
that  the  amyl  nitrite  test  tcill  be  a useful  bedside  technic  for  assessing 
the  signihcance  of  apical  diastolic  rtimbling  murmurs  in  patients  tcith 
aortic  instifhciency. 


Siilimittcd  l)v  Jacol)  R.  Dana.  M.D..  Maine  Hcan  Associaiion 

Rcfereiue:  Nasser.  W..  ei  al.  New  F.nglaiul  Journal  ot  Medicine.  \ 01  27.').  IJages  1007-1002.  120(1 


when  he  just  can’t  sleep 

Tuinal' 

Sodium  Amobarbit:al  and 
Sodium  Secobarbital 


I 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

/ndications.Tuinal,  comprised  of  equal  parts  of  Seconal® 
Sodium  (sodium  secobarbital,  Lilly]  and  Amytal®  Sodi- 
um [sodium  amobarbital,  Lilly),  is  indicated  for  prompt 
and  moderately  long-acting  hypnosis. 
Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning;  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Dosage;  1 '/i  to  3 grains  at  bedtime. 

Supplied:  ^.4,  V/2 , and  3-grain  Pulvules®. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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New  Smear  Method  Used  in  Delecting  Uterine  (’ancer 

A new  do-it-yourself  smear  metliod  of  detecting  uterine  cancer  has  compared  favorably  with  conventional 
.smear  techniques  in  trials  designed  by  .scientists  at  Marquette  University  School  of  Medicine  and  Milwaukec 
County  General  Hospital. 

Indigent  women,  some  of  them  with  very  little  education,  made  a better  score  in  preparing  material  for 
diagnosing  their  cancers  with  the  new  procedure  than  was  accomplished  by  using  regular  scrape  methods. 

The  American  Cancer  Society  reported  recently  that  the  tests,  supported  by  the  Cancer  Control  program 
of  the  United  States  Public  Health  Service  under  the  direction  of  Drs.  Richard  F.  Mattingly,  Dermott  Curran 
and  Andrew  Boyd,  indicated  that  a potent  new  weapon  may  have  been  fashioned  against  uterine  cancer  for  use 
by  family  physicians  and  county  medical  societies. 

The  new  technique  is  called  the  Irrigation  Smear.  Developed  by  Dr.  H.  J.  Davis  of  Johns  Hopkins  Medical 
School  Faculty,  it  entails  the  use  of  a small  and  simple  kit  with  which  the  woman  irrigates  her  vaginal  tract, 
removes  the  fluid  with  a small  pipette,  and  mails  the  sample  with  the  kit  to  a laboratory  for  analysis. 

The  irrigation  results  were  compared  with  those  achieved  by  conventional  means  of  obtaining  specimens  - 
by  a combined  smear  method  of  scraping  the  cervix  and  by  swabbing  the  upper  vagina. 

With  the  irrigation  method,  every  single  cancer  discovered  earlier  by  physicians  using  the  routine  Papani- 
colaou smear  method  came  to  light  for  a very  high  detection  rate  of  ten  cases  per  1,000  asymptomatic  women 
screened.  This  detection  rate  is  approximately  three  times  the  national  rate  of  cervical  cancer  detection. 

Tests  were  made  on  women  over  21  years  old  who,  as  indigents,  were  treated  or  examined  at  Milwaukee 
County  Hospital,  the  Marquette  University  Teaching  Center.  None  of  the  women  had  cancer  symptoms.  Nine 
and  three-tenths  percent  (9.3%)  were  pregnant,  and  forty  percent  (40%)  postmenopausal  — two  conditions 
which  sometimes  involve  the  shedding  of  abnormal-appearing  genital  cells.  ( All  patients  over  45  were  given  a 
vaginal  suppository  containing  estrogen,  a female  hormone,  to  improve  the  shedding  of  cervical  cells.) 

A total  of  3,225  women  were  given  conventional  smear  tests  by  physicians.  All  these  women  then  were 
given  the  irrigation  kits;  they  were  not  told  how  to  use  the  kits,  but  written  instructions  were  enclosed. 

The  kits  included  a pipette  filled  with  a 10%  alcohol  fixative  which  is  used  to  irrigate  the  vagina  and  a 
stamped  and  addressed  tube  in  which  to  mail  the  kit  back  to  the  hospital.  The  whole  kit  cost  fifty-five  cents 
(55c)  to  produce,  and  the  average  woman  could  give  herself  an  irrigation  smear  in  about  one  minute. 

Of  the  4,424  kits  given  out,  3,225  were  returned.  Considering  the  illiteracy  among  the  women  and  the 
many  w'ith  low  intelligence,  this  seventy  percent  (70%  ) return  rate  was  surprisingly  high. 

The  tests  were  conducted  as  a blind  study  - that  is,  all  the  smears  made  by  physicians  and  by  the  women 
were  coded,  and  until  the  codes  were  broken  at  the  end  of  each  month  (so  there  would  be  minimal  delay  in 
referring  cancer  patients  to  treatment),  no  one  knew  whether  the  do-it-yourself  smear  readings  gibed  with  the 
earlier  findings  by  the  doctors. 

The  Irrigation  Smears  were  read  first  by  a cell  technologist  and  then  review'ed  by  a cell  pathologist. 

Of  the  thirty-two  ( 32  ) cases  of  cancer  of  the  uterine  cervix  detected  ( along  with  one  cancer  of  the  ovary ) 
by  both  doctors  and  do-it-yourself  smears,  all  were  extremely  early  and  readily  curable.  The  total  of  one  hun- 
dred eight  ( 108)  positive  or  suspicious  smears  shown  by  irrigation  is  high  — 3.3%  of  all  women  examined. 
Numerous  studies,  however,  have  shown  that  patients  with  large  families  and  from  a low  socio-economic  back- 
ground are  most  susceptible  to  cancer  of  the  uterine  cervix. 

A current  unsatisfactory  rate  of  5%  for  the  Do-It-Yourself  Kit  is  compared  with  1.4%  of  the  smears  taken 
by  doctors.  Broken  pipettes  and  delay  in  mailing  specimens  accounted  for  most  unsatisfactory  Irrigation  Smears. 
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County  Society  Notes 


ANDROSCOGGIN 

A meeting  of  the  Androscoggin  County  Medical  Association 
was  held  at  the  Central  Maine  General  Hospital  in  Lewiston, 
Maine  on  October  20,  1966  with  twenty-one  members  present. 
The  meeting  was  called  to  order  by  the  President,  Harvey  J. 
Proulx,  M.D. 

George  B.  O Connell,  M.D.  introduced  the  subject  of  in- 
creasing the  basic  room  rate  coverage  on  the  Blue  Cross  con- 
tract. It  w'as  moved  and  voted  to  discuss  this  possibility  w'ith 
Dr.  Hanley. 

Dr.  Shields  reviewed  the  difference  between  Utilization  and 
Audit  Committees.  Prior  to  Medicare,  the  audit  was  retroactive 
in  type.  He  outlined  the  duties  of  the  Utilization  Committee 
as  required  by  law'  plus  an  added  factor  by  the  Joint  Com- 
mission on  Accreditation.  Long-term  stay  was  defined  w'ith 
examples  given. 

Wilfrid  A.  Cloutier,  M.D.  outlined  the  Committee  functions 
and  working  at  St.  Mary's  General  Hospital  - short  stay,  i.e., 
one  or  two  days  should  be  checked,  as  many  could  be  worked 
up  as  outpatients.  A red  flag  on  the  chart  holder  at  St.  Mary’s 
means  the  patient  has  to  be  re-certified.  A question  and  answer 
period  followed. 

Donalp  L.  Anderson,  M.D.,  Secretary 


HANCOCK 

A meeting  of  the  Hancock  County  Medical  Society  was  held 
at  the  Hancock  House  in  Ellsworth,  Maine  on  November  9, 
1966. 

Enid  L.  Melville,  M.D.  of  Machias,  Maine  spoke  on  the 
Recognition  and  Management  of  the  Suicidal  Patient.  Virgil 
G.  Wright,  M.D.  of  Machias,  Maine  was  a guest  at  the  meeting. 

Russell  G.  Williamson,  M.D.,  Secretary 


LINCOLN-SAGADAHOC 

A meeting  of  the  Lincoln-Sagadahoc  County  Medical  Society 
was  held  at  The  Ledges  in  Wiscasset,  Maine  on  November  15, 
1966.  The  meeting  was  called  to  order  by  the  President,  Alan 
W.  Zeller,  M.D. 

Frederick  B.  Lidstone,  M.D.  of  Auburn,  Maine  was  the 
guest  speaker.  He  discussed  the  Committee  on  Maternal  Mor- 
tality of  the  Maine  Medical  Association  and  asked  for  the 
support  of  the  members  of  this  Society. 

George  W.  Bostwick,  M.D.,  Secretary 


CUMBERLAND 

Eighty-three  members  and  guests  attended  the  meeting  of 
the  Cumberland  County  Medical  Society  w'hich  was  held  at 
the  Sheraton-Eastland  Motor  Hotel  in  Portland,  Maine  on  No- 
vember n,  1966. 

Edward  G.  Asherman,  M.D.,  Chairman  of  the  physician- 
members  of  the  Joint  Medical-Legal  Liaison  Committee,  dis- 
cussed the  proposed  Interprofessional  Code  and  answered  ques- 
tions assisted  by  Drs.  Robinson  L.  Bidwell  and  George  F.  Sager 
and  by  Messrs.  John  Mitchell,  Herbert  Saw'yer,  John  Flaherty 
and  Herbert  Bennett.  The  membership  of  the  Society  unani- 
mously voted  approval  of  the  Code,  with  thanks  to  the  Com- 
mittee which  worked  so  hard  to  prepare  the  document. 

A discussion  then  followed  of  a cooperative  venture  to 
avoid  baseless  suits  against  physicians  and  to  assist  the  legal 
profession  in  obtaining  medical  testimony  in  valid  cases  of 


malpractice.  Mr.  Bennett  told  of  medical  review’  panels  in 
other  areas,  Mr.  Sawyer  described  the  attorney-physician 
screening  panel  as  used  in  Arizona,  and  Mr.  Flaherty  reported 
on  the  panel  of  medical  specialists  as  used  in  California.  Mr. 
Mitchell  emphasized  that  these  various  concepts  were  brought 
forth  only  for  informational  purposes  and  that  it  would  prob- 
ably be  a year  before  the  joint  committee  would  have  carried 
out  a sufficiently  detailed  investigation  of  the  various  alterna- 
tives to  be  in  a position  to  make  a definite  recommendation 
to  the  local  legal  and  medical  professions. 

The  President,  Alvin  A.  Morrison,  M.D.  announced  that 
updating  of  the  bylaws  of  the  Society  was  being  undertaken. 
Dr.  Morrison  stated  that  he  had  appointed  Drs.  Sumner  E. 
Moulton  and  Thomas  F.  Conneen  to  the  Utilization  Committee 
for  Extended  Care  Facilities  and  that  he  personally  was  serv- 
ing on  a liaison  committee  for  arranging  contracts  between 
the  hospitals  and  the  Extended  Care  Facilities. 

A nominating  committee  consisting  of  Drs.  Albert  Aranson, 
Chairman,  Lloyd  G.  Davies,  William  J.  Tetreau,  Thomas  A. 
Martin  and  Philip  P.  Thompson,  Jr.  was  appointed  by  the 
President.  Dr.  Morrison  asked  for  a report  from  the  Chairman 
of  the  Public  Relations  Committee  at  the  next  meeting. 
Charles  R.  Glassmire,  M.D.  expressed  concern  about  non- 
medical persons  being  able  to  administer  the  home  health 
care  program. 

Stanley  B.  Sylvester,  M.D.,  Secretary 
KENNEBEC 

The  Kennebec  County  Medical  Association  met  at  the  Vet- 
erans Administration  Hospital  in  Togus,  Maine  on  November 
1~,  1966.  The  meeting  was  opened  by  the  President,  Allan 
J.  Stinchfield,  M.D. 

A resolution  was  read  on  the  death  of  Adolphe  J.  Gingras, 
M.D.  and  it  was  voted  that  the  resolution  be  included  in  the 
minutes  of  this  meeting. 

The  nominating  committee  read  a tentative  slate  of  officers 
for  the  coming  year  to  be  voted  on  at  the  December  meeting. 

Captain  James  A.  McLaughlin,  MC,  USN,  Assistant  District 
Medical  Officer,  First  Naval  District,  Boston  and  Chairman, 
Physical  Evaluation  Board,  Naval  Hospital,  Chelsea,  was  the 
guest  speaker.  He  gave  a very  straightforw’ard,  practical  discus- 
sion of  the  many  problems  involved  in  rehabilitation. 

LUCIEN  F.  VEILLEUX,  M.D.,  Secretary 


PISCATAQUIS 

The  Piscataquis  County  Medical  Society  met  on  December 
I,  1966  at  the  Greenville  Inn  in  Greenville,  Maine.  The  meet- 
ing was  attended  by  thirty-one  physicians,  wives  and  six  nurses 
of  the  Charles  Dean  Memorial  Hospital,  Greenville  Jet.,  Maine. 

The  program  for  this  meeting  was  arranged  by  the  Maine 
Thoracic  Society.  Warren  G.  Strout,  M.D.  of  the  Eastern  Maine 
General  Hospital  in  Bangor  gave  a very  enlightening  talk  on 
the  use  of  various  respirators  and  fog-mist  in  the  treatment  of 
chronic  respiratory  diseases. 

The  following  officers  were  elected  for  1966-1967 : 

President,  Felix  M.  Garcia-Rey,  M.D.,  Milo 
Vice  President,  Charles  H.  Lightbody,  M.D.,  Guilford 
Secretary-Treasurer,  Isaac  Nelson,  M.D.,  Greenville 
Delegate  to  the  Maine  Medical  Association  House  of 
Delegates:  Linus  J.  Stitham,  M.D.,  Dover-Foxcroft. 

Alternate;  Charles  H.  Lightbody,  M.D. 

Board  of  Censors,  Drs.  George  C.  Howard,  Guilford,  Har- 
vey C.  Bundy  and  Albert  M.  Carde,  both  of  Milo 

Isaac  Nelson,  M.D.,  Secretary 
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FRANKLIN 

'Flit  following  members  of  the  Franklin  County  Medical 
Society  have  been  elected  to  serve  as  Delegate  and  Alternate  to 
the  I9fv  Maine  Medical  Association  House  of  Delegates: 
Delegate,  Paul  A.  Brinkman,  M.D.,  Farmington  and  Alternate, 
Wallace  H.  Duffy,  M.D.,  Farmington. 

Maynard  B.  Colley,  M.D.,  Secretary 


KNOX 

A meeting  of  the  Knox  County  Medical  Society  was  held  on 
December  6,  1966  at  the  House  of  1800  in  Glen  Cove,  Maine. 

It  was  voted  that  the  Society  dues  be  increased  to  $10.00  a 
member  for  the  year  1967. 

The  following  slate  of  officers  was  elected  for  1966-1967; 
President,  Merrill  J.  King,  Jr.,  M.D.,  Rockland 
Vice  President,  Paul  A.  Millington,  M.D.,  Camden 
Secretary,  William  W.  Ward,  M.D.,  Rockland 
Delegates  to  the  Maine  Medical  Association  House  of 
Delegates:  Drs.  Onni  C,  Kangas  and  Thomas  W.  Wil- 
liams, both  of  Rockland.  Alternate:  Mustafa  V.  Onat, 
M.D.,  St.  George 

William  W.  Ward,  M.D.,  Secretary 


New  Members 

FRANKLIN 

Tomas  Duran,  M.D.,  Livermore  Falls  04254 
Abdollah  S.  Gashgai,  M.D.,  Livermore  Falls  04234 


KENNEBEC 

Cesar  M.  Caoili,  M.D.,  Augusta  State  Hosp.,  Augusta  04330 


PENOBSCOT 

Jose  V.  Amorin,  Jr.,  M.D.,  297  Center  St.,  Bangor  04401 
John  Madaras,  M.D.,  Bangor  State  Hosp.,  Bangor  04401 
Thomas  W.  Samuelsen,  M.D.,  194  Main  St.,  Lincoln  04457 
David  M.  Sensenig,  M.D.,  431  State  St.,  Bangor  04401 
Dudley  B.  Tyson,  M.D.,  St.  Joseph  Hosp.,  Bangor  04401 
Joseph  Vydas,  M.D.,  Bangor  State  Hosp.,  Bangor  04401 


PISCATAQUIS 

Dale  C.  Bouton,  M.D.,  Dexter  04930 


Announcement 


Department  of  Health  and  Welfare 
Division  of  Maternal  and  Child  Health 
Including  Services  for  Crippled  Children 

(By  Appointment  Only) 

Orthopedic  Clinics 

Bangor  — St.  Joseph  Hospital 

9:00  a.m.  and  1 :00  p.m.:  Jan.  26,  Mar.  23 
Half-day  sessions:  1:00  p.m.:  Feb.  23 
Fort  Fairfield  — Community  General  Hospital 
9:00  a.m.  and  12:30  p.m.:  Mar.  13 
Houlton  — Aroostook  General  Hospital 
9:00  a.m.:  Mar.  15 

Lewiston  — Central  Maine  General  Hospital 
9:00  a.m.:  Jan.  20,  Feb.  1",  Mar.  17 
Machias  — Down  East  Community  Hospital 
9:00  a.m. : Jan.  27 
Portland  — Maine  Medical  Center 
9:00  a.m.:  Feb.  13,  Mar.  13 
Presque  Isle  — Arthur  R.  Gould  Memorial  Hospital 
9:00  a.m.  and  12:30  p.m.:  Mar.  14 
Rockland  — Knox  County  Hospital 
1 : 30  p.m. : Feb.  16 
Rumford  — Community  Hospital 
1 :30  p.m. ; Mar.  15 
Waterville  — Thayer  Hospital 
1 :30  p.m. ; Feb.  23 

Cardiac  Clinics 

Bangor  — Eastern  Maine  General  Hospital 
9:00  a.m.:  Jan.  27,  Feb.  10,  24,  Mar.  10,  24 
Portland  — Maine  Medical  Center 

9:00  a.m.:  Every  Friday  (holidays  excepted) 

Convulsive  Clinic 

Fort  Fairfield  — Community  General  Hospital 
1 :30  p.m. : Feb.  1 


Cleft  Palate  Evaluation  Clinic 

Portland  — Maine  Medical  Center 
10:00  a.m. : Feb.  14 

Pediatric  Clinics 

Bangor  — Eastern  Maine  General  Hospital 
1 :30  p.m.:  Jan.  27,  Feb.  24,  Mar.  24 

Fort  Kent  — Peoples  Benevolent  Hospital 
10:00  a.m. : Mar.  29 

Presque  Isle  — Arthur  R.  Gould  Memorial  Hospital 
1 :,30  p.m. : Jan.  25,  Feb.  1 5 

Clinics  for  Mentally  Retarded 
Preschool  Children 

Waterville  — Thayer  Hospital 

9:00  a.m.:  Jan.  18,  Feb.  1,  15,  Mar.  1,  15,  29 

Lewiston  — Central  Maine  General  Hospital 
9:00  a.m.:  Feb.  13,  Mar.  13 

Lewiston  — St.  Mary's  General  Hospital 
9:00  a.m.:  Jan.  23,  Feb.  27,  Mar.  27 

Cystic  Fibrosis  Clinics 

Lewiston  — Central  Maine  General  Hospital 
9:00  a.m.:  Feb.  3,  Mar.  3 

Portland  — Maine  Medical  Center 
9:00  a.m.:  Jan.  l^,  Feb.  21,  Mar.  21 

Hemophilia  Clinic 

Portland  — Maine  Medical  Center 

Appointments  made  through  this  office  on  an  individual 
basis 

Out-patient  service  at  the  Maine  Coast  Memorial  Hospital, 
Ellsworth,  for  pediatric,  epilepsy  and  orthopedic  services  will 
be  arranged  by  appointment  only 

Family  Planning  Clinics 

Portland  — Maine  Medical  Center 

First  and  third  Thursday,  every  month.  Morning  clinic 

Bangor  — Eastern  Maine  General  Hospital 
First  Friday,  every  month.  Morning  clinic 


NINETEEN  HUNDRED  AND  SIXTY-SEVEN— JANUARY 


DOGS  AND  THE  SEARCH  FOR  HEALTH 
Continued  from  Page  28 

of  animals  are  boldly  outlined  in  a full  page  in  issues 
of  the  StKiety’s  journal. 

The  attention  of  the  anti-experimentalist  group  has 
almost  invariably  focused  on  dogs,  and  usually  has  es- 
poused legislation  which  would  engender  more  ob- 
struction to  chronic  or  long-term  experiments  than  to 
acute  ones.  Both  types  of  research  are  important  in  the 
assessment  of  the  need  of  experiments  on  primates  in- 
cluding man  and  the  furthering  of  the  understanding  of 
cardiovascular  disease  and  the  eventual  reduction  of 
the  grim  toll  of  ill  health  and  premature  death  from  it. 

August  16  is  the  feast  day  of  Saint  Roch,  the  French 
Franciscan  whose  life  is  shrouded  in  legend,  but  whet 
apparently,  after  helping  victims  of  plague  in  a village 
he  entered  on  his  pilgrimage,  took  ill  himself,  lay  ex- 
hausted alone  and  was  about  to  die.  How'ever,  recovery 
took  place  after  a small  dog  brought  him  bread.  Munthe 
has  this  same  small  saint,  the  patron  saint  of  dogs,  plead 
for  his  soul  as  he  gives  his  vision  of  his  inquisition. 
More  than  six  centuries  after  the  death  of  Saint  Roch 
we  also  do  honor  to  those  heroes  in  the  canine  w'orld  in 
a different  way,  which  through  the  discipline  of  medical 
research  have  been  responsible  for  the  return  of  health 
to  many  persons. 

It  is  to  be  hoped  that  the  August  assembly  of  legisla- 
tors in  Washington  will  have  listened  patiently  and  in- 
quiringly to  the  opinions  of  the  NSMR  as  those  opin- 
ions relate  to  animal-research  legislation,  and  that  the 
seeming  rashness  if  not  indeed  the  touch  of  madness, 
present  in  some  of  the  proposed  legislation,  will  have 
been  exorcised  before  these  canicular  days  have  started. 
The  humane  scientific  viewpoint  has  been  articulately 
expressed  by  the  Committee  on  Public  Health  of  the 
New  York  Academy  of  Medicine,  and  it  is  hoped  that 
their  report  w'as  widely  distributed  to  legislators.  The 
cooperative  attitude  of  scientists  expressed  through  the 
NSMR  is  set  forth  thus:  "The  scientific  community  in 
the  United  States  invites  the  members  of  Congress  to 
learn  at  first  hand  by  visits  to  laboratories  what  actually 
goes  on,  and  why.”  Possibly  also  cardiologists,  remem- 
bering their  debts  to  the  animal  laboratory,  will  wish 
to  know  more  of  the  work  of  the  National  Society  for 
Medical  Research  and  support  its  objectives. 


DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  with  . 


Trocinate 

BRAND  THIPHENAMIL  HCl 


Minimum  dosage  400  mg.,  q. 
4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Six- 
teen years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 

NOW  .W.AIL.ABLE  IN  2 STRENGTHS, 

100  mg.  and  400  mg. 

PINK  SUG.XR-CO.^TED  T.XBLETS 

Literalure  and  samples  available. 

\VM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINI.X  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


...  is  not  news.  What's  news  is  that  we've  embarked  on  the  most  ambitious  film  program  for  pro- 
fessional medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  filrn 
project  is  underway— with  technical  advice  from  the  nation's  leading  medical  authorities. 


Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM, 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 
CANCER.  The  balance  will  be  released  in  1 967-1 968. 


As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Units 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs. 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series. 


AMERICAN  CANCER  SOCIETY 


Maine  Division,  Inc. 


Photo  professionally  posed 


Mike  expects  a penicillin  iniection. 
He’S  aDout  te  He  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen»Vee®  K (potassium  phenoxymethyl  penicillin). 
It's  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  ol 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur:  if  so,  discontinue  and  take  appropriate  measures. 
Treat  ^-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid — 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 
per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


ORAL 


Pen  • Vee^  K 

(potassium  phenoxymethyl  penicillin)  \9^e/A 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXS 


LABORATORIES  INC..  PALO  ALTO,  CALIF. 


controls 
infected 
inflammatory 
dermatoses 
that  start  from 
scratch 


(}eo-Synalar 

luocinolone  acetonide-neomycin  sulfate  cream) 

Cream 


The  “itch-scratch”  cycle  usually  associ- 
ated with  inflammation  often  results  in 
infected  dermatoses  because  broken 
skin  surfaces  are  particularly  vulnerable 
to  pathogenic  bacteria.'  To  treat  in- 
fected inflammatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  topical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  fluocinoline  acetonide 
controls  the  inflammation  and  provides 
rapid  relief  from  associated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent—neomycin —combats  superficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacilli^  that  often 
colonize  and  thrive  on  abraded  skin.' 

A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Neo-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 

Contraindications:  Tuberculous,  fungal,  and 
most  viral  lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic use.  Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of  its  com- 
ponents. Precautions:  Neomycin  rarely  produces 
allergic  reactions.  Prolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appropriate  therapy 
should  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  of  systemic 
antibiotics  should  be  considered,  based  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  not  ordinarily  encountered  with  topi- 
cal corticosteroids.  As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to  Neo-Syna- 
lar under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35%  neomycin 
base),  5 and  15  Gm.  tubes. 

References:  1.  Pillsbury,  D.  M.,  Shelley,  W.  B., 
and  Kligman,  A.  M.:  A manual  of  cutaneous 
medicine,  Philadelphia,  Saunders,  1961.  p.  79. 
2.  Barber,  M.,  and  Garrod,  L.  R:  Antibiotic  and 
chemotherapy,  Baltimore,  Williams  and  Wilkins, 
1963,  p.  111. 
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II 


Now,  now,  Mrs.  Forsythe,  we'ue  never  lost  a cold  patient  yet. 


When  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  vyill  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITM  AN-MOORE  Division  of  The  Dow  Chemicai  Company,  Indianapolis 

For  relief  of  nasal  congestion. 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help>,> 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tabJespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonid 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,)  100  mg.; 
inositol,)  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

\ THE  WM.  S.  MERRELL  COMPANY 

]^0Frcll  J Division  of  Richardson-Merrell  Inc. 

' Cincinnati,  Ohio  45215  t-not 


new  from  Ames 
5 basic  uro-analytical 
> facts  in  30  seconds 
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LabstiX' 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive"  may  enable  you  to  detect 
hidden  pathology -long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  ceils,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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“Take  a laxative” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient, 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-tho  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Ingoliuom 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax. 

a gentle  persuasion 


Geigy 
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at  the  site  of  infection 
(where  it  counts)...  M 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^'^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 


700121 
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Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic strejitococci,  and  pneumococci ).  The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  ti'eatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velo])ment  of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  wei 
chaiacteidzed  by  increased  direct-reacting  bilirubin,  elevati 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephal, 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutam 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  no 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  ni 
been  reported  in  other  patients  taking  prolonged  courses  of  tl 
medication.  Patients  with  chronic  infection  have  been  given  It 
to  2 Gm.  of  the  di-ug  daily  for  periods  of  two  to  six  months,  an 
patients  with  rheumatic  fever  have  taken  prophylactic  doseajt 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  c 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaur 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the- 
patients’  families,  who  were  not  taking  the  drug,  had  epi.sode> 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wer 
determined  in  a group  of  fifty-four  adults  and  children  who  toe 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  s 
rheumatic  fever  prophylaxis.  The  results  were  compared  wit 
those  of  a similar  group  of  forty-four  patients  who  received  pa 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatic 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecour- 
of  treatment  was  observed  in  one  patient  treated  with  Ilosoi  ; 
and  in  two  patients  treated  with  penicillin.  Seven  other  patient 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicilli 
group  showed  elevations  in  one  of  the  tests  at  some  time  durin 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wer 
reported  in  102  pediatric  patients  who  received  short-term  (ta 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infe 
tions.  Results  of  liver  function  tests  in  these  patients  were  cob 
parable  to  those  in  a similar  control  group  who  had  receive 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e: 
fects  are  observed  in  a small  proportion  of  individuals  as  a resu 
of  a local  stimulating  effect  of  the  medication  on  the  alimentar, 
tract;  however,  the  normal  intestinal  gram-negative  bacteria 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  u: 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bod; 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fo 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  an 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosag 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyci' 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage! 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftee' 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythrt 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  c 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  par 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  ai-Hi 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  . ; 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatidri! 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoul 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.E,  125  and  250  rag 
(equivalent  to  base) , in  bottles  of  24  and  100. 

'Tablets  Ilosone  Chewable,  N.E,  125  mg.  (equivalent  to  base) 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc.- 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equivalen' 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packaged 

References:  1.  Griffith,  R.  S..  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  2^7:69,  1964 

2.  Griffith,  R.  S..  and  Black.  H.  R. : Antibiotics  & Chemother.,  12;398,  1961 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc..  2^9.198.  1960. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company^  Indianapolis^  Indiana 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gerv,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains; 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 


Vitamin  82  (Riboflavin)  10  mg 

Vitamin  85  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults.  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6-3613 
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Sleep-interfering 
anxiety  and  tension 
can  usually  be  relieved 
with 

EQUANIL* 

(meprobamate)  .Wyeth 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  with- 
drawn gradually  to  avoid  possibly  severe  with- 
drawal reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
tions, sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
have  occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
agents.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 


Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  mepro- 
bamate. Coated  Tablets,  Wyseals®  Equanil 
(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 


Wyeth  Laboratories 
Philadelphia,  Pa. 
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ENDORSED  BY  THE  MAINE  MEDICAL  ASSOCIATION 

For  Its  Alembers 


MALPRACTICE  INSURANCE 

HARTFORD  INSURANCE  GROUP 

Noyes  & Chapman 

Genera!  Insurance 

465  Congress  St. 

Portland,  Maine 

Serving  Maine  doctors  for  over  90  years 

LAWRENCE  D.  CHAPMAN  772-2841 


"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely:  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 
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It  works 


SUMMARY: 

TRESr  (METHIXENE  HYDROCHLORIDE) 
relieves  G.l.  spasm,  hyperactivity 
and  associated  pain  by  directly 
antagonizing  the  parasympathetic 
nervous  system. 

Each  tablet  contains  methixene  hydrochloride,  1 mg. 

INDICATIONS;  Gastrointestinal  Spasm  and  Hypermotility. 

CONTRAINDICATIONS:  Pyloric  obstruction,  gastric  retention,  obstructive  organic  disease 
of  the  gastrointestinal  tract,  organic  cardiospasm,  duodenal  stenosis,  stenosing  peptic 
ulcer,  and  urinary  bladder  neck  obstruction  or  prostatic  hypertrophy  are  contraindications 
to  the  use  of  this  drug. 

WARNING:  Overdosage  produces  anticholinergic  side  effects.  Although  the  animal  re- 
production studies  are  negative,  until  there  is  clinical  confirmotion  of  safety  in  pregnancy, 
this  product  should  not  be  used  in  women  who  may  become  pregnant  unless  in  the  opinion 
of  the  physician  the  benefits  outweigh  the  risks. 

PRECAUTIONS:  Use  only  with  caution  in  patients  with  certain  types  of  cardiovascular 
disease,  since  anticholinergic  drugs  may  cause  arrhythmias.  Extensive  clinical  studies  of 
TREST  have  shown  no  evidence  of  glaucoma.  However,  Ihe  possibility  exists  thal  it  can 
occur  since  it  has  been  reported  as  a characteristic  side  effect  of  anticholinergic  drugs. 
This  product  does  not  replace  definitive  treatment  in  organic  gastrointestinal  disease. 

SIDE  EFFECTS:  Side  effects  are  generally  absent  when  TREST  is  used  in  the  recommended 
dosage  of  1 to  2 mg.  three  times  daily.  Uncommonly,  allergy  or  sensitivity  to  the  drug  may 
be  manifested  by  generalized  rash  or  widespread  desquamation.  In  case  of  prolonged  or 
massive  overdosage,  dry  mouth,  blurred  vision,  and  urinary  retention,  typical  side  effects 
common  to  anticholinergic  drugs,  may  occur.  Occasionally,  sensitive  patients  may  notice 
mild  dryness  of  mouth  or  slight  blurring  of  vision  from  doses  of  2 mg.  or  more.  Most 
patients  tolerate  single  doses  of  5 mg.  without  such  side  effects. 

DOSAGE:  The  usuol  adult  dosage  is  1 mg.  by  mouth  three  times  daily.  If  necessory,  the 
dose  may  be  increased  to  2 mg.  three  times  doily.  Pediatric  dosage  has  not  been  determined. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 

Puts  the  G.l.  tract 
to  rest 

DORSEY  LABORATORIES  • o division  of  The  Wander  Company  • Lincoln,  Nebraska 
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An 

antispasmodic 

that 

antagonizes. 


How  TRESr 

(METHIXENE  HYDROCHLORIDE) 

works. 


parasympathetic  nerve 


TREST  (methixene  hydrochloride) 
directly  antagonizes  the 
parasympathetic  nervous  system. 

TREST  (methixene  hydrochloride) 
blocks  the  action  of  acetylcholine 
formed  at  the  synapses  and  visceral 
parasympathetic  nerve  endings. 

Therefore,  nerve  impulses  are 
prevented  from  reaching  the  smooth 
muscle  layer. 


Smooth 

Muscle 


Nerve 

Endings 


Evidence 
that  TRESr 

(METHIXENE  HYDROCHLORIDE) 

works. 


EFFECTIVENESS  AND  SAFETY 


t.i.d.  dosage  in  milligrams 


Img, 


symptomatic  relief 


2 mg. 


upper  recommended  clinical  dose/greater 
pharmacologic  activity  and  symptomatic 
relief/side  effects  uncommon 


10  mg. 


Studies  with  372  subjects  revealed  no  adverse  effect 
upon  vital  organs  when  dosage  was  increased  10 
times  the  normally  effective  dose  of  1 mg.  t.i.d. 
for  periods  up  to  2'/2  years  of  continued  administration. 


LACK  OF  SIDE  EFFECTS 


22 


Following  single  doses  of  1 mg.  of  Trest  (methixene 
hydrochloride),  none  of  the  subjects  noted  blurred 
vision,  nor  was  dryness  of  the  mouth  recorded. 

When  the  dose  was  increased  to  2 mg.,  the  blurred 
vision  was  noted  by  one  of  22  subjects. 

Only  2 of  22  subjects  noted  dry  mouth  and  blurring 
of  vision  even  when  doses  of  5 mg.  were  given. 


Blurred  Vision 


Dry  Mouth 


1 mg.  2 mg.  3 mg.  4 mg.  5 mg. 


Conclusion:  Typical  atropine-like  side  eftects  are  not  expected 
when  Trest  is  used  1 mg.  t.i.d.  These  effects  are  uncommon 
when  the  dosage  is  increased  to  2 mg.  t.i.d. 


"A  highly  satisfactory  symptomatic  response  was  obtained  in  20  of  the 
23  patients  who  took  1 mg.  of  methixene  hydrochloride  (Trest)  by  mouth  three 
times  daily.  No  side  effects  occurred  at  this  dosage  during  administration  of 
the  medication  itself. 

"Methixene  hydrochloride  (Trest)  provides  highly  gratifying  sympto- 
matic relief  in  a variety  of  conditions  associated  with  gastrointestinal  motility 
without  producing  the  usual  atropine-like  side  effects  and  without  requiring 

concurrent  barbiturate  sedation."  — Martins,  J.  K.; 

Clin.  Med.  72:1313-1316 
(Aug.)  1 965. 

"...  in  a series  of  47  patients  suffering  from  various  types  of  functional 
bowel  distress.  The  superiority  of  this  drug  (Trest)  in  dosage  of  1.0  mg.  three 
times  daily  by  mouth  over  the  placebo  is  statistically  significant.  At  that  dosage 

level,  side  effects  were  not  observed."  — Hufford,  A.  R.; 

Clin.  Med.  72:1151-1155 
(July)  1965. 


TELEPHONE 
774-8276  FOR 

Insurance  for  Members 

OFFICIALLY  ENDORSED  - 

MAINE  MEDICAL  ASSOCIATION 

DOW  & PINKHAM 

107  EXCHANGE  STREET,  PORTLAND 


BLUE  CROSS  AND  OTHER  INSURANCES  ARE  ACCEPTED 


ANDREW  FERGUS,  M.D. 
Diplomate,  American  Board  of 
Psychiatry 
( hief  of  Staff 


PHILIP  BLINDER,  M.D. 
Psychiatrist 
Sec.  of  Staff 


® Utilizins  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 


The  Utterback  Private  Hospital 


31  Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine 

Beautiful  Grounds,  Large  Rooms  with  Bath.  Mental  Health,  Care  for  the  Aged  and  Convalescent  Care. 

Reasonable  Rates 
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LIBRIUlWI 


© 


(chlordiazepoxideHCI) 


N ANXIETY 


IS  A SIGNIFICANT  ^ 
COMPONENT  OF  THI 


CUNICAL  PROHLE 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  Warn  against 
hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  administering  to  addiction-prone  patients  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug 
and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
child-bearing  age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  in  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective  amount,  increasing 
gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other  psychotropics  is  not  recommended.  Paradoxical  ' 

reactions  have  been  reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has 
not  been  established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function,  impending 
depression  and  suicidal  tendencies.  ' 

Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated.  These  are  reversible  ‘ 

in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower  dosage  ranges.  Syncope 
occurs  rarely.  Also  encountered  are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop  occasionally,  making  periodic 
blood  counts  and  liver-function  tests  advisable  during  protracted  therapy.  Individual  maintenance  dosages  should  be  ' 

determined. 

Dosage:  Oral  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 

Supplied:  Capsules,  5 mg,  10  mg  and  25  mg  — bottles  of  50. 

Roche  Laboratories  • Di  'ision  of  Hoffmann  - La  Roche  Inc  • Nutley,  N.J.  07110 
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Something  special 

^ Compound- 

^ Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
[ ’ 227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available 
to  the  medical  profession  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


THE 


\961 


IDENTI-CODE^" 

(formula  identification  code.  Lilly) 

provides  quick,  positive  product 
identification. 
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when  it  counts... 

Chloromycetin 

(chloramphenicol) 


OAKKC.  DAVIS  t COMPANY,  Otimil,  Miehigui  4»23i 


Complete  information  for  usage 
available  to  physicians  upon  request. 
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Homecoming 
is  great . . . 


if  you  have 
Blue  Shield 
for  doctor  hills 


Blue  Shield  often  makes  the  difference  between 
a harried  homecoming  and  a happy  one.  Last 
year,  Blue  Shield  paid  more  than  a billion  dollars 
in  doctor  bills  on  behalf  of  its  53  million  mem- 
bers. And  Blue  Shield  pays  out  more  of  the 
dollar  in  benefits  because  nobody  in  the  volun- 
tary medical  prepayment  field  has  lower  operat- 
ing expenses. 

Employers  value  the  convenience  of  Blue 
Shield  since  the  doctor  is  normally  paid  direct — 
leaving  little  or  no  red  tape  or  paperwork.  Small 
wonder  7 our  of  10  of  America’s  largest  indus- 
trial corporations  favor  Blue  Shield  for  their 
employees. 


ASSOCIATED  HOSPITAL  SERVICE  OF  MAINE 
509  FOREST  AVENUE  Recommend 

PORTLAND,  MAINE  04101 


With  Over  800 
Participating  MDs 


I 


5 

i 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’  Compound  with  Codeine  Phosphate  gr.  V^  No.  3 

Each  cablet  contains:  Codeine  Phosphate  gr.  Vi  (\Varning  — May  be  habit 
forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


iPTt 


at  the  site  of  infection 
(where  it  counts). . . M 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^'^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


Estolate 


( See  next  page  for  prescyibing  information.) 


IlosoneV  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  I'heumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible foi-  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  elevat- 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutan 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nn: 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  r 
been  reported  in  other  patients  taking  prolonged  courses  of  t 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jau 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episoc 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  we 
determined  in  a group  of  fifty-four  adults  and  children  who  to 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  pi’ophylaxis.  The  results  were  compared  wi 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatl 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  cour 
of  treatment  was  observed  in  one  patient  treated  with  Iloso 
and  in  two  patients  treated  with  penicillin.  Seven  other  patier 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicilhi 
group  showed  elevations  in  one  of  the  tests  at  some  time  durii 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  we 
reported  in  102  pediatric  patients  who  received  short-term  (te 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  inf( 
tions.  Results  of  liver  function  tests  in  these  patients  were  coi 
parable  to  those  in  a similar  control  group  who  had  receiv 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  t 
fects  are  observed  in  a small  proportion  of  individuals  as  a resi 
of  a local  stimulating  effect  of  the  medication  on  the  alimenta 
tract;  however,  the  normal  intestinal  gram-negative  bacteri 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  u 
of  erythromycin,  there  have  been  occasional  reports  of  urticari 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  boi 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  f 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  houi 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  ai 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosa: 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftei 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythr 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  ' 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  a 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syiihilis  should  have  a dark-field  examinatif 
before  receiving  antibiotics,  and  monthly  serologic  tests  shou 
be  made  for  a peiiod  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  rf  I 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.  (equivalent  to  base 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-ci  ■ 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equivale; 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package 

References:  1.  Griffith.  R.  S.,  and  Hlack,  H.  R.;  Am.  J.  M.  Sc.,  547'.'69,  19( 

2.  Griffith,  R.  S..  and  Black.  H.  R. : Antibiotics  & Chemother.,  /2;398,  19(  j 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  ^'inland,  M.:  Am.  J.  M.  Sc.,  239.19S.  i960.  ^ 


Additional  information  available  to  'physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  1^6206. 
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for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  elfectiveness 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus*-i3  and  an  acceleration 
of  endometrial  changes. With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norelhindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  docs  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention. conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 
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the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D.,  Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss?”  Occasionally,  you  will  ask  yourself  this 
cjLiestion  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98 °F,  and  with  a humidity 
of  approximately  40^/oJ 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.^ 

riasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air-borne  bacteria.^  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.'*  The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  Viruses,  which  are  of  the 
order  of  1 /lOOO  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.^ 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The 
volume  of  secretion  may  rise  from  practically  noth- 
ing to  nearly  60cc  in  twenty-four  hours.'’  The  mucous 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory 
cells  which  have  migrated  to  the  area.  Gradually, 
over  a period  of  a few  days,  or  a week,  the  flood 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance. 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly 
swollen  and  reddened.  Sticky,  mucopurulent  secre- 
tions are  a continuous  feature,  and  the  glandular 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal surface  takes  on  an  irregular,  rounded  "mul- 
berry” appearance,  and  nasal  passages  are  occluded 
by  the  swollen  turbinates  and  redundant  mucosa. 


N hile  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "flare”  reactions  in  the  skin,  when 
the  epidermis  is  rhe  allergic  shock  organ.  While  we 
eagerly  awair  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor’s cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
IS  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.'  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.” 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  parients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.^ In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.'°  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid.”  The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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it’s  a 

comforting  thing 


For  postnasal  drip,  clogged  ears 

and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

keep  patients  comfortable  ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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cipicate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.'^ Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


i the  complex  interplay  of  allergy  and  infection  is 
I largely  unclear.  Allergy  to  the  viruses  and  bacteria 
j which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection.'^  This  'jolt”  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections, antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases. 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose.” 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic' 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 


Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 
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disorders: 


B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘'reminder” 
jars  of  30  and  100;  bottles  of  500. 
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You  can’t  set  her  free. 
But  you  can  help  her 
feel  less  au\ions. 


You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 
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Postoperative  Care  of  the  Tracheostomy 

Coring  W.  Pratt,  M.D.* 


Proper  postoperative  care  may  make  the  difference 
benv'een  success  and  failure  of  a surgical  procedure. 
This  is  particularly  true  of  the  tracheotomy.  Skillfully 
administered  care  during  the  postoperative  period  may 
make  for  a completely  uneventful  course  in  a patient 
who  might  become  unnecessarily  complicated,  and  per- 
haps even  lost,  without  meticulous  attention. 

Tracheotomy  is  performed  most  frequently  to  circum- 
vent fixed  obstructions  of  the  upper  airway  or  to  pro- 
vide for  relief  of  fluid  obstructions  of  the  lower  air- 
way. By  this  procedure  the  normal  air  conditioning  func- 
tions of  the  nose  are  lost  and  skillful  care  of  the  trache- 
ostomy requires  that  the  physician  must  remedy  this  de- 
ficiency' in  the  inspired  air.  He  must  supply  warm,  hu- 
mid, clean  air  for  his  patient  to  breathe,  in  addition  to 
caring  for  the  technical  problems  associated  with  a 
tracheostomy. 

The  first  and  most  important  part  of  the  care  of  the 
postoperative  tracheostomy  is  CONSTANT  OBSERVA- 
TION. This  can  be  accomplished  only  by  the  presence 
of  a nurse  and/or  attendant  at  the  bedside  at  all  times. 
In  the  modern  hospital  situation,  where  intensive  care 
units  are  standard,  one  or  more  patients  may  be  con- 
stantly observed  and  cared  for  by  the  team  of  nurses  in 
attendance.  This  provides  a great  saving  in  nursing  per- 
sonnel. 

Constant  observation  must  be  provided  when  a tra- 
cheostomy tube  is  in  place  in  children,  the  unconscious, 
the  aged  and  the  debilitated.  Only  in  those  patients  w'ho 
make  an  adequate  recovery,  and  who  are  able  to  learn 
to  care  for  the  tracheostomy  by  themselves,  is  it  safe  to 
terminate  constant  attention.  However,  in  those  who  are 
physically  and  psychologically  able  to  assume  the  care  of 
their  own  tracheostomies,  it  should  be  recognized  that 
part  of  their  rehabilitation  includes  learning  to  care  for 
the  appliances  employed,  and  developing  confidence  in 

•Department  of  Otolaryngology,  Thayer  Hospital,  Waterville, 
Maine  04901. 


their  abilities  to  manage  their  own  care.  This  is  especial- 
ly true  and  particularly  important  for  those  who  must 
continue  to  wear  tubes  permanently  or  for  prolonged 
periods  of  time.  With  members  of  this  group,  instruc- 
tion should  begin  at  the  first  practical  moment  so  that 
they  do  not  become  too  long  dependent  upon  the  care 
and  solicitous  attention  of  others,  which  inevitably 
makes  it  much  more  difficult  for  them  to  ultimately  take 
over  their  own  care. 

Suction  of  the  tracheostomy  is  a routine  method  of 
care  and  most  important  to  the  patient.  The  usual  order 
calls  for  suction  to  be  used  every'  two  hours  and  as  nec- 
essary'. This  in  effect  provides  regular  cleaning  of  the 
tube  and  the  trachea  throughout  the  day  and  night.  Use 
of  the  suction  tube  stimulates  the  patient  to  cough  and 
this  helps  w'ith  the  removal  of  accumulated  tracheo- 
bronchial secretions.  The  suction  should,  ideally,  be 
passed  dow'n  only  as  far  as  the  distal  end  of  the  pros- 
thetic tracheal  rube,  and  the  patient  should  be  encour- 
aged to  cough  the  secretion  up  to  where  it  may  be 
caught  by  the  catheter.  If,  however,  the  patient  is  unable 
to  raise  secretion  to  this  point,  the  catheter  should  be 
passed  down  into  the  trachea,  and  the  material  aspirated. 
Usually,  this  maneuver  produces  violent  coughing  and 
helps  with  the  collection  of  tracheal  secretions. 

Proper  handling  of  the  catheter  should  be  uniformly 
followed  in  suctioning  below  the  cannula.  The  suction 
apparatus  should  be  connected  with  a "Y”  tube  beru'een 
the  suction  tube  and  the  catheter.  When  the  catheter  is 
introduced  into  the  trachea,  the  vent  arm  of  the  "Y” 
tube  should  be  wide  open.  Only  after  the  catheter  has 
been  passed  down  the  trachea  as  far  as  necessary  should 
the  open  arm  of  the  "Y”  rube  be  occluded,  thus  starting 
the  suction  effectively  and  then,  with  the  "Y”  tube  oc- 
cluded and  the  suction  working,  the  catheter  should  be 
removed  slowly  and  methodically.  The  tracheostomy  tube 
should  be  suctioned  within  ten  seconds  or  so  and  the 
patient  then  given  a chance  to  recover  for  a minute  or 
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Fig.  1 shows  proper  catheter  and  'Y''  tube.  With  suction 
turned  on  and  the  tip  of  the  catheter  occluded  the  catheter 
does  not  collapse  near  the  Y " tube. 


Fig.  2 shows  improper  catheter  for  use  in  suction  of  tracheos- 
tomy. When  the  tip  of  the  catheter  is  occluded  the  catheter 
collapses  near  the  "Y  " tube. 


two  before  the  suctioning  process  is  repeated.  When  the 
suction  catheter  is  in  the  tracheostomy  tube  little  oxygen 
is  able  to  pass  by  for  ventilation  of  the  patient,  thus 
prolonged  suctioning  may  produce  hypoxia  which  the 
tracheostomy  was  designed  to  relieve.  In  addition,  the 
spasm  and  cough  evoked  by  the  stimtdation  of  the  cathe- 
ter may  be  most  distressing  to  the  patient,  and  may 
bother  him  much  less  if  produced  in  divided  doses.  If 
the  catheter  is  introduced  with  the  suction  working 
effectively  all  the  way  down,  the  tip  will  often  catch 
and  grab  onto  the  wall  of  the  trachea,  the  carina  or  ad- 
here to  some  other  part  of  the  tracheobronchial  tree  and 
rhereby  unnecessarily  traumatize  the  delicate  membrane 
lining  the  tracheobronchial  tree  and  complicate  the 
postoperative  course. 

It  is  possible  to  suction  either  bronchus  selectively, 
in  most  individuals.  In  general,  if  the  patient’s  head  is 
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Fig.  3 shows  routine  setup  for  bedside  suction  apparatus  for 
tracheostomy.  A duplicate  setup  should  be  provided  and  kept 
separate  for  oral  suction. 


turned  to  the  right,  the  catheter  will  readily  pass  into 
the  left  main  bronchus.  If  the  head  is  straight  or  turned 
to  the  left,  the  catheter  will  usually  pass  into  the  right 
main  bronchus.  It  is  sometimes  useful  to  gently  twist 
the  neckplate  of  the  tracheostomy  tube.  If  it  is  twisted 
in  a counter-clockwise  direction  the  catheter  will  be 
directed  toward  the  left  main  bronchus  and  if  it  is 
twisted  clockwise  it  will  be  directed  toward  the  right 
main  bronchus.  This  is  often  helpful  in  selectively  suc- 
tioning an  area  which  is  in  need  of  special  attention. 

There  are  some  important  facets  to  the  proper  suc- 
tioning of  the  tracheostomy.  First  and  most  important 
is  the  choice  of  catheter  which  should  possess  certain 
characteristics.  First,  firmness  at  the  end  which  attaches 
to  the  suction  tube  is  essential  (Fig.  Ij.  If  an  ordinary 
catheter  is  used,  it  may  collapse  and  the  suction  will  not 
be  effective  ( Fig.  2 ) . Second,  the  tip  of  the  catheter 
should  have  only  one  hole,  which  should  be  an  opening 
at  the  extreme  end.  Multiple  hole  catheters,  while  they 
may  be  ideal  for  drainage  of  a body  cavity,  are  utterly 
useless  in  suctioning  inspissated  secretion  from  a trachea, 
"When  the  distal  hole  becomes  plugged  with  secretion, 
air  will  enter  the  proximal  hole  and  reduce  the  effective- 
ness of  the  suction. 

The  table  for  the  suction  catheter  should  be  set  up  by 
the  bedside  with  a bottle  of  1:750  Benzalkonium 
Chloride  and  a bottle  of  Ringer's  Solution  ( Fig.  3 )■  The 
catheter  should  be  stored  in  the  Benzalkonium  Chloride 
and  rinsed  with  Ringer’s  Solution  before  and  after  use. 
Experimental  work  has  demonstrated  that  Benzalkonium 
Chloride,  in  this  concentration,  is  not  injurious  to  the 
tracheobronchial  membrane  and  that  rinsing  of  the 
catheter  is  unnecessary  but,  in  spite  of  this,  we  prefer 
to  rinse  the  catheter  in  Ringer's  Solution  prior  to  use. 

The  problem  of  asepsis  in  managing  tracheostomies 
is  a most  important  one.  It  is  the  feeling  of  the  author 
that  the  usual  case  should  be  handled  in  a very  clean 
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but  not  aseptic  manner.  A similar  setup  should  be  made 
for  a catheter  to  be  used  exclusively  for  oral  suction  and 
the  two  catheters  should  not  be  used  interchangeably. 
Sterile  catheters  should  be  supplied  twice  a day  and  at 
any  time  when  gross  contamination  from  any  source  has 
taken  place. 

In  desperately  ill  patients,  such  as  those  on  whom 
precautions  are  customarily  used  ( i.e.  burns),  the  nurse 
should  be  gowned  and  gloved  and  the  entire  routine  of 
tracheostomy  care  should  be  carried  our  in  a rigid  asep- 
tic manner.  It  has  been  recommended  that  in  these  situa- 
tions the  tracheal  catheter  should  be  discarded  after  each 
use  and  replaced  with  a sterile  one.  This  of  course  adds 
many  complications  to  an  already  complex  situation;  but 
in  the  desperately  ill  patient  such  precautions  should  be 
observed. 

Cleaning  of  the  inner  tube  of  the  tracheostomy  set 
is  of  crucial  importance.  This  is  done  as  a matter  of 
routine  every  two  hours  and  more  frequently  if  neces- 
sary. The  technique  is  relatively  simple,  and  should  be 
done  by  passing  a brush  or  a knotted  pipe  cleaner 
through  the  tube  following  its  removal  from  the  outer 
tube,  in  conjunction  with  hydrogen  peroxide  or  a good 
detergent.  A straight  pipe  cleaner  will  not  clean  the  tube 
adequately.  Materials  for  cleaning  the  inner  tube  should 
always  be  kept  by  the  bedside,  and  the  inner  tube  should 
be  cleaned  and  replaced  without  delay  after  its  removal 
from  the  outer  cannula.  If  the  inner  tube  is  left  out  for 
any  appreciable  length  of  time,  crusting  of  inspissated 
mucus  may  occur  on  the  inside  of  the  outer  tube  and  it 
may  then  be  difficult  or  even  impossible  to  replace  the 
inner  tube. 

When  a plastic  or  rubber  tube,  without  inner  can- 
nula, is  used,  it  is  necessary  to  remove  the  whole  tube 
and  replace  it  with  another  in  order  to  properly  clean 
it.  Plastic  tubes  seem  to  accumulate  less  secretion  on  the 
inner  walls  than  silver  or  rubber  tubes  and  for  this 
reason  have  some  advantage  in  the  management  of  the 
patient.  Rubber  tubes  accumulate  crusts  more  readily 
than  either  silver  or  plastic.  Our  choice  is  the  silver  tube 
with  an  inner  cannula  which  may  be  conveniently  and 
easily  removed  for  proper  cleaning. 

Humidity  is  of  prime  importance  in  the  successful 
management  of  the  tracheostomy.  Its  skillful  application 
is  of  vital  importance  to  the  patient  and  may  be  more 
crucial  than  some  other  seemingly  important  items.  Prop- 
er humidification  may  be  accomplished  by  administra- 
tions of  water  via  different  routes. 

• First,  the  patient  must  be  kept  adequately  hydrated, 

! as  the  dehydrated  patient  produces  thick,  sticky  mucus 
i which  readily  dries  and  is  tenacious  and  difficult  to  re- 
move by  suction. 

Second,  water  may  be  applied  as  a vapor  directly  to 
the  tracheobronchial  tree.  In  patients  receiving  oxygen 
1 this  is  of  special  importance,  as  the  cold  gas  which  is 
; expelled  from  oxygen  systems  is  nearly  anhydrous 
and  must  be  both  humidified  and  warmed  in  order 
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to  provide  adequate  humidity  at  body  temperature. 
Proper  humidification  of  cold  oxygen  is  difficult  unless 
the  vapor  is  added  as  a mist  by  means  of  a nebulizer.  In 
lieu  of  more  elaborate  and  more  convenient  appliances, 
the  application  of  a wet  gauze  sponge  over  the  trache- 
ostomy is  of  considerable  help  in  the  humidification  of 
inspired  room  air.  An  attempt  at  improved  humidifica- 
tion was  seen  in  the  old-fashioned  croup  tent  in  which 
hot  steam  was  introduced  into  a tent  of  sheets  wrapped 
around  the  patient.  A great  improvement  was  noted 
when  cold  steam  or  fog  was  introduced  into  plastic  tents 
by  mechanical  fog  generators  and  the  added  danger  of 
boiling  water  was  eliminated  from  the  proximity  of  the 
bedside.  An  efficient  nebulizer  introduces  adequate  water 
vapor  into  either  oxygen  or  compressed  air  and  these 
devices  have  an  important  place  in  the  oxygen  systems 
in  use  today.  They  are,  however,  liable  to  malfunction 
if  not  properly  cleaned  and  maintained.  For  this  reason, 
special  care  should  be  taken  to  see  that  they  are  not 
only  in  the  system,  but  that  they  are  delivering  the 
water  vapor  adequately.  The  most  efficient  device  is  the 
ultrasonic  fog  generator,  with  which  it  is  possible  to 
produce  the  most  dense  sort  of  mist  which  passes  easily 
and  freely  into  the  tracheobronchial  tree.  At  times  it 
stimulates  coughing,  a helpful  adjunct  to  therapy  in 
certain  cases,  and  in  all  instances  it  introduces  an  enor- 
mous amount  of  water  into  the  tracheobronchial  tree. 
Therapy  with  this  equipment  is  usually  intermittent,  a 
treatment  being  given  for  fifteen  minutes  four  times  a 
day.  Care  must  be  taken,  however,  in  using  this  sort 
of  therapy  with  small  children,  as  it  is  possible  to  in- 
troduce sufficient  water  into  the  tracheobronchial  tree, 
and  to  have  it  absorbed,  to  produce  enough  hemodilu- 
tion  to  endanger  the  child. 

Third,  one  method  of  adding  water  directly  to  the 
tracheostomy  is  by  the  addition  of  Ringer's  Solution. 
This  may  be  instilled  directly  into  the  tube,  on  inspira- 
tion, so  that  it  will  pass  directly  into  the  trachea  and 
topically  wet  the  secretions.  One  or  two  cubic  centi- 
meters of  Ringer's  Solution  may  be  added  in  this  man- 
ner approximately  every  half  hour.  After  the  solution 
is  instilled  the  patient  usually  coughs  and  suction  may- 
be used  to  pick  up  whatever  mucus  and  secretion  is 
raised  by  the  combined  effect  of  the  tracheobronchial 
lavage  and  the  cough.  This  is  especially  helpful  in  re- 
lieving the  problem  of  tracheal  encrustation,  once  it  has 
become  a problem.  Of  course,  the  best  treatment  is  pre- 
vention, by  the  skillful  application  of  the  techniques 
previously  described.  It  is  also  helpful  at  times  to  add 
sodium  lauryl  sulphate  to  the  instilled  solution  for  its 
beneficial  effect  as  a wetting  agent.  In  addition.  Peni- 
cillin may  be  added  to  the  instilled  solution.  When 
Penicillin  is  used  in  this  way,  it  should  be  in  a concen- 
tration of  200  to  400  units  per  cubic  centimeter,  as 
stronger  solutions  have  been  reported  to  produce  bron- 
chial irritation  when  used  topically. 

The  tracheostomy  makes  a convenient  route  for  the 
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Fig.  4 shows  a simple  method  of  attaching  tapes  to  the 
neckplate  of  the  tracheostomy  tube.  A slit  is  made  near  one  end 
of  the  tape  and  the  other  end  of  the  tape  is  passed  first  through 
the  slot  of  the  neckplate  and  then  through  the  slit  in  the  tape. 
It  should  be  done  as  on  the  right  so  that  the  raw  end  of  the 
tape  is  next  to  the  neck  where  it  does  not  interfere  with  post- 
operative care. 

administration  of  certain  topical  medications.  The  addi- 
tion of  Alevaire®  is  of  great  help  in  those  situations 
where  a wetting  agent  is  needed.  Mucolytic  agents  such 
as  Pancreatic  dormase  (Dornavac®),  or  Acetylcysteine 
(Mucomyst®),  or  Crystallized  Trypsin  may  be  incor- 
porated in  the  mist  which  is  supplied  to  the  tracheos- 
tomy and  good  reports  have  been  noted  of  their  effect 
when  administered  by  this  route.  Caution  must  be  exer- 
cised in  the  use  of  these  agents,  as  the  effectiveness  of 
their  mucolysis  is  such  that  the  patient  may  be  flooded 
by  a gush  of  secretion  which  may  obstruct  the  major  air 
passages  unless  scrupulously  and  promptly  removed  by 
suction.  At  present,  there  is  doubt  that  these  compounds 
should  be  instilled  via  the  ultrasonic  generated  mists. 
In  addition,  topical  use  of  antibiotics  and  other  agents 
may  be  had  via  the  tracheostomy. 

The  complication  of  crusting  may  be  avoided  by  skill- 
ful management  of  humidity.  The  problem  arises  more 
frequently  in  debilitated,  infected  and  postirradiation 
patients  than  in  others,  and  they  should  be  treated  with 
special  care  so  far  as  humidity  is  concerned. 

The  tapes  of  the  tracheostomy  tube  should  be  tied 
snugly,  in  a square  knot.  Nurses  sometimes  endeavor  to 
accommodate  the  patient’s  whim  by  leaving  the  tra- 
cheostomy tube  tied  loosely,  and  occasionally,  with  a bow 
knot.  This  makes  it  easier  to  change  the  tapes  and  for 
the  patient  to  adjust  it  to  his  own  idea  of  proper  tension. 
This  also  sets  the  stage  for  a disaster,  as,  with  a loosely 
tied  tube,  the  patient  may  cough  the  tube  out  of  the 
trachea  into  the  neck  where  it  will  be  obstructed  by  the 
tissues  of  the  neck  and  may  be  difficult  to  replace.  If  the 
tapes  are  tied  in  a bow,  the  patient  may  roll  over  in  bed, 
untie  the  bow  and  then  cough  tlie  tube  completely  out. 
It  is  even  possible  for  the  patient  to  untie  the  tracheos- 
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tomy  tape  thinking  that  it  is  the  knot  of  the  tie  of  the 
hospital  gown  and  thereby  loosen  and  lose  the  tube.  In 
the  patient  who  really  needs  an  auxiliary  airway  this 
would  be  a complete  disaster  unless  someone  might  be 
at  hand  who  could  immediately  replace  it.  A simple 
method  of  attaching  the  tapes  to  the  neckplate  is  to 
make  a small  slit  in  the  end  of  the  tape  and  pass  the 
end  of  the  tape  through  both  the  slot  of  the  neckplate 
and  the  slit  in  the  tape  and  pull  it  up  tight  IFig.  A). 

A sterile  sponge  should  be  used  under  the  neckplate 
of  the  tracheostomy  tube  to  keep  it  separated  from  the 
patient’s  neck.  This  provides  for  the  absorption  of  exu- 
date from  the  tracheostomy  wound  and  reduces  con- 
tamination of  the  wound  from  external  sources.  One  of 
the  nonadherent  dressings  is  especially  helpful  for  this 
purpose,  although  ordinary  gauze  may  be  used  with 
satisfaction.  In  some  cases,  the  neckplate  of  the  trache- 
ostomy tube  may  produce  a pressure  point  on  the  neck, 
or  the  keeper  may  irritate  the  chin  { especially  in  fat 
babies ) and  these  points  must  also  be  protected  with 
gauze. 

Although  regular  and  frequent  changes  of  the  inner 
tubes  are  of  prime  importance  in  the  management  of 
the  tracheostomy,  there  is  relatively  little  advantage  in 
very  frequent  changes  of  the  outer  tube.  In  past  years 
a fetish  of  daily  change  of  tracheostomy  tubes  was  the 
rule.  In  more  recent  years,  this  has  not  been  slavishly 
carried  out,  and  there  appears  to  be  little  difference  in 
the  postoperative  progress  of  the  patient.  The  author 
has  seen  one  patient  who  had  worn  a silver  tracheostomy 
tube  continually  for  four  years  without  ever  changing  it. 
She  had  cleaned  under  the  tube  and  around  it  and  her 
skin  was  in  perfectly  good  condition  and  clean.  Plastic 
tubes,  without  inner  tubes,  are  easier  to  maintain  with- 
out regular  changes. 

Proper  adjustment  of  the  tracheostomy  tube  is  an  es- 
sential part  of  the  care  of  the  patient.  A tube  which  is 
properly  placed  should  enter  the  lumen  of  the  trachea. 
A tube  which  is  either  too  long  or  too  short  is  both  un- 
comfortable and  dangerous.  If  constant  pressure  is  placed 
in  either  position  an  erosion  may  form  which  will  cause 
bleeding,  ulceration,  chondritis  and  possibly  even  per- 
foration of  the  trachea.  A more  likely  and  disturbing 
problem  is  the  development  of  a polyp  of  granulation 
tissue  which  may  bleed  and  in  rare  instances,  obstruct 
the  tracheostomy.  If  the  tube  is  long  enough  to  reach 
the  lumen  of  the  trachea,  but  is  found  to  rest  on  either 
wall,  it  is  sometimes  possible  to  adjust  it  by  blocking 
up  the  neckplate  of  the  tube  with  gauze.  If  this  fails 
to  solve  the  problem  a tube  of  different  curve  may  be 
tried. 

The  use  of  ventilator  assisters  in  conjunction  with 
tracheostomy  adds  an  occasional  complication  and  a 
word  or  two  about  the  special  requirements  of  these 
cases  is  in  order.  Some  ventilator  assisters  must  be  con- 
nected to  the  tracheostomy  tube  with  a gas-tight  fit  in 
order  to  provide  efficient  ventilation.  They  should  also 
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be  connected  by  means  of  a flexible  connecting  unit  so 
that  the  change  of  position  of  the  patient  during  the 
respiratory  cycle  will  not  pull  or  tug  on  the  tracheostomy 
tube,  as  such  force,  with  the  leverage  provided  by  this 
mechanical  equipment  wdll  readily  and  surely  produce 
damaging  changes  in  the  tracheal  mucosa.  It  is,  there- 
fore, most  important  to  adjust  this  apparanis  so  that  a 
minimum  of  trauma  is  inflicted. 

It  is  often  helpful  to  use  a cuffed  tube.  This  may  be 
an  ordinary  endotracheal  tube,  a regular  tracheostomy 
tube  with  a cuff  slipped  on  it,  or  one  of  the  plastic  or 
rubber  tubes  wdth  one  or  rw'o  cuffs  moulded  into  the 
tube  itself.  If  a one  cuff  tube  is  used,  the  cuff  should  be 
deflated  for  at  least  five  minutes  of  each  hour  in  order 
to  prevent  erosion  of  the  tracheal  mucosa  from  pressure 
of  the  cuff.  If  the  double  cuff  tubes  are  used,  air  should 
be  alternated  betw'een  the  cuffs  and  this  should  be 
changed  every  half  hour,  in  order  to  protect  the  trachea 
from  damage.  Attempts  to  produce  experimental  lesions 
in  canine  tracheae  by  this  method  have  been  unsuccess- 
ful, but  comparison  of  the  response  of  a healthy  canine 
trachea  wdth  that  of  the  debilitated  human  trachea  in  an 
individual  who  is  already  infected  is  hardly  adequate. 

Summary 

The  proper  care  of  the  postoperative  tracheostomy  is 
a simple  matter  if  it  is  recognized  that  its  object  is  to 
provide  an  accessory  breathing  route  for  the  patient 
which  bypasses  the  nose  and  thus  loses  its  physiological 
functions  of  w'arming,  cleaning  and  humidifying  the  air. 
Thus,  the  physician  must  supply  humidified  air,  if  pos- 
sible warmed,  and  certainly  in  a clean  environment.  Via 
the  tracheostomy  it  is  possible  to  clean  the  tracheo- 
bronchial tree  of  tenacious  secretions  which  cannot  be 
removed  by  the  patient,  and  the  equipment  and  care 
must  be  arranged  to  satisfactorily  accomplish  these  func- 
tions, with  the  minimum  amount  of  trauma  to  the  pa- 
tient and  with  the  maximum  simulation  of  a normal 
physiologic  state.  Of  course,  the  most  important  item  in 
the  case  of  the  tracheostomy  is  to  maintain  continually 
an  open  airway  to  provide  for  adequate  exchange  of  the 
patient’s  respiratory  gasses. 


Conclusions 

The  following  should  be  a basis  for  routine  orders  on 
the  postoperative  tracheostomy: 

1.  Constant  observation. 

2.  Suction  every  two  hours  and  as  necessary. 

3.  Clean  and  change  inner  tube  every  two  hours  and 
as  necessary. 

4.  Force  fluids. 

5.  Continual  humidity  to  tracheostomy. 

6.  No  sedation,  unless  especially  ordered  by  the  at- 
tending physician. 

7.  Obturator  of  tracheostomy  tube  should  be  kept 
constantly  at  the  bedside. 

8.  Keep  a sterile  matching  tracheostomy  tube  set  by 
the  bedside  constantly,  wfith  the  tapes  tied  to  it 
and  ready  for  instant  use. 

9.  Keep  a sterile  Kelly  clamp  or  Trousseau  dilator 
by  the  bedside. 

10.  If  a cuffed  tube  is  used,  deflate  the  cuff  for  three 
minutes  every  twenty  minutes. 

11.  Oxygen  may  be  used  if  necessary,  at  discretion  of 
nurse. 
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Hemolytic  Anemia  in  Valvular  Heart  Disease 

Richard  T.  Chamberlin,  M.D.* 


The  practice  of  medicine  has  become  increasingly 
complicated.  No  longer  may  the  new  practitioner  leave 
the  academic  medical  centers  with  the  common  miscon- 
ception that  a large  segment  of  the  knowledge  he  ac- 
quired there  would  be  useless  to  him  in  the  "simple” 
everyday  practice  of  medicine. 

One  of  the  many  contributing  factors  to  this  develop- 
ment is  the  ease  of  transportation  which  allows  for  the 
referral  of  complicated  cases  to  the  medical  center  for 
diagnosis  and  treatment.  These  cases  will  in  most  in- 
stances be  returned  to  the  care  of  the  referring  phy- 
sician who  now  in  turn  must  be  prepared  to  continue 
the  same  high  level  of  care  to  which  he  entrusted  his 
patient. 

To  illustrate  these  well  known  facts  the  following  case 
is  presented.  It  is  representative  of  a relatively  new  syn- 
drome of  hemolytic  anemia  following  open  heart  surgery 
for  the  replacement  of  pathologic  cardiac  valves.  Study 
of  this  phenomenon  has  subsequently  led  to  new  knowl- 
edge of  red  blood  cell  survival  in  a turbulent  circulation 
and  the  discovery  of  cases  of  a previously  unrecognized 
compensated  hemolytic  state  in  patients  with  valvular 
heart  disease,  even  before  any  surgical  intervention. 

Case  Report 

A 21 -year-old  white  married  male  was  admitted  to  Thayer 
Hospital  with  a chief  complaint  of  weakness.  There  was  a 
history  of  rheumatic  fever  as  a child.  He  was  considered  well 
until  the  age  of  nineteen  when  symptoms  of  rapidly  worsening 
congestive  heart  failure  developed.  Evaluation  at  the  Massa- 
chusetts Memorial  Hospital  in  Boston  determined  the  etiology 
of  his  congestive  failure  to  be  rheumatic  heart  disease  with 
both  mitral  and  aortic  insufficiency.  After  appropriate  cardiac 
catheterization  studies  were  completed,  surgical  replacement  of 
the  mitral  valve  with  a number  three  Starr  valve  using  complete 
cardiac  bypass  was  accomplished  in  March  1965.  The  patient's 
preoperative  hematocrit  was  40%.  He  tolerated  the  surgery  and 
immediate  postoperative  period  satisfactorily.  One  month  after 
surgery  a brief  episode  of  thrombophlebitis  subsided  with  ap- 
propriate therapy,  and  two  months  after  surgery  two  separate 
episodes  of  auricular  fibrillation  were  successfully  converted 
with  Quinidine.  In  May  of  1965  his  complete  blood  count 
was:  Hemoglobin  13.6  gm.%,  red  blood  cell  count  4.6  million 
per  cubic  millimeter,  white  blood  cell  count  5,700,  with  a 
normal  differential.  His  urinalysis  was  normal.  In  November 
of  1965  he  began  to  complain  of  weakness.  This  rapidly  pro- 
gressed and  in  December  the  patient's  complete  blood  count 
was:  Hemoglobin  9.4  gm.%,  red  blood  cell  count  3.1  million 
per  cubic  centimeter,  white  blood  cell  count  4,650,  with  a 
normal  differential,  reticulocyte  count  6.3%.  There  was  a 
questionable  history  of  an  upper  respiratory  tract  infection 
two  weeks  prior  to  admission  and  he  was  febrile  at  99.0°  F. 
He  was  admitted  to  the  hospital  with  a provisional  diagnosis 
of  subacute  bacterial  endocarditis.  There  was  no  history  of 
ulcer  disease  or  of  tarry  stools,  and  no  personal  or  family  his- 
tory of  a bleeding  tendency.  There  was  a history  of  passing  dark 

*From  the  Mansfield  Clinic  and  Medical  Service  of  Thayer 
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urine  intermittently  for  about  a month,  but  no  change  in  stool 
color  or  evidence  of  jaundice. 

Physical  examination  showed  the  patient  to  be  pale.  Blood 
pressure  was  110/60,  pulse  90  per  minute  and  regular,  weight 
136  lbs.  The  skin  revealed  no  petechiae,  ecchymoses,  or  splinter 
hemorrhages.  A few  small,  non-tender  posterior  cervical  lymph 
nodes  were  palpated.  Examination  of  the  head,  ears,  eyes,  nose 
and  throat  was  normal.  The  chest  was  clear  to  ausculation  and 
percussion.  The  left  border  of  cardiac  dullness  was  seen  and 
felt  six  centimeters  to  the  left  of  the  mid-clavicular  line  in  the 
sixth  intercostal  space.  There  was  a palpable  and  audible  sys- 
tolic click.  A grade  three  blowing  systolic  murmur  was  heard  at 
the  apex  with  radiation  to  the  axilla.  There  was  a faint  de- 
crescendo diastolic  murmur  at  the  base  and  along  the  left 
sternal  border.  The  second  pulmonic  sound  was  greatly  accen- 
tuated. There  was  no  hepatosplenomegaly.  There  was  no  club- 
bing of  the  fingers  or  toes,  and  no  peripheral  edema. 

Laboratory  data:  Hemoglobin  9.6  gm.%,  red  blood  cell 
count  3-3  million  per  cubic  centimeter,  white  blood  cell  count 
5,053,  differential  count,  63%  polymorphonuclear  leucocytes, 
3%  stab  forms,  29%  lymphocytes,  1%  monocytes,  2%  baso- 
philes,  and  2%  eosinophiles.  The  red  blood  cells  shower 
anisocytosis,  hypochromia,  polychromasia,  and  many  bizarre 
deformed  cells  on  smear  ( schistocytes) . Sedimentation  rate  53 
mm.  per  hour.  Hematocrit  30%.  Reticulocyte  count  9.1%.  The 
urinalysis  revealed  a cloudy  dark  brown  urine  with  a specific 
gravity  of  1.028.  There  was  100  mg.%  of  protein,  a negative 
test  for  sugar,  and  a pH  of  5.5.  The  test  for  occult  blood  was 
strongly  positive  and  the  sediment  revealed  over  200  red  blood 
cells  per  high  power  field.  There  were  red  blood  cell  casts. 
Ten  stool  specimens  were  negative  for  occult  blood.  The  elec- 
trocardiogram revealed  changes  of  both  left  and  right  ven- 
tricular hypertrophy.  The  chest  x-ray  showed  generalized  car- 
diomegaly  with  prominence  of  the  proximal  pulmonary  vessels. 
Fasting  blood  sugar,  blood  urea  nitrogen,  bilirubin,  total  pro- 
tein with  A/G  ratio,  and  bromsulphalein  retention  tests  were 
all  normal.  The  serum  iron  was  65  microgram  % with  a total 
iron  binding  capacity  of  396  microgram  percent.  The  direct 
Coombs'  test  was  negative.  Red  blood  cell  fragility'  was  normal. 
Red  blood  cell  survival  was  markedly  reduced  at  18  days  half 
life.  Cultures  of  blood,  throat  and  urine  were  negative. 

Treatment  was  continued  with  digitalis,  hydrochlorothiazide 
and  prophylactic  penicillin,  and  ferrous  sulphate  five  grains 
three  times  a day;  high  fluid  intake,  and  alkalinization  of  the 
urine  were  started.  The  patient  improved  slowly  in  respect  to 
his  strength,  and  his  hemoglobin  rose  to  an  average  of  10  to 
11  gm.%  from  December  1965  to  the  present  time.  Reticulo- 
cyte counts  during  this  time  remained  between  8 to  9%.  In 
March  1966  a repeat  red  blood  cell  survival  revealed  a half 
life  of  13  days,  and  in  October  1966  the  serum  iron  was  33 
microgram  percent.  The  patient  noted  during  this  time  that 
any  period  of  increased  activity  was  associated  with  a return  in 
the  dark  color  of  the  urine. 

Discussion 

The  subject  of  hemolysis  of  red  blood  cells  in  val- 
vular heart  disease  has  had  a rapidly  evolving  history 
since  Rose  et  al  first  reported  its  occurrence  in  1954, 
following  the  insertion  of  a Hufnagel  ball  valve  pros- 
thesis.’ This  work  was  confirmed  in  the  dog  by  Stohl- 
man  and  his  associates  as  reported  in  1956.“  A similar 
hemolytic  state  has  been  subsequently  reported  in  vari- 
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ous  combinations  of  cardiac  pathology  and  their  sur- 
gical treatments  including  the  repair  of  ostium  primum 
defects,’  aortic  valve  replacement  alone,*"'  combined 
valvular  replacements,''  and,  although  relative  immunity 
of  mitral  valve  replacement  from  this  syndrome  has 
been  claimed,  it  too  has  been  described.' 

Many  of  the  early  investigators  of  the  problem 
thought  that  mechanical  destruction  of  the  red  blood 
cells  in  the  valve  mechanism  was  the  basis  of  the  anemia. 
However,  Brodeur's  study  discovered  that  the  survival  of 
red  blood  cells  was  shortened  in  patients  with  aortic 
valve  disease  prior  to  surgery."  More  recently,  hemolytic 
syndromes  were  observed  in  a case  following  an  unsuc- 
cessful mitral  valvuloplasty  in  which  no  prosthetic  ma- 
terial was  used,**  and  in  a case  of  combined  aortic  and 
mitral  valvular  cfisease  prior  to  any  surgery."  The  hemol- 
ysis in  the  former  case  was  corrected  when  the  damaged 
mitral  valve  was  subsequently  replaced  by  a prosthetic 
one.  This  has  led  to  the  current  hypothesis  that  turbu- 
lence of  flow  itself  may  be  the  etiology  of  the  hemolysis 
and  the  whole  concept  of  red  blood  cell  survival  has 
been  re-examined."'*" 

Characteristics  of  the  syndrome  include  anemia,  retic- 
ulocytosis,  abnormal  red  blood  cell  forms  ( schistocytes ) 
in  the  peripheral  smear,  hemoglobinuria,  hemosiderinu- 
ria,  low  plasma  haptoglobins,  and  low  serum  iron  levels. 
Clinical  symptoms  aside  from  the  anemia  itself  have  in- 
cluded the  observation  that  increases  in  physical  ac- 
tivity are  asscKiated  with  an  increase  in  the  degree 
of  hemolysis  as  evidenced  by  the  increased  color  of  the 
urine  and  a fall  in  hemoglobin  levels  in  the  blood.'"''"''" 

Treatment  evolves  around  the  attempts  to  diagnose 
and  correct  the  existing  valvular  defect  either  by  replace- 
ment of  the  damaged  valve  itself,  or  in  some  instances, 
by  the  repair  of  a previously  dislodged  prosthetic  valve. 
Bed  rest,  high  fluid  intake,  and  iron  replacement  therapy 
together  with  whatever  cardiac  care  measures  are  already 
necessary,  are  the  only  medical  measures  available  for 
treatment. 

The  patient  demonstrated  all  of  the  usual  features  of 
the  syndrome  described.  The  importance  of  recognizing 
the  syndrome  is  evident,  since  the  admitting  diagnosis 
of  possible  subacute  bacterial  endocarditis  would  have 
involved  the  patient  in  a long  course  of  unnecessary 
antibacterial  treatment.  It  is  impossible  to  determine  if 


41 

the  hemolysis  in  this  patient  is  secondary  to  subsequent 
dislodgement  of  the  prosthetic  valve  alone  or  to  some 
combination  of  other  valvular  disease  such  as  aortic 
regurgitation.  Further  cardiac  catheterization  studies  are 
planned  for  the  near  future. 

SlIMMARY 

A case  describing  the  features  of  a hemolytic  syn- 
drome which  developed  following  the  replacement  of  a 
diseased  mitral  valve  with  a prosthetic  valve  is  presented. 
Pertinent  recent  literature  on  the  subject  is  briefly  re- 
viewed. The  fallacy  of  a physician’s  assumption  that  such 
knowledge  is  esoteric  and  of  no  practical  value  is  self 
evident  when  one  considers  the  ever  increasing  pos- 
sibility that  patients  with  such  "new”  diseases  are  likely 
to  come  under  any  physician's  care,  regardless  of  the 
distance  of  his  practice  from  a medical  center. 
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Hospitals  — Hill-Burton  To  Medicare 

Frederick  T.  Hill,  M.D.* 


Last  year  marked  the  20th  Anniversary  of  the  enact- 
ment of  the  Hill-Burton  Act  which  became  the  law  of 
the  land  on  August  13,  1946.  As  of  March  1966  a total 
of  8 139  projects,  providing  446,199  beds,  had  been 
approved  since  the  beginning  of  the  program.  These 
were  built  at  a total  cost  of  $7,900,0()(),000  of  which 
the  federal  share  was  $2,5()0,{)0(),000.  Originally  the 
program  was  limited  to  the  construction  of  hospital  and 
public  health  centers. 

Hospital  facilities  prior  to  World  War  I were  far 
from  satisfactory  and,  such  as  they  were,  poorly  dis- 
tributed. Generally  the  hospitals,  except  for  the  larger 
metropolitan  units,  were  little  more  than  accommoda- 
tions for  patients,  an  operating  room  or  two,  and  often 
no  laboratory  facilities.  Between  1928  and  1938  nearly 
800  hospitals  had  been  discontinued  as  a result  of  the 
depression.  The  war  prevented  any  correction  of  this 
situation  and,  only  after  the  close  of  hostilities,  was  it 
possible  for  any  program  for  improvement  to  be  in- 
augurated. 

With  the  enthusiastic  support  of  the  American  Hos- 
pital Association,  a bill,  known  as  the  Hospital  Survey 
and  Construction  Act,  was  introduced  jointly  by  Senator 
Lister  Hill,  a Democrat,  and  Representative  Harold 
Burton,  a Republican  and,  with  bipartisan  support, 
passed  Congress  and  was  signed  by  President  Truman. 

The  first  year  of  the  implementation  of  the  program 
in  1948,  Congress  appropriated  a total  amount  of 
$75  000,000.  This  was  allocated  to  the  states  on  the 
basis  of  population,  modified  by  the  factor  of  per  capita 
income.  For  example,  a state,  such  as  New  York,  with  a 
large  population  and  a high  per  capita  income  received 
relatively  less  than  Mississippi  which  had  a low  per  ca- 
pita income.  Each  state  established  its  own  Hill-Burton 
Commission  which  had  the  authority  of  allocating  this 
money,  on  the  basis  of  need,  with  participation  of  fed- 
eral funds  in  the  cost  of  construction  of  between  33% 
and  75%.  Maine,  in  1948  received  a total  appropriation 
of  federal  funds  of  $454,438  which  the  Commission, 
allocated  on  a 55-45%  basis  to  those  projects  which 
seemed  most  necessary.  Later  the  ratio  was  changed  to 
the  50%  basis.  The  total  amount  of  federal  money  has 
varied  from  time  to  time,  depending  upon  the  amount 
of  Congressional  appropriation.  In  1955,  recognizing 
the  overemphasis  on  acute  care  beds,  four  separate  cate- 
gories were  added.  These  were  for  chronic  disease  facili- 
ties, nursing  homes,  diagnostic  and  treatment  centers, 
and  rehabilitation.  In  1966,  a fifth  category  for  moder- 
nizing of  old  facilities  was  added.  This  past  year,  1965- 

*From  Thayer  Hospital  — Read  before  Educational  Seminar, 
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ville,  Maine  on  November  15,  1966. 


1966,  a total  of  $1,775,580  was  allocated  to  Maine,  of 
which  $930,667  was  for  hospital  and  public  health  cen- 
ters; $2()0,()0()  for  modernization;  $461,562  for  long- 
term care  facilities;  $117,771  for  diagnosis  and  treat- 
ment centers;  and  $64  580  allocated  to  rehabilitation. 

In  1948  ten  million  people  lived  in  600  hospital  ser- 
vice areas  which  had  no  acceptable  general  hospital  beds, 
whereas  currently  only  about  two  million  people  are  in 
100  such  areas. 

The  Federal  Hospital  Council  acts  directly  on  requests 
for  funds  for  research  and  for  demonstration  projects. 
Some  175  such  programs  have  been  funded  at  a cost  of 
$33  400,000.  The  Council  also  has  the  authority  to  grant 
money  for  area-wide  planning  for  hospital  and  health 
facilities. 

As  time  went  on  it  became  very  obvious  that,  on  a 
country-wide  basis,  we  were  building  too  many  acute- 
care  beds,  and  not  enough  facilities  for  chronic  and  long- 
term care.  The  "Survey  ” portion  in  the  original  Act  had 
been  often  relegated  to  the  background.  In  addition, 
there  was  nationwide  concern  over  the  ever-rising  costs 
of  hospital  care  which  had  reached  almost  into  the  strat- 
osphere. Careful  studies  indicated  five  reasons  for  this 
increased  hospital  cost. 

Great  technical  advances  in  the  preceding  four  or  more 
decades  had  provided  us  with  greatly  improved  methods 
of  caring  for  the  sick  and  injured.  It  is  indeed  a far  cry 
from  the  earlier  attempts  to  save  a severe  cardiac  case  to 
modern  open-heart  surgery,  and  a far  cry  from  the  earlier 
treatment  of  pneumonia  to  its  present  shortened  hospital 
stay  by  the  use  of  antibiotics.  Diagnostic  procedures  have 
been  vastly  improved.  These  technical  advances  have  re- 
sulted in  lower  morbidity  and  lessened  mortality.  But, 
each  advance  has  been  expensive.  Scientific  equipment 
and  additional  skills  both  cost  money. 

In  addition  there  has  been  a great  increase  in  the 
number  of  nurses  and  paramedical  personnel  required 
in  the  hospital  to  provide  this  modern  care  for  our  pa- 
tients. The  former  low  wage  scale  of  all  hospital  per- 
sonnel was  quite  archaic  and  required  upgrading.  In- 
creased wages  and  salaries  became  added  factors  in  in- 
creased hospital  costs.  These  causes  are  understandable 
and  justifiable. 

However,  another  reason  found  for  increased  hospital 
costs,  has  been  over-utilization,  or  misuse  of  facilities, 
constructed  for  acute  care.  At  times  this  may  be  the 
fault  of  the  physician  who  finds  it  is  easier  to  take  care 
of  a patient  in  the  hospital  than  it  is  in  his  home,  or 
may  be  inclined  to  keep  a patient  in  the  hospital  longer 
than  is  absolutely  necessary.  At  times  the  lack  of  insur- 
ance coverage  for  out-patients  has  been  a factor.  Also 
there  has  been  a lack  of  development  of  ambulatory  or 
outpatient  facilities.  These  were  encouraged  in  the  Diag- 
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nostic  and  Treatment  category  of  the  Hill-Burton  Pro- 
gram but  frequently  ignored.  If  developed  and  used, 
Diagnostic-Treatment  facilities  would  make  certain  hos- 
pital admissions  unnecessary. 

But,  the  most  significant  factors  in  high  cost  of  hos- 
pital care  have  been  in  over-construction  or  unnecessary 
duplication  of  facilities. 

There  is  a city  on  the  Eastern  seaboard  in  which  there 
are  several  cobalt  bombs.  Now  a cobalt  bomb  is  a very 
useful  item  in  handling  certain  selected  cases  of  malig- 
nancy, sometimes  in  addition  to  conventional  intensive 
x-ray  therapy.  But,  often  and  especially  when  duplicated, 
this  becomes  what  one  might  call  a prestige  item.  Care- 
ful investigation  in  this  city  which  has  all  these  cobalt 
bombs,  revealed  that  the  total  treatment  time  used  by 
these  units  for  the  entire  area  did  not  exceed  a total  of 
one  hour  per  week.  Now  the  average  cost  of  each  unit  is 
at  least  $100  000,  with  necessary  replacement  of  the  unit 
in  perhaps  five  or  six  years.  This  certainly  would  seem 
an  unnecessary  extravagance. 

Another  cost  that  has  been  criticized  is  that  of  dupli- 
cation of  facilities  for  open-heart  surgery.  One  could 
mention  a large  Midwestern  city  which  has  ten  excellent 
hospitals.  Eight  of  these  ten  hospitals  have  added  facili- 
ties for  open-heart  surgery.  Each  unit  costs  a minimum 
of  $100,000  and  takes  ten  or  more  technically  trained 
persons  to  operate  it.  It  has  been  found  in  that  Midwest 
city,  the  eight  hospitals  with  open-heart  surgery  facili- 
ties do  not  average  one  such  operation  per  week  for  the 
entire  city.  And  there  have  been  many  other,  and 
simpler,  examples  of  reduplication. 

These  conditions  became  generally  recognized  and 
led  to  the  concept  of  area-wide  planning  for  hospital 
and  health  facilities  particularly  from  a long-range  view- 
point. This  has  become  very  successful  and  has  gained 
widespread  acceptance  throughout  this  country.  For  the 
most  part  this  is  on  a voluntary  basis,  except  for  New 
York  State  which  has  a law  that  no  new  hospital  facili- 
ties can  be  built,  even  with  private  funds,  unless  they 
pass  State  Area  Planning  Commission. 

Here  in  Maine,  a few  years  ago,  such  a project  was 
set  up  at  the  State  level  and  has  been  most  successful. 
Of  course,  it  is  only  advisory  and  consultive.  But  it  has 
done  a great  deal  to  discourage  unnecessary  hospital 
construction,  or  unnecessary  duplication.  Our  commis- 
sion has  a widespread  representation  of  business  and 
social  interests  throughout  the  State,  together  with  repre- 
sentatives of  the  medical  profession,  and  the  hospital 
field.  It  can  only  advise  and  has  no  power  to  prevent  un- 
necessary construction.  However,  a careful  appraisal  fol- 
lowed by  advice  has  been  able  to  prevent  many  wasteful 
expenditures  of  money  in  unneeded  construction.  At 
the  same  time  the  planning  council  has  been  able  to  as- 
sist in  planning  of  new  projects  in  areas  needing  them 
and  to  advise  as  to  the  type  or  scope  of  the  services 
needed.  Its  consultation  services  are  always  available 
whenever  needed.  The  initiation  of  continuous  state- 


wide planning  for  additional  hospital  and  health  facili- 
ties has  brought  about  a sense  of  orderliness  to  the  im- 
provement and  distribution  of  facilities  within  each 
state. 

At  the  present  time  its  interest  has  been  largely  in 
trying  to  affect  modernization  of  many  hospitals  which 
have,  at  least,  in  part  become  obsolete;  and  in  the  en- 
couragement of  building  small  community  health  cen- 
ters, which  can  serve  as  diagnostic  units,  provide  emer- 
gency care,  and  having  adequate  ambulance  service  con- 
necting to  a regional  center  hospital  which  has  adequate 
facilities  both  in  equipment  and  in  medical  skills. 

Among  the  advantages  of  the  regional  concept  are 
improvement  in  quality  of  care;  ability  to  attract  and 
retain  needed  medical  and  nursing  skills  as  well  as  para- 
medical personnel;  the  avoidance  of  costly  duplication  of 
equipment  and  services.  In  other  words  this  should  pro- 
vide the  best  of  medical  care  for  patients  in  the  most 
economical  manner  possible. 

A major  concern  at  present,  is  the  impact  of  Medicare 
on  our  health  facilities  and  services.  Obviously  this  is  a 
revolutionary  concept  and  only  after  observations  have 
been  made  on  the  actual  use  of  hospitals  and  extended 
care  facilities,  will  it  be  possible  to  measure  with  any 
degree  of  precision  the  impact  of  this  new  law.  Many 
fear  the  greatest  problem  will  be  lack  of  professional 
personnel.  All  recognize  the  great  lack  of  physicians 
which  is  going  to  take  a number  of  years  to  correct.  Em- 
phasis on  research,  perhaps  triggered  by  the  lure  of  fed- 
eral money,  seems  to  have  diverted  the  interests  of  many 
medical  schools  from  training  doctors  for  clinical  prac- 
tice. Actually  the  greatest  need  is  for  what  might  be 
called  "family  care  physicians.” 

The  Citizens  Commission  on  Graduate  Medical  Edu- 
cation has  recommended  "sweeping  changes”  aimed  at 
correcting  this  situation  in  a report  to  the  Board  of 
Trustees  of  the  American  Medical  Association.  These 
include  the  following: 

1.  Train  primary  physician  specialists  to  provide  and 
supervise  total,  comprehensive  medical  care  for  the  in- 
dividual patient. 

2.  Eliminate  internships  while  revamping  graduate 
medical  education  into  a comprehensive,  single  period  of 
training  planned  as  a unified  whole. 

3.  Create  a special  commission  responsible  for  the 
whole  range  of  graduate  medical  education. 

4.  Establish  "corporate  responsibility”  in  each  teach- 
ing hospital  to  provide  comprehensive  and  unified 
graduate  medical  education. 

Everybody  knows  of  the  shortage  of  nurses,  now  es- 
timated by  the  federal  people  at  well  over  100,000.  It 
seems  obvious  we  have  to  accept  the  pattern  of  echelon, 
or  team-nursing,  using  the  baccalaureate  degree  regis- 
tered nurse  for  administrative  and  teaching  duties,  and 
continuing  to  develop  the  former  three-year-program 
type  of  nurse  to  head  up  nursing  units  with  teams  of 
practical  nurses  and  nurses  aides.  There  is  also  a great 
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shortage  of  technologists  and  technicians  in  such  fields  as 
radiology,  clinical  laboratory,  etc.  There  is  a great  dearth 
of  medical  stKial  workers,  as  well  as  physiotherapists  and 
occupational  therapists.  There  would  seem  to  be  much 
merit  in  training,  on  a shorter  term  basis,  physiotherapy 
aides,  t)Ccupational  therapy  aides,  medical  social  aides, 
etc.  all  of  whom  could  work  under  the  certified  profes- 
sional in  that  particular  field.  There  is  some  opposition 
to  this  idea,  largely  centered  in  Washington,  but  it  cer- 
tainly seems  impossible  today,  and  for  a long  time  to 
come,  to  train  sufficient  numbers  of  people  in  these 
higher  grades  to  adequately  staff  the  programs  needed 
in  many  areas. 


Medicare  has  become  a law  of  the  land  and  is  here 
to  stay.  We  must  accept  it  and  endeavor  to  assist  in  its 
development  in  a practical  way,  making  use  of  all  these 
facilities.  This  may  take  five  to  seven  years  but  seems 
the  only  way  to  assure  people  in  all  areas  and  in  all 
economic  situations  of  the  adequate  and  skilled  medical 
and  hospital  care  that  they  deserve. 

This  requires  sound  area-wide  planning  for  hospital 
and  health  facilities  and  may  well  be  the  last  remaining 
bulwark  against  complete  governmental  control  of  our 
hospitals  and  the  medical  profession. 

Thayer  Hospital,  Waterville,  Maine  04901 


Heart  Month  — February  1967 

‘ Ciive  So  More  Will  Live”  is  the  slogan  for  the  1967  Heart  Fund  Campaign  which 
is  conducted  nationally  dtiring  February. 

^ ^ .W  ^ 

•a*  ^ ^ ^ "A* 

Don’t  lear  heart  disease,  hght  it.  Support  the  Heart  Fund,  your  best  defense  against 
the  nation’s  number  one  health  enemy. 

^ at  ^ ^ ^ 

TV*  w w ^ ^ 

T he  Maine  Heart  Association  distributes  S5  free  educational  leaflets  concerning  the 
heart  and  circidatory  system.  Your  Heart  Fund  hnances  this  work. 

^ ^ ^ at 

Tv  TV*  TV'  ^ TV* 

.Yccording  to  the  Maine  Heart  Association,  statistics  show  that  heart  and  circulatory 
diseases  kill  four  times  as  many  persons  as  cancer. 

at  -5C-  ..V-  at  •It 

Tt*  Tv*  Tv*  Tv*  W 

In  1966  the  Maine  Heart  Association  distributecl  more  than  275, OOO  free  educational 
leaflets  on  heart  and  circidatory  system  subjects.  TTie  Heart  Fund  hnances  this  service. 

*at  4t  jt  ..It 

Tv*  Tv*  Tv*  TV 

Fhe  lust  heart  pump  in  Maine  which  makes  possible  open  heart  surgery,  was  pur- 
chased in  1958  by  the  Maine  Heart  Association  with  Heart  Fund  money. 

at  jt  -V-  -V-  -V- 

Tv*  Tv*  Tv*  TV  TV 

Open  Heart  surgery  was  made  possible  in  Maine  by  contributions  to  the  Heart  Fund. 

at  at  'It  ^ 

Tv  TV  TV  TV  TV 

Contributions  to  the  Heart  Fund  finance  the  research,  education  and  community  ser- 
vice programs  of  the  Maine  Heart  Association. 


Heart  Heat  New.s  Release 


New  from  Du  Pont 

Symmetrel 

(Amantadine  HCl) 


The  first  oral  chemical  virostat  for  the  prevention  of  influen/a  A2 


Influenza  virus 

Protf  in  ifu-ll  enclo.ing 
iha  ! -,r<'  of  tiut.U'io 
o.  :d  (RNA, — artisi's 
repr‘-  vernation 


It 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  Ao  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symmetrel®?  "Symmetrel”  (amantadine  HCl)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


what  Symmetrel®  (amantadine  HCl)  means  to  you 

. the  first  and  only  oral  chemical  agent  to  prevent  intluen/.a  (Asian). 

.not  a vaccine  or  antibiotic,  but  a new  syntlietic  chemical  unrelated  to  any  other  chemotherapeutic  agent, 
.unique  mode  ol  action:  prevents  virus  penetration  ol  the  hexst  cell  without  allecting  vital  cell  lunctions. 
.specifically  active  against  all  inlluen/.a  A,  viruses  tested  to  date. 

.not  indicated  lor  the  prevention  ol  inlluen/.al  or  respiratory  illness  other  than  inlluenza  A^,  or  lor  the 
treatment  ol  established  disease. 

.does  not  interfere  with  normal  antibodv  response;  acts  in  concert  with  pre-e.xist ing  antibody. 

What  Symmetrel®  means  to  your  patient 

possible  immediate  inlluenza  A.  protection  when  taken  lollowing  suspected  contact. 

.may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  inlluenza  Ao  is  especially  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

.simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


How  Symmetrel®  (Amantadine  HCl)  prevents  virus  invasion^ 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


CELL  MEMBRANE 


. ■ . .SYMMETREL«>.!A.ntianladffteHCI)MOL£CUL£S  s^,^.j 
“ ,7^  CELL  CYTOPtASM 

Our  current  knowledge  leads  us  to  believe  "Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  does  no*^  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replicati«.yn,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  {iissue).  Artist’s  conception  based  on  current  scientific  knowledge. 

1.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture",  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Half,  R.  F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


flODLETS  • 
RBOTetN,  mantle  r 
NUCLBC  ACiD 


RECEPTOR  AREA 


CELL 
CELL  CYTOPLASM 


VACUOLE 


Safety  of  Symmetrel®  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  "Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A^. 
"Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A2  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
Avomen  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
fiot  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
ffons  as  with  all  new  drugs.  Geriatric  patients  with 
Dre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel.”  (See  Adverse 
Reactions.) 

Vdverse  Reactions:  With  higher  than  indicated  doses 
'manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HCl. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  ( 1 teaspoonful) 
contains  50  mg  amantadine  HCl. 


(JDWt) 

I Symmetrel* 

\ (Amantadine  HCl) 

I A molecular  barrier  to  virus  penetration 


LOMOTIL 


arrest  diarrhea 

in  • gastroenteritis  • acute  infections- 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage;  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children; 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  [4  cc.]  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

. 3 vr\%. 

Vt.  tsp.  3 times  daily 

6-12  months 

Vz  tsp.  4 times  daily 

1-2  years . . 

. 5timesdaily 

2-5  years . . 

. 6 

1 tsp.  3 times  daily 

5-8  years . . 

1 tsp.  4 times  daily 

8-12  years  . 

10  tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 


why  wonder  about  a drug 

when  you  know 

DECLOMYCIN 

DEMETHYLCHLOKTErRACYCLINE 

produces  l-2“extra”d£0^’  activity 


Days  12  3 

duration  of  therapy,  tetracycline 

duration  of  activity,  tetracycline 


duration  of  therapy  U U 

DECLOMYCIN  demethylchlortetracycline 

n In n_ 


duration  of  activity  u U 

DECLOMY|^INdemethyl|^hlQrtetracyc||ir 


1-2  “extra” days’  activity 

after  the  last  dose  to  protect  against  relapse 


one  300  mg  tablet  b.i.d. 

or 

one  150  mg  capsule  q.i.d. 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill— when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — hWstory  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— \n  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations,  in  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  anH  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


For  he’s  a jolly  good  fellow 


But  what  does  he  think? 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels* 

DEXTRO-AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Coniroindicalions:  Dexiro-amphetamine  sulfate;  in 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previaus  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions.  Use  with  coution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  hove 
coronary  or  cardiovascular  disease,  or  ore  severely 
hypertensive. 

Dextro-omphetomine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobomote:  Coreful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosoge  gradually.  Sudden  withdrawal  may 
precipitote  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  otoxia,  tremors,  muscle 
twitching  ond,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
ond  grand  mol  epilepsy  meprobamate  may  precipi- 
tate grand  mol  attacks.  Prescribe  cautiously  ond  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects:  Overstimulotion  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitobility, 
and  increased  motor  activity  ore  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especiolly  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobomote;  Drowsiness  may  occur  ond  con  be 
associated  with  atoxio;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tont  administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions;  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermotitis,  following 
administration  of  meprobomote  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatol  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  ond 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 
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AMA  Meeting,  I^as  Vegas 


The  House  of  Delegates  of  the  American  Medical 
Association  meeting  in  Las  Vegas,  November  27-30, 
1966,  took  action  on  a variety  of  subjects,  including  the 
following: 

Education  for  Family  Practice 

Calling  it  "a  document  of  major  importance  on  a sub- 
ject of  vital  significance  to  the  health  care  of  the  Amer- 
ican public,  ' the  House  endorsed  the  recommendations 
of  the  Ad  Hoc  Committee  on  Education  for  Family 
Practice  and  authorized  the  Council  on  Medical  Educa- 
tion to  develop  and  initiate  plans  for  their  implementa- 
tion. The  long  report  contained  the  following  recom- 
mendations: 

"A.  Major  efforts  should  be  instituted  promptly  to  en- 
courage the  development  of  new  programs  for  the  edu- 
cation of  large  numbers  of  family  physicians  for  the 
future,  as  described  in  the  body  of  this  report.  The  edu- 
cational programs  should  relate  to  all  levels  of  medical 
education,  including  pre-medical  preparation,  medical 
school  education,  internship  and  residency  training,  and 
continuing  medical  education.  Keynotes  should  be  excel- 
lence comparable  to  programs  in  other  specialties  and 
flexibility  to  permit  the  design  of  programs  which  will 
meet  the  needs  and  interests  of  individual  physicians. 

"B.  Medical  schools  and  teaching  hospitals  should 
be  urged  to  explore  the  possibility  of  developing  models 
of  family  practice,  in  cooperation  with  the  practicing 
profession. 

'C.  New  sources  of  financial  assistance  should  be  de- 
veloped for  the  support  of  family  practice  teaching  pro- 
grams. Substantial  funds  should  be  made  available  for 
all  aspects  of  the  programs,  including  the  conduct  of  the 
educational  program,  the  recruitment  and  training  of 
full-time  faculty,  the  development  of  facilities  and  mod- 
els of  family  practice,  and  the  conduct  of  research  in 
patient  care  and  community  medicine. 

"D.  Recognition  and  status  equivalent  to  other  med- 
ical specialties  should  be  given  to  family  practice.  An 
appropriate  system  of  specialty  certification  should  be 
provided  for  those  who  have  completed  approved  edu- 
cational programs  and  have  demonstrated  their  compe- 
tence as  family  physicians.  The  graduate  program  ( i.e., 
internship-residency  program ) should  be  an  integrated 
whole,  evaluated  for  accreditation  by  one  body  rather 
than  two. 

"E.  Careful  attention  should  be  given  to  other  factors 
which  should  make  the  environment  for  family  practice 
more  favorable  and  serve  as  incentives  to  medical  stu- 
dents and  young  physicians  to  enter  this  field. 

'F.  Careful  study  should  be  made  of  the  effect  of  pre- 
medical programs  and  the  admission  procedures,  cur- 
ricula and  student  evaluation  policies  of  medical  schools 
upon  the  prcxfuction  of  family  physicians.” 


Public  Law  89-97 

The  House  adopted  a resolution  urging  that  the  AMA 
advise  the  Department  of  Health,  Education,  and  Wel- 
fare that  the  present  requirements  for  certification  and 
recertification  have  proven  highly  objectionable,  unneces- 
sary, and  do  not  contribute  to  the  quality  of  medical  care. 

It  is  also  recommended  that  the  American  Medical 
Association  endeavor  to  bring  about  repeal  of  those  por- 
tions of  PL  89-97  in  which  the  requirement  for  physi- 
cian certification  of  medical  necessity  appears. 

The  resolution  concluded  by  suggesting  that  the  fi.scal 
intermediaries  and  the  American  Hospital  Association 
be  advised  that  AMA  will  be  available  to  assist  in  the 
development  of  appropriate  amendments  to  this  legisla- 
tion. The  purpose  of  this  consultation  would  be  to  dis- 
cuss the  complexities  of  the  present  requirement  and  to 
invite  participation  in  the  development  of  amendments 
to  the  law  which  will  be  professionally  acceptable  and 
administratively  workable. 

The  House  also  adopted  a resolution  declaring  that 
the  AMA  strongly  support  amendment  of  the  Social 
Security  Act  including  Title  XIX,  to  permit  payments 
without  assignments  for  medical  care  of  the  patient. 

Prescribing  of  Drugs 

The  House  adopted  a report  by  the  Board  of  Trustees 
reaffirming  the  position  of  the  AMA  regarding  the 
ptescribing  of  drugs.  The  report  states: 

'The  present  policy  of  the  American  Medical  Asso- 
ciation is  that  physicians  should  be  free  to  prescribe 
drugs  generically  or  by  brand  name  for  all  of  their  pa- 
tients, whether  they  are  paying.  Medicare,  or  indigent  pa- 
tients — the  primary  consideration  being  the  best  interests 
of  the  patient.  Medical  considerations  must  be  paramount 
in  the  selection  of  drugs.  In  addition,  the  physician  also 
has  an  obligation  to  be  mindful  of  the  economic  conse- 
quences of  the  treatment  he  prescribes.” 

Choice  of  a Laboratory 
The  House  adopted  a report  of  the  Judicial  Council 
which  answered  questions  which  have  been  raised  about 
laboratory  services.  The  report  stated: 

"Medical  considerations,  not  cost,  must  be  paramount 
when  the  physician  chooses  a laboratory.  The  physician 
who  disregards  quality  as  the  primary  criterion  or  w'ho 
chooses  a laboratory  because  it  provides  him  with  low 
cost  laboratory  services  on  which  he  charges  the  patient 
a profit,  is  derelict  in  not  acting  in  the  best  interests  of 
his  patient.  However,  if  reliable  quality  laboratory  ser- 
vices are  available  at  lower  cost,  the  patient  should  have 
the  benefit  of  the  savings.” 

Payments  for  Professional  Services 
To  clarify  AMA  policies  as  they  now  exist,  the  House 
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adopted  the  following  eight-point  statement  regarding 
payment  for  professional  medical  services: 

”1.  It  is  proper  for  the  physician  to  establish  the  fee 
which  he  charges  to  any  patient  for  the  professional 
service  rendered,  with  recognition  of  the  fact  that  a duly 
constituted  committee  of  his  peers  may  appropriately 
review  and  pass  upon  the  equity  and  justice  of  his 
charge. 

"2.  It  is  proper  for  third  party  agencies  to  make  pay- 
ment of  professional  medical  fees  in  behalf  of  patients, 
with  recognition  of  the  fact  that  the  service  of  the  phys- 
ician has  been  to  the  patient  and  the  liability  for  pay- 
ment rests  primarily  with  the  patient  or  his  family. 

It  is  proper  for  a physician  to  work  cooperatively 
with  (tther  physicians  in  a team  approach  to  the  provi- 
sion of  medical  service,  with  recognition  of  the  fact  that 
each  cooperating  physician  is  entitled  to  compensation 
according  to  the  value  of  his  services,  and  that  the 
charges  attributable  to  each  physician's  service  shall  be 
made  clearly  known  to  the  patient. 

"4.  It  is  proper  for  a physician  who  provides  personal 
supervision  and  direction  for  a physician-in-training  to 
charge  for  the  professional  medical  service  rendered. 

"5.  A physician  should  not  enter  into  a contract  or 
agreement  with  a hospital  whereby  the  hospital  acts  as 
the  agent  for  a physician  unless  it  is  with  the  consent 
of  the  physician  and  of  the  medical  stalf.  The  physician 
and  the  medical  staff,  as  principals  should  not  approve 
any  contract  whose  terms  or  conditions  are  inconsistent 
with  the  Principles  of  Medical  Ethics  and  established 
policy  of  the  American  Medical  Association. 

'6.  Physicians,  collectively  in  hospitals,  may  properly 
establish  special  medical  staff  funds,  wholly  under  their 
own  control,  which  they  may  support  as  they  see  fit  and 
disburse  as  they  may  agree. 

"7.  Fees  for  professional  medical  services  are  properly 
paid  only  to  the  responsible  physicians  and  may  not  be 
appropriated  by  any  other  person  or  agency. 

"8.  The  physician  is  the  sole  arbiter  as  to  the  ways  in 
I which  he  may  dispose  of  his  professional  income,  with- 
out duress,  consistent  with  the  laws  of  the  land  and  the 
I Principles  of  Medical  Ethics  of  this  Association.” 

I 

I 

Compensation  for  House  Officers 
The  House  approved  the  first  four  sections  of  a joint 
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report  by  the  Council  on  Medical  Education  and  Council 
on  Medical  Service.  Those  sections  provided  new  guide- 
lines on  the  utilization  of  private  patients  in  teaching 
programs;  recommended  principles  to  govern  the  assign- 
ment of  professional  responsibility  of  house  officers  for 
the  care  of  paying  patients;  presented  interpretations  of 
the  1961  statements  by  the  House  concerning  remunera- 
tion of  house  officers  and  the  increasing  responsibility 
of  the  medical  profession  for  the  development  of  appro- 
priate methods  of  financial  support  for  interns  and  resi- 
dents, and  recommended  a statement  to  guide  medical 
staffs  in  the  development  of  additional  funds  to  supple- 
ment, if  necessary,  those  from  hospital  sources. 

The  House  then  modified  or  added  the  final  four  sec- 
tions as  follows: 

E.  The  presently  published  provisions  for  payment 
under  Part  A,  Title  18,  Public  Law  89-97  for  services 
rendered  to  beneficiaries  by  interns  and  residents,  and 
under  Part  B,  Title  18,  Public  Law  89-97  for  services 
rendered  by  attending  physicians  supervising  interns  and 
residents  are  compatible  with  the  organization  and  ad- 
ministration of  programs  of  graduate  medical  education 
according  to  the  standards  of  the  American  Medical  As- 
sociation. The  principles  embodied  in  these  provisions 
should  uniformly  apply  to  regulations  governing  all 
other  third  party  medical  care  plans. 

F.  It  is  recommended  that  sources  and  amount  of 
compensation  for  house  officers  should  be  determined  by 
local  agreement  and  implemented  in  accordance  with 
state  laws  and  the  ethical  principles  and  policy  positions 
of  the  American  Medical  Association. 

G.  The  above  principles  should  be  widely  publicized 
so  that  they  may  be  understood  and  implemented  in  good 
faith  by  all  concerned. 

H.  The  broad  and  complex  nature  of  the  problems 
in  the  financial  area  is  recognized,  and  continued  stud- 
ies and  reports  thereon  by  the  Council  on  Medical  Ser- 
vice are  encouraged.  These  should  include  staff  com- 
pensation, methods  of  fund  collection,  control  and  dis- 
position, and  other  pertinent  and  related  matters. 

"In  matters  strictly  of  a policy  nature,  a physician  who 
disagrees  with  the  position  of  the  American  Medical  As- 
sociation is  entitled  to  freedom  and  protection  in  his 
point  of  view.” 
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Across  The  Desk 


Generic  Name? 

In  briefest  siinnnary,  the  position  of  the  Phannacentical  Mamifacturers  Associa- 
tion witli  regard  to  the  responsible  identihcation  of  product  and  niannfacturer  in 
drug  therapy,  is  as  follo’U’s: 

• Phannacentical  products,  even  those  with  the  same  principal  therapeutic  in- 
gredients, differ  from  mannfactiirer  to  manidactnrer  in  terms  of  ([iiality  and 
fornudation,  either  of  which  may  inihience  proper  therapy. 

• Existing  standards,  controls  and  enlorcement  measures  contribute  important- 
ly to  the  protection  of  the  public,  but  they  w'ould  be  inadecpiate  to  assure  re- 
liability without  the  incentives  and  dedication  of  responsible  pharmaceutical 
companies.  Moreover,  generic  identity  of  principal  drug  ingredients  is  a futile 
goal,  for  it  does  not  guarantee  uniform  therapeutic  effect  of  hnished  products 
in  all  patients. 

• The  (piality-minded  producer  who  identihes  his  products  and  promotes  them 
under  uni(|ue  names  or  under  his  company  name  has  an  interest  in  furthering 
his  reputation  and  his  services  to  a point  that  goes  far  beyond  any  norms  that 
could  reasonably  be  established  and  enforced  as  a general  system  of  govern- 
mental regulations,  even  under  complete  domination  of  the  industry. 

• The  overall  reputation  and  performance  of  a company  serve  as  reliable  in- 
dexes to  the  (piality  of  its  products. 

• No  measures  should  be  instituted  that  might  abridge  the  physician’s  preroga- 
tive and  resjjonsibility  to  determine  the  proper  therapy  and  prescribe  the  type 
and  (piality  of  medication  which  in  his  opinion  will  best  serve  the  needs  of  his 
patients. 
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State  Of  Maine 

c.N  H f.sh.r  m d Department  of  Health  and  Welfare 

COMMISSIONER  J- 


Rubella  Serology  — The  HAI  Test 

Charles  H.  Okey,  Ph.D.* 


Serological  tests  for  rubella  are  now  available  to  med- 
ical practitioners  in  the  state.  A quick  and  accurate  test 
was  developed  recently  in  a National  Institute  of  Health 
laboratory  and  passed  along  to  the  Communicable  Dis- 
ease Center,  U.S.P.H.S.,  for  distribution  to  state  health 
department  laboratories.  Training  in  the  technics  of  the 
test  and  appropriate  reagents  were  provided  to  these 
laboratories,  including  the  Public  Health  Laboratory  in 
Augusta. 

Isolations  of  the  rubella  virus  in  cells  of  African 
green  monkey  kidney  tissue  cultures  in  1961  opened  up 
the  possibilities  of  diagnostic  tests  for  immunity  and  of 
the  development  of  a vaccine.  None  of  the  tests  devised 
subsequently  were  ideal.  The  new  test,  based  on  the 
clumping  of  chick  erythrocytes  by  the  virus,  has  the 
advantages  of  speed,  simplicity,  sensitivity  and  reli- 
ability. It  is  known  as  the  HAI  - hemagglutination  in- 
hibition - in  which  immune  serum  prevents  the  erythro- 
cyte clumping.  The  inhibition  of  agglutination  by  rubel- 
la antibody  carries  the  probable  connotation  of  immu- 
nity. The  use  of  the  test  would  be  appropriate  in  several 
situations. 

Infants  with  congenital  malformations  compatible 
with  the  rubella  syndrome  should  show  high  titers  of 
antibody  for  the  rubella  virus  if  the  malformations  have 
been  caused  by  this  virus  as  a result  of  maternal  infec- 
tion during  the  first  trimester  of  gestation.  However,  as 
many  as  75%  of  women  infected  with  rubella  during 
this  period  will  not  deliver  a defective  infant  but  will 
transfer  antibody  to  the  fetus.  Demonstration  of  mater- 
nal antibody  in  the  child  may  lead  to  the  false  conclu- 
sion of  rubella  syndrome  in  the  child.  A second  test  a 
few  weeks  later,  showing  a sharp  drop  in  titer,  will  en- 
able the  clinician  to  avoid  this  error. 

Exposure  of  the  pregnant  woman  to  rubella  raises  the 
question  often  of  her  immune  status  to  this  disease. 
Memory  may  be  defective;  judgment  may  be  com- 
plicated by  a childhood  febrile  episode  accompanied  by 
an  exanthem  which  might  have  been  due  to  rubella  or 
to  some  other  virus.  A number  of  the  enteric  viruses 


‘Director,  Public  Health  Laboratory,  Augusta,  Maine  04330. 


have  the  potential  of  causing  a rash  resembling  that  of 
rubella.  Antibodies  for  rubella  can  be  demonstrated  with 
the  HAI  test  indicating  a previous  exposure  but  it  is  not 
possible  at  this  point  to  state  unequivocally  whether 
this  denotes  immunity.  As  experience  relating  antibody 
titer  to  immunity  is  accumulated,  it  should  be  feasible 
to  set  a particular  titer  as  being  compatible  with  pro- 
tection against  infection.  The  absence  of  rubella  anti- 
body indicates  clearly  the  susceptibility  of  the  indi- 
vidual. In  the  situation  of  pregnant  women  exposed  to 
German  measles,  it  might  be  well  to  point  out  that, 
although  the  use  of  gamma  globulin  serves  to  suppress 
the  clinical  manifestations  of  rubella,  there  is  no  evi- 
dence to  show  that  it  will  or  will  not  prevent  infection 
and  viremia  that  may  lead  to  the  possible  development 
of  malformations  among  children  of  these  exposed 
women.  A few  instances  have  been  reported  in  which 
congenital  malformations  of  the  type  asscrciated  with 
rubella  infections  were  observed  in  infants  born  of 
asymptomatic  mothers  who  had  received  globulin  for 
rubella  prophylaxis.  Gamma  globulin  is  not  recom- 
mended for  women  having  household  contact  with 
rubella  because  the  exposure  has  already  taken  place; 
infection  may  already  have  as  much  as  a seven  day 
duration,  the  virus  having  been  shed  for  the  seven  days 
prior  to  onset  of  rash  in  the  initial  case.  However,  the 
use  of  gamma  globulin  is  justified  in  pregnant  women 
with  no  known  history  of  rubella  and  a casual  contact 
with  a rubella  case. 

An  attack  of  a febrile  exanthem  can  be  identified  as 
rubella  by  testing  acute  and  convalescent  serum  speci- 
mens for  rubella  antibody.  A rise  in  titer  in  the  second 
specimen  provides  laboratory  confirmation  of  the  clini- 
cal diagnosis.  A static  titer  indicates  the  exanthem  was 
caused  by  some  other  agent.  The  HAI  also  may  be 
used  to  investigate  presumptive  complications  of  ru- 
bella, such  as  encephalitis,  arthritis,  etc. 

To  recapitulate,  the  HIA  test  may  be  ordered,  using 
the  Public  Health  Laboratory  agglutination  kit,  by- 
marking  the  report  form  for  rubella  serology  in  the 
following  situations:  Single  specimen  from  pregnant 
women  obtained  within  no  more  than  one  week  after 
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exposure  to  determine  their  immune  status;  two  speci- 
mens, the  first  taken  within  the  first  three  days  of  rash 
and  another  seven  to  ten  days  later,  for  the  purpose  of 
confirming  rubella  infection  in  the  pregnant  woman; 
acute  and  convalescent  serum  specimens  to  aid  in  in- 
vestigating rubella  complications. 

Rubella  was  not  considered  as  an  important  clinical 
illness  until  Gregg  and  Swan  were  able  to  relate  con- 
genital malformations  to  maternal  rubella  in  1941.  The 
early  work  by  these  investigators  showed  that  the  prin- 
cipal malformations  were  cataracts,  deafness  and  heart 
defects.  Since  then  it  has  been  recognized  that  rubella 
in  the  first  trimester  increases  the  incidence  of  abortion 
and  stillbirth  to  a great  degree.  Rubella  has  become  the 
best  recognized  and  commonest  environmental  agent 
known  at  the  present  time  to  cause  congenital  malfor- 
mations. As  pointed  out  above,  success  in  growing  the 
virus  in  tissue  culture  has  led  to  the  production  of  at 
least  two  vaccines  and  to  the  development  of  several 
serologic  diagnostic  procedures,  the  latest  and  best  of 
which  is  the  HAI  test. 

The  vaccines  produced  to  date  have  been  the  viable 
attenuated  type,  producing  an  excellent  immune  re- 
sponse as  shown  by  purposeful  exposure  of  vaccinated 
children  to  rubella  cases.  The  first  of  the  vaccines  had 
the  distinct  disadvantage  of  virus  dissemination  by  the 
vaccine  recipients  so  that  the  disease  spread  to  their 
contacts.  Another  vaccine,  made  by  additional  tissue 
culture  passages  of  the  virus,  did  not  spread  to  suscep- 
tible contacts  although  some  virus  could  be  demon- 
strated in  the  nasopharyngeal  secretions  of  those  re- 
ceiving the  vaccine.  Currently,  a vaccine  of  increased 


attenuation  is  being  tested  in  this  country  and  in  Aus- 
tralia. The  HAI  test  will  be  used  to  measure  the  anti- 
body response. 

Yet  to  be  resolved  is  the  problem  of  selecting  the  age 
level  at  which  a vaccine  might  be  used  to  its  best  ad- 
vantage. The  duration  of  protection  engendered  by  the 
vaccine  is  unknown  presently.  Some  authorities  have 
suggested  the  natural  disease  should  be  allowed  to  (x;- 
cur  in  the  under  ten-year-old  group,  in  which  30%  of 
the  cases  occur,  because  this  is  regarded  as  conferring 
permanent  immunity.  They  further  suggest  the  vaccine 
should  be  used  as  a supplementary  means  of  producing 
immunity  in  high  school  students  and  in  women  of 
child-bearing  age.  A novel  approach,  stated  recently, 
calls  for  the  HAI  test  to  be  applied  to  the  same  speci- 
men submitted  for  the  premarital  blood  test  for  syphilis. 
Negative  results  for  rubella  would  indicate  the  desira- 
bility of  administering  the  vaccine.  This  must  be  ap- 
proached with  some  caution,  however,  because  of  the 
significant  percentage  of  pregnancies  at  this  time  and 
the  uncertain  teratogenic  properties  of  the  vaccine. 
Furthermore,  the  protective  influence  of  the  vaccine 
against  fetal  damage  is  unknown.  Despite  these  reser- 
vations, much  of  the  basic  information  needed  to  con- 
trol, or  even  to  eradicate  rubella,  is  available.  Research 
is  in  progress  now  to  secure  the  additional  facts  that 
are  needed  for  control.  We  may  anticipate  the  time 
when  control  is  effected  and  the  experience  of  3,000 
babies,  born  during  the  epidemic  year  of  1964  with 
congenital  malformations  associated  with  maternal  ru- 
bella, will  not  be  repeated. 


ANNUAL  MEETING  DATES  FOR  YOUR  1967  CALENDAR 


Maine  Medical  Association,  June  11-13,  1967  at  The  Samoset,  Rockland,  Maine 
American  Medical  Association,  June  18-22,  1967,  Atlantic  City,  New  Jersey 


for  noses  of  every  description, 
one  safe  and  sure  prescription; 

Otrivin® 

(xylometazoline  CIBA) 
on  Rx  only 


■ quickly  relieves  congested  nose 
■ action  is  gentle,  yet  prolonged 
■ side  effects  are  minimal 


INDICATION:  Nasal  congestion,  CONTRAINDICATION:  Do  not  use 
in  patients  sensitive  to  small  doses  of  sympathomimetic  substances. 
WARNINGS:  Prolonged  or  excessive  use  may  cause  rebound  conges- 
tion. Use  cautiously  in  patients  with  hyperthyroidism,  coronary  artery 
disease,  hypertension,  and  diabetes.  CAUTION:  Do  not  shake  Nasal 
Spray.  Rinse  Nasal  Solution  dropper  or  Nasal  Spray  tip  in  hot  water 
'after  each  use.  No  more  than  one  person  should  use  the  same  dropper 
I bottle  or  nasal  spray. 

|SIDE  EFFECTS:  Occasional  local  reactions:  rebound  congestion, 
jslight  burning  or  stinging,  sneezing,  dry  nose.  Occasional  systemic 
1 effects:  headache,  drowsiness,  lightheadedness,  insomnia,  palpita- 
itions.  Overdosage  in  young  children  may  produce  profound  sedation, 
i DOSAGE:  Adults:  Nasal  Solution  — 2 or  3 drops  in  each  nostril  every 
;4  to  6 hours.  Nasal  Spray — Squeeze  rapidly  once  or  twice  in  each  nos- 
jtril  every  4 to  6 hours.  Children  under  12:  Pediatric  Nasal  Solution  — 
,2  or  3 drops  in  each  nostril  every  4 to  6 hours.  One  drop  should  be  used 


in  infants  under  6 months.  Pediatric  Nasal  Spray  — Squeeze  rapidly 
once  in  each  nostril  holding  tube  upright;  repeat  every  4 hours  as 
necessary.  SUPPLIED:  OTRIVIN®  hydrochloride  (xylometazoline  hydro- 
chloride CIBA)  Nasal  Solution,  0.1%;  dropper  bottles  of  1 fluidounce, 
bottles  of  1 pint.  Nasal  Spray,  0.1%;  plastic  squeeze  tubes  of  15  ml. 
Pediatric  Nasal  Solution,  0.05%;  dropper  bottles  of  1 fluidounce.  Pedi- 
atric Nasal  Spray,  0.05%;  plastic  squeeze  tubes  of  15  ml.  Nasal  Solu- 
tions contain  either  0.1%  or  0.05%  xylometazoline  hydrochloride, 
triethanolamine,  hydrochloric  acid,  sodium  chloride,  and  phenylmer- 
curic  acetate  1:50,000  as  preservative  in  water.  Nasal  Sprays  contain 
either  0.1%  or  0.05%  xylometazoline  hydrochloride,  potassium  phos- 
phate monobasic,  potassium  chloride,  sodium  phosphate  dibasic, 
sodium  chloride,  and  benzalkonium  chloride  1:5000  as  preservative  in 
water.  Consult  complete  literature  before  prescribing.  ^ r ry  \ 
CIBA  Pharmaceutical  Company,  Summit,  N.  J.  C/  1 13  A 
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It's  easy 
for  children 


and  Gantanol 

(sulfamethoxazole) 

Suspension 
is  a good  way 

to  help  them 
get  well 


proven  effectiveness  in  common  bacterial  upper 
respiratory  infections 

Clinical  results  in  patients  probably  much  like  those  you  see  every 
day  show  that  an  overwhelming  majority  responded  favorably  to 
Gantanol  (sulfamethoxazole)  Suspension. *''■  These  patients,  num- 
bering over  1600  in  published  reports,  had  a variety  of  bacterial 
upper  respiratory  infections  such  as  otitis  media,  sinusitis,  pharyn- 
gitis and  tonsillitis,  including  over  700  cases  caused  by  beta-hemo- 
lytic streptococci.’"' 

Although  in  bacteriologically  proven  streptococcal  infections  peni- 
cillin remains  the  drug  of  choice,  Gantanol  (sulfamethoxazole)  has 
shown  conversion  rates  comparable  to  those  generally  seen  with 
penicillin  and  apparently  superior  to  those  cited  in  the  literature  for 
erythromycin  and  broad-spectrum  antibiotics.'  ' Conversion  rates 
have  ranged  from  a high  of  96  per  cent  in  229  patients'  to  a low  of 
65  per  cent  in  105  cases."  ' When  Gantanol  (sulfamethoxazole) 
Suspension  is  used  in  group  A beta-hemolytic  streptococcal  infec- 
tions. it  is  important  to  continue  therapy  in  the  recommended  dos- 
age for  at  least  10  days.  In  addition,  Gantanol  (sulfamethoxazole) 
Suspension  has  demonstrated^antibacterial  activity  against  D.  pneu- 
moniae, //.  influenzae  and  Staph,  aureu.'i.  Thus  Gantanol  (sulfa- 
methoxazole) Suspension  may  be  considered  a practical  choice  for 
common  bacterial  U.R.I.,  as  well  as  an  effective  alternative  in  the 
penicillin-sensitive  patient  with  proven  beta-hemolytic  strepto- 
coccal infection. 


therapy  generally  uncomplicated  by  side  effects 

Such  favorable  results  as  those  cited  in  the  literature’"'"  are  even 
more  meaningful  in  view  of  the  fact  that  only  27  of  1961  patients 
(1.4%)  discontinued  therapy  because  of  side  effects.  Of  the  total 
side  effects  reported  in  107  patients  (5.5%),  most  were  mild  and 
included  rash,  urticaria,  itching,  dizziness,  headache,  diarrhea, 
nausea  and  vomiting,  shivering  sensation,  skin  discoloration  and 
crystalluria.’"’" 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Acute  and  chronic  respiratory  and  urinary  tract  bac- 
terial infections  due  to  susceptible  microorganisms.  At  present 
penicillin  is  considered  the  drug  of  choice  in  acute  group  A beta- 
hemolytic  streptococcal  infections;  however,  Gantanol  (sulfameth- 
oxazole) has  shown  an  effectiveness  approaching  that  of  penicillin 
in  a large  number  of  patients.  If  employed  in  such  infections,  it  is 
important  that  therapy  be  continued  in  the  usual  recommended 
dosage  for  a period  of  at  least  10  days. 

Contraindicated  in  sulfonamide-sensitive  patients,  pregnant  fe- 
males at  term,  premature  infants  or  infants  during  first  3 months 
of  life. 

Warnings:  Use  only  after  critical  appraisal  in  patients  with  liver 
damage,  renal  damage,  urinary  obstruction  or  blood  dyscrasias.  If 
toxic  or  hypersensitivity  reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests  should  be  performed. 
Data  insufficient  on  prolonged  or  recurrent  therapy  in  chronic 
renal  diseases  of  children. 

Precautions:  Observe  usual  sulfonamide  therapy  precautions,  in- 
cluding maintenance  of  an  adequate  fluid  intake.  Use  with  caution 
in  patients  with  histories  of  allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  followed  closely  since  renal 
impairment  may  cause  excessive  drug  accumulation.  Occasional 
failures  may  occur  due  to  resistant  microorganisms.  Not  effective 
in  virus  or  rickettsial  infections. 

Adverse  Reactions:  Following  may  occur:  headache,  nausea,  vom- 
iting, urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood  dyscrasias, 
neuropathy,  drug  fever,  Stevens-Johnson  syndrome,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae,  purpura,  hematu- 
ria and  crystalluria. 

Dosage:  Children— \ teasp./20  lbs  initially,  followed  by  Vi  teasp./ 
20  lbs  b.i.d.  Adults  — 4 teasp.  initially,  followed  by  2 teasp.  b.i.d.  or 
t.i.d.,  depending  upon  severity  of  infection. 

How  Supplied:  Suspension  10%,  0.5  Gm  sulfamethoxazole/ 5 cc 
teasp.,  cherry-flavored,  bottles  of  16  oz. 

References:  1.  Braden,  B.,  and  Colmore,  J.  P. : J.  Oklahoma  M.A.,  57:1, 
1964.  2.  Alban,  J.:  Am.  J.  Dis.  Child.,  109:304,  1965.  3.  Reichel- 
derfer,  T.  E.:  Clm.  Med.,  77:1045,  1964.  4.  Jackson,  H.;  Cooper,  J.; 
Mellinger,  W.  J.,  and  Olsen,  A.  R. : Southwestern  Med.,  44:246,  1963. 
5.  Braden,  B.:  Colmore,  J.  R,  and  Cummings,  M.  M. : Antimicrobial 
Agents  Annual— 1960,  p.  54.  6.  Peters,  J.  H.:  Data  adapted  from  a 
Scientific  Exhibit  presented  at  the  Spring  Meeting  of  the  American 
Academy  of  Pediatrics,  April  26-29,  1 965.  7.  Peters,  J.  H. : Antimicrobial 
Agents  and  Chemotherapy  — 1961,  p.  406.  8.  Elia,  J.  C. : Eye  Ear  Nose  & 
Throat  Month.,  41:122,  1962.  9.  Patton,  J.  M.:  West.  Med.,  5:46,  1964. 
10.  Chastain,  R J.;  J.  Florida  M.A..  4S:816,  1962.  11.  Grater,  W.  C.: 
Antibiotics  & Chemother.,  72:450,  1962,  12.  Exline,  A.  L.:  Colorado 
GP,  5:(5),11,  1963. 
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Roche  Laboratories 
Division  of  Hofl'mann-La  Roche  Inc. 

Nutley,  New'  Jersey  07110 


Blood-glucose 
screening  for  ^ 
your  patients? 


T 


. . . because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix’?'  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 
method.  ...’’*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 

*Marks,  V.,  and  Dawson.  A.: 

Brit.  M.  J.  7:293,  1965. 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


' DEXTROSTIX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 
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County  Society  Notes 

KENNEBEC 

The  Kennebec  County  Medical  Association  met  at  the 
Augusta  State  Hospital  in  Augusta,  Maine  on  December  8, 
1966. 

The  meeting  was  called  to  order  by  the  President,  Allan  J. 
Stinchheld,  M.D. 

Brinton  T.  Darlington,  M.D.  read  the  slate  of  officers  for 
1967,  as  proposed  by  the  nominating  committee,  w'hich  was 
approved : 

President,  Robert  L.  Ohler,  M.D.,  Togus 
Vice-President,  Richard  H.  Dennis,  M.D.,  Waterville 
Secretary-Treasurer,  Lucien  F.  Veilleux,  M.D.,  Waterville 
Delegates  to  the  Maine  Medical  Association  House  of  Dele- 
gates: Drs.  John  M.  H.  Barnard,  Francis  J.  O'Connor  and 
Allan  J.  Stinchheld,  all  of  Augusta,  Earle  M.  Davis,  Paul 
A.  Jones,  Jr.  and  Valentine  J.  Moore,  all  of  Waterville. 
Alternates:  Drs.  Francis  A.  Spellman,  Togus,  Richard  E. 
Barron,  Monmouth,  Richard  T.  Chamberlin  and  Richard 
L.  Chasse,  both  of  Waterville,  Theodore  M.  Russell  and 
John  H.  Shaw,  both  of  Augusta 
Councilors,  Drs.  Joseph  R.  Crawford,  Augusta,  Vaughn  R. 

Sturtevant,  Waterville  and  George  I.  Gould,  Richmond 
Grievance  Committee,  Drs.  Oakley  A.  Melendy,  Augusta, 
Edmund  N.  Ervin,  Waterville  and  Ivan  E.  McLaughlin, 
Gardiner 

Manpower  Procurement  and  Civil  Defense  Committee,  Drs. 
Albert  A.  Poulin,  Waterville,  M.  Tieche  Shelton,  Augus- 
ta and  Clarence  R.  McLaughlin,  Gardiner 
Ames  Robey,  M.D.  gave  a prolonged  discussion  of  the  place 
of  the  physician  in  coutt. 

A meeting  of  the  Kennebec  County  Medical  Association  was  I 
held  at  the  Holiday  Inn  in  Augusta,  Maine  on  January  19,  | 

1967. 

The  meeting  was  called  to  order  by  the  President,  Robert  I 
L.  Ohler,  M.D.  Dr.  Ohler  asked  for  program  suggestions  and 
requested  that  members  of  the  Association  express  their  views 
regarding  objectives  that  the  Association  might  pursue.  j 

Robert  M.  Knowles,  M.D.  of  Portland,  Chairman  of  the 
Maine  Medical  Association’s  Maternal  Mortality  Committee, 
then  discussed  the  problem  of  maternal  mortality.  He  requested 
that  physicians  report  all  maternal  deaths  occurring  within  90 
days  of  the  pregnancy.  He  sited  bleeding,  eclampsia  and  pul- 
monary embolus  as  common  causes  of  death. 

William  E.  Schumacher,  M.D.  urged  that  members  of  the 
Association  personally  participate  in  influencing  members  of 
the  legislature  regarding  pertinent  medical  legislation. 

Lucien  F.  Veilleux,  M.D.,  Secretary 


YORK 

Twenty-four  members  attended  the  meeting  of  the  York 
County  Medical  Society  which  was  held  at  the  York  Hospital 
in  York,  Maine  on  January  11,  1967.  | 

Following  a social  hour  and  dinner,  the  President,  Walter  R. 
Peterlein,  Jr.,  M.D.  called  the  meeting  to  order.  i 

The  nominating  committee  presented  the  following  slate  of  j 
officers  for  1967  which  was  approved: 

President,  Eugene  P.  Wolfahrt,  M.D.,  Saco  i 

Vice-President,  Oney  P.  Smith,  M.D.,  Wells  | 

Secretary-Treasurer,  Charles  W.  Kinghorn,  M.D.,  Kittery 
Executive  Committee,  Drs.  Carl  E.  Richards,  Sanford,  Wal- 
ter R.  Peterlein,  Jr.,  Springvale,  Eugene  P.  Wolfahrt,  Oney 
P.  Smith  and  Charles  W.  Kinghorn 

Charles  W.  Kinghorn,  M.D.,  Secretary  \ 


He  leaves  to  make 
an  urgent  call 

But  doesn’t  use 

the  phone  at  all 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 

Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary.^^^^^ 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  j arming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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CUMBERLAND 

A meetinjj  of  the  Cumberland  County  Medical  Society  was 
held  at  Valle’s  Steak  House  in  Portland,  Maine  on  December 
15,  1966  with  eighty-two  members  and  guests  attending. 

Following  a social  hour  and  dinner,  the  President,  Alvin  A. 
Morrison,  M.D.  introduced  Mr.  L,  Morrill  Burke  who  spoke 
briefly  concerning  the  proposed  changes  in  future  planning  of 
institutions  of  higher  education  in  the  State  of  Maine.  He  par- 
ticularly stressed  the  suggested  move  of  the  University  of 
Maine  in  Portland  to  Gorham,  emphasizing  his  personal  feeling 
that  such  a move  would  be  disadvantageous  to  the  whole  com- 
munity rather  than  a beneficial  and  progressive  step  forward. 

Dr.  Morrison  announced  that  progress  has  been  made  on 
updating  the  Bylaws  of  the  Society  and  that  he  hoped  the  new 
President  would  carry  through  with  the  revision.  A letter  from 
the  Portland  school  system  was  read  which  asked  for  the  con- 
tinued cooperation  of  the  Society  in  the  educational  projects 
sponsored  by  the  Federal  Government.  Benjamin  Zolov,  M.D. 
asked  for  a future  report  on  Project  Safety. 

George  I.  Geer,  Jr.,  M.D.  reported  on  the  year’s  activities  of 
the  Public  Relations  Committee  and  Robert  E.  McAfee,  M.D., 
in  his  report  of  the  activities  of  the  Health  Careers  Commit- 
tee, pointed  out  the  relatively  poor  standing  of  the  State  of 
Maine  in  the  numbers  of  students  entering  medical  and  para- 
medical fields.  After  a brief  discussion  of  Medicare  problems 
by  Stephen  E.  Monaghan,  M.D.,  the  Society  voted  that  a 
special  committee  be  formed  to  look  into  the  feasibility  of 
having  a Maine  financial  institution  collect,  coordinate,  and 
distribute  Medicare  funds,  similar  to  the  program  being  car- 
ried out  in  Massachusetts. 

Resolutions  on  the  death  of  Donald  H.  Daniels,  M.D.  were 
read  by  Dr.  Morrison  and  the  Secretary  was  instructed  to 
spread  the  report  upon  the  records  of  the  Society  and  to  send 
a copy  to  Mrs.  Daniels. 

Dr.  Morrison  reviewed  the  activities  of  the  Society  during 
his  tenure  as  President.  The  nominating  committee  then  pre- 
sented the  following  slate  of  officers  for  1967  which  was 
approved : 

President,  Charles  'W.  Capron,  M.D.,  Portland 

Vice-President,  Lloyd  G.  Davies,  M.D.,  Fryeburg 

Secretary-Treasurer,  Stanley  B.  Sylvester,  M.D.,  Portland 

Delegates  to  the  Maine  Medical  Association  House  of  Dele- 
gates: Drs.  Lloyd  G.  Davies,  Fryeburg,  Louis  N.  Taxiar- 
chis,  Alvin  A.  Morrison,  Frederick  B.  Clark,  Charles  W. 
Capron,  Robert  W.  Agan,  Martin  A.  Barron,  Jr.,  Stanley 
G.  Dienst  and  Bernard  Givertz,  all  of  Portland.  Alter- 
nates: Drs.  Sidney  R.  Branson,  South  'Windham,  Kirk  K. 
Barnes,  Brunswick,  Edmund  W.  Hardy,  Falmouth,  John 
F.  Gibbons,  Robinson  L.  Bidwell,  Robert  E.  McAfee, 
William  L.  MacVane,  Jr.,  Edward  C.  Matthews,  Douglass 
C.  Pennoyer  and  Alphonse  Telfeian,  all  of  Portland 

Charles  W.  Capron,  M.D.,  the  incoming  President,  closed 
the  meeting  following  a resounding  vote  of  thanks  to  Dr. 
Morrison  for  his  dedicated  services  during  his  Presidency. 

Stanley  B.  Sylvester,  M.D.,  Secretary 

LINCOLN-SAGADAHOC 

The  Lincoln-Sagadahoc  County  Medical  Society  met  at  The 
Ledges  in  Wiscasset,  Maine  on  December  20,  1966. 

The  meeting  was  called  to  order  by  the  President,  Alan  W. 
Zeller,  M.D. 

Francis  A.  Winchenbach,  M.D.  explained  some  of  the  pro- 
cedures to  be  followed  in  submitting  Companion  Plan  reports 
to  the  Physicians’  Service  Division  of  the  Associated  Hospital 
Service  of  Maine. 

Carl  R.  Griffin,  Jr.,  M.D.  introduced  John  E.  Knowles,  M.D. 
of  Portland  who  spoke  on  correctible  hearing  loss  problems. 

George  W.  Bostwick,  M.D.,  Secretary 


A meeting  of  the  Lincoln-Sagadahoc  County  Medical  Society 
was  held  at  The  Ledges  in  Wiscasset,  Maine  on  January  17, 
1967.  The  meeting  was  called  to  order  at  8:30  p.m. 

The  following  officers  were  elected  for  1967; 

President,  Charles  E.  Burden,  M.D.,  Bath 
Vice-President,  Mary  J.  Tracy,  M.D.,  Damariscotta 
Secretary-Treasurer,  George  W.  Bostwick,  M.D.,  Newcastle 
Delegates  to  the  Maine  Medical  Association  House  of  Dele- 
gates: Drs.  John  F.  Andrews,  Boothbay  Harbor  and  Ralph 
C.  Powell,  Damariscotta.  Alternates:  Drs.  Nelson  P.  Black- 
burn and  Paul  A.  Fichtner,  both  of  Bath 
Censors,  Drs.  Samuel  L.  Belknap,  Damariscotta,  John  F. 

Dougherty,  Bath  and  Carl  R.  Griffin,  Jr.,  Boothbay  Harbor 
Program  Committee,  Drs.  Ralph  C.  Powell,  Damariscotta, 
Arkadij  Oceretko,  Bath  and  John  F.  Dougherty 
John  F.  Dougherty,  M.D.  spoke  briefly  on  Title  XIX. 

Alan  W.  Zeller,  M.D.,  Secretary  pro  tem 

HANCOCK 

The  Hancock  County  Medical  Society  held  its  annual  busi- 
ness meeting  on  December  14,  1966  at  the  Hancock  House  in 
Ellsworth,  Maine. 

The  following  officers  were  elected  for  1967: 

President,  Robert  D.  Wilson,  M.D.,  Bar  Harbor 
Vice-President,  John  D.  McIntyre,  M.D.,  Ellsworth 
Secretary-Treasurer,  Russell  G.  Williamson,  M.D.,  Blue  Hill 
Delegates  to  the  Maine  Medical  Association  House  of  Dele- 
gates: Drs.  Bradley  E.  Brownlow,  Blue  Hill  and  Herbert 
T.  Wilbur,  Jr.,  Southwest  Harbor.  Alternate:  Elizabeth 
E.  Williamson,  M.D.,  Blue  Hill 
Censor,  Robert  F.  Russell,  M.D.,  Penobscot  (3  yrs.) 

A lively  discussion  of  existing  differences  in  philosophy  of 
medical  practice  in  the  county  ensued. 

Russell  G.  Williamson,  M.D.,  Secretary 


New  Members 

AROOSTOOK 

Louis  E.  Jorel,  M.D.,  12  Thomas  Ave.,  Caribou  04736 
CUMBERLAND 

Geoffrey  A.  Stroud,  M.D.,  65  Baribeau  Dr.,  Brunswick  04011 
HANCOCK 

George  G.  Fuller,  M.D.,  50  Union  St.,  Ellsworth  04605 


Letters  to  the  Editor 

To  the  Editor: 

This  is  to  advise  you  of  a change  in  the  procedure  of  the 
voluntary  admission  procedures  at  Pineland  Hospital  and 
Training  Center. 

Effective  January  18,  1967,  parents,  or  guardians,  seeking 
voluntary  admission  for  an  applicant  will  be  required  to  ac- 
company the  prospective  patient  to  this  institution  for  a pre- 
admission interview  and  evaluation.  This  practice,  which 
should  simplify  and  expedite  services  to  the  community,  will 
take  approximately  four  hours  and  will  include  a physical  and 
psychological  examination  of  the  applicant,  as  well  as  a social 
work  interview  with  the  parents  or  guardian. 

Continued  on  Page  XU 


This  space 
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for 

additions 
to  the 
TUBEX 
system 


Only  TUBEX 
offers 

so  complete  a line 
of  closed-system 
injectables, 
and 

it’s  still  growing 

—no  other  system  is  safer 

—no  other  system  is  more  efficient 

—no  other  system  offers  more  convenience 

—no  other  system  assures  greater  patient  comfort 


TUBEX  sterile  cartridge-needle  units  are  prefilled 
with  measured  doses.  Each  unit  is  used  once,  and 
discarded.  This  eliminates  danger  of  cross  contami- 
nation, as  well  as  problems  of  sterilization,  storage, 
and  measurement.  Ultra-sharp,  siliconized  needles 
keep  patient  discomfort  to  a minimum.  No  other 
injectable  system  is  easier  to  use,  easier  to  store, 
easier  to  carry. 


JUST  ARRIVED! 

4 New  TUBEX®  Sterile 
Cartridge-Needle  Units 
Vitamin  B Complex  with  Vitamin  B,2 
Hydroxocobalamin,  100  mcg./cc. 
Hydroxocobalamin,  1000  mcg./cc. 
Thiamine  HCI,  U.S.P.,  100  mg./cc. 


TUBEr 

Closed  Injection  System 
Sterile  Cartridge-Needle  Unit 
Hypodermic  Syringe 
Wyeth  Laboratories  • Philadelphia,  Pa. 
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Following  the  completion  of  the  examination,  recommenda- 
tions concerning  admission  will  be  made  to  the  Superintendent 
and  the  parents,  or  guardians,  will  be  notified  of  his  decision 
approximately  two  weeks  subsequent  to  the  initial  appoint- 
ment. 

Peter  W.  Bowman,  M.D.,  Superintendent 
Pineland  Hospital  and  Training  Center 
Pownal,  Maine  04069 


To  the  Editor: 

Reference  is  made  to  General  Information  Letter  No.  2 
dated  24  January  1967.  Paragraph  4,  "Health  Insurance  by 
Law  or  Employment"  should  be  amended  to  read  as  follows: 
"Section  1086(d)  of  the  law  provides  that  in  the  case  of 
retired  personnel  and  their  dependents,  and  dependents  of  de- 
ceased personnel  that  'No  benefits  shall  be  payable  under  any 
plan  covered  by  this  section  in  the  case  of  a person  enrolled 
in  any  other  insurance,  medical  service,  or  health  plan  provided 
by  law  or  through  employment  unless  that  person  certifies  that 
the  particular  benefit  he  is  claiming  is  not  payable  utider  the 
other  plan.’  " 

Contracting  Officer 

Office  for  the  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services 
Office  for  Dependents'  Medical  Care 
Office  of  the  Surgeon  General,  U.S.  Army 
Denver,  Colorado  80240 


Book  Review 


Atlas  of  Cryosurgical  Techniques  in  Ophthal- 
mology by  Charles  D.  Kelman,  M.I).  Published 
by  the  C.  V.  Mosby  Company,  St.  Louis,  Mis- 
souri, 1966.  118  pp  with  140  illustrations.  Price 
$18.75. 

This  Atlas  has  140  fine  illustrations  by  Daisy  Stilwell  and  a 
very  detailed  text  giving  an  unbiased  and  enthusiastic  presenta- 
tion of  the  1966  status  of  cryosurgery  in  ophthalmology.  The 
illustrations  and  text  are  well  integrated  and  planned  which 
obviates  unnecessary  backtracking  through  pages  for  continuity. 

In  general,  adequate  physical  principles  in  heat  transfer  of 
this  thermoelectric  instrument  are  given;  the  principle  involved 
in  the  control  of  freezing  for  successful  use  are  explained. 

Detailed  steps  in  the  separate  procedures  for  routine  extrac- 
tion; for  hypermaturity;  for  complicated  and  compound  sur- 
gical procedures  are  thoroughly  discussed. 

There  is  a section  on  Retinal  cryopexy,  and  short  techniques 
of  cryosurgery  for  iris  prolapse,  tumor  biopsy  and  enucleation 
included  "for  completeness  sake.” 

This  probably  is  a volume  that  an  ophthalmologist  would 
want.  The  subject  is  fairly  presented  so  that  the  inadequacies 
of  this  new  procedure  are  revealed.  Redesigned  and  modified 
instruments  to  obviate  the  awkwardness  of  the  gross  handle 
and  entwining  tubes  are  sure  to  come;  there  are  explicit  di- 
rections given  by  the  author  to  ease  many  of  these  short- 
comings. 

A summing-up  in  the  author’s  words,  "this  book  is  written 
for  those  who  are  willing  ...  to  try  cryosurgery,  . . . and  to 
appraise  its  value." 


DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  with: 


BRAND  THIPHENAMIL  HCl 


Minimum  dosage  400  mg.,  q. 
4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Si.x- 
teen  years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 

NOW  AVAILABLE  IN  2 STRENGTHS, 
100  mg.  and  400  mg. 

PINK  SUGAR-COATED  TABLETS 

Literature  and  samples  available. 

W.\t.  P.  POVTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Jay  K.  Osler,  M.D. 
Bangor,  Maine  04401 


Now,  now,  Mrs.  Forsythe,  we've  never  lost  a cold  patient  yet. 


When  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
logic mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  tor  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


fLP 


For  relief  of  nasal  congestion. 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient' s sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonid 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  b"  taken 
three  times  daily  30  minutes  before  meals. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrcll  Inc. 

Cincinnati,  Ohio  4521 5 e-79o» 


^Merrell^ 


MiKe  expects  a penicillin  iniecticn. 
He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen*Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  \with  oral  penicillin  G. 

Indications:  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
d iSG3S0 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sicknep, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  PeniciINn  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infectioris  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  ot 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  ^-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 


erulonephritis. 

ontraindications:  Infections  caused  by  nonsusceptible  organisms; 
story  of  penicillin  sensitivity. 

omposition:  Tablets-125  mg.  (200,000  units)  and  250  mg.  (400,MO 
nits);  Liquid-125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 
Qf  5 cc  Wyeth  Laboratories  Philadelphia,  Pa. 


ORAL  PeN-VEE^K 

(potassium  phenoxymethyl  penicillin) 


FACT  a LEGEND 


;f  pSnts 

high  blood  pressure 

UTTER^sf^^---  '''"■ 
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RU/^^  405T  7-//£  OF  k/ATERLOO 

W BECAUSE  HE  MS  TOO  FAT ! 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890, 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  / 

HIS  INTELLIGENCE  INFORMATION.  “ IT  WAS  A A 

MATTER  OF  MERE  INDOLENCE  AND  THIS  ^ \ 

INDOLENCE  WAS  CAUSED  BY  FAT.  ” 

source:  jama  186:65  (OCT.  5)  1963.  | M, 


nQO>  ACCORDING  TO  DRS.  SHIPMAN  AND 
PLESSET  "APPARENTLY  NO  DIETER 
SUCCEEDS  WHO  IS  VERY  ANXIOUS  OR  DEPRESSED."^ 

THE  AMBAR  FORMULA  PROVIDES  METHAMPHETAMINE 
TO  HELP  ELEVATE  THE  MOOD  AND  PHENOBARBITAL 

TO  HELP  REDUCE  ANXIETY. 

^source:  archives  of  general  psychiatry  e. 26  (JUNE  1963). 


THE  BOOK  “PRAY  YOUR  tYE/GHT  AWAY  " URGES  READERS  TO 
'ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 
source:  rev.  c.n.  shedd:  new  york.  lippincott,  i9S9. 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast 
can  help  control  most  patients’  appetite 
for  up  to  12  hours.  Methamphetamine, 
the  appetite  suppressant,  gently  elevates 
mood  and  helps  overcome  dieting  frus- 
trations. Phenobarbital,  the  sedative  in 
Ambar,  controls  irritability  and  anxiety 
...helps  maintain  a state  of  mental  calm 
and  equanimity.  Both  work  together  to  ease  the  tensions 
that  erode  the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extenabs®— methamphetamine  hydro- 


chloride 10  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning;  may  be  habit  forming). 

BRIEF  SUMMARY— Indications:  Ambar  sup- 
presses appetite  and  helps  offset  emotional 
reactions  to  dieting.  Side  Effects:  Nervousness 
or  excitement  occasionally  noted,  but  usually 
infrequent  at  recommended  dosages.  Slight 
drowsiness  has  been  reported  rarely.  Precau- 
tions: Administer  with  caution  in  the  presence 
of  cardiovascular  disease  or  hypertension. 
Contraindications:  Hypersensitivity  to  barbiturates  or  sympathomi- 
metics;  patients  with  advanced  renal  or  hepatic  disease.  See  package 
insert  for  further  details.  _ . . 

H.  ROBINS  CO.,  Richmond,  Virginia  2.3220 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


in  sinusitis,  colds,  U.  R.  I. 


( Dimetane'®  [lirnmplieniramine  maleate],  12  mg.: 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 


up  to  10-12  hours  clear 
breathing  on  one  tablet 


It’s  clear — Dinietapp  lets  your  “stuffed-up”  patients 
breathe  easy  again.  Eaeli  hard-working  Extentab 
brings  welcome  relief  from  the  stuffiness,  drip  and 
congestion  of  upper  respiratory  conditions  for  up 
to  10-12  hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to  success 
is  the  Dinietapp  formula:  Dimetane  (hrom- 
pheiiiramine  maleate) — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done...  in  a hurry. 


Conlraindication.s:  Uypprsen.sitivity  to  antihi.staniines.  Not  recommended  for  use  during  pregnancy.  Precautions:  Until  patients 
response  has  been  determined,  he  sliould  be  cautioned  against  engaging  in  operations  requiring  alertness.  Administer  with  care  to 
{>atients  with  cardiac  or  [leripheral  vascular  diseases  or  hypertension.  Side  Eilecls:  Hypersensitivity  reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombocytopenia  have  been  reported  on  rare  occasions.  Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased  irritability  or  excitement  may  be  encountered.  A.H.  ROBINS  CO.,  Richmond, Virginia  23220 

Dosage:  1 Extentab  morning  and  evening.  Supplied:  Bottles  of  100  and  500.  /1'H'j^OBINS 


is  not  news.  What  s news  is  that  we  ve  embarked  on  the  most  ambitious  him  program  for  pro- 
•ssional  medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  him 
oject  is  underway— with  technical  advice  from  the  nation’s  leading  medical  authorities. 

ve  of  these  films  are  available  now— 

NCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OE  CANCER  OE  THE  COLON  AND  RECTUM, 
AL  CANCER,  NURSING  MANAGEMENT  OE  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 
CVNCER.  The  balance  will  be  released  in  1967-1968. 

^ pioneers  in  the  usage  of  medical  hlms,  we  know  their  value  as  teaching  tools.  Our  Units 
( |ross  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs. 

I |e  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series. 

<5 


AMERICAN  CANCER  SOCIETY 


I 


Letsgei 
down  to 


diuretics 


With  Hygroton,  you’ll  discover  that  you  can  almost 
always  use  fewer  tablets  than  is  possible  with  other 
diuretics. 


You  may  be  told  that  a new  short-acting  diuretic  was 
found  more  effective  than  Hygroton  in  congestive  heart 
failure  — but  this  was  when  twice  the  manufacturer’s 
maximum  recommended  dose  was  given.*  At  the  max- 
imum recommended  dose  for  both  diuretics,  two 
tablets  of  Hygroton  were  far  and  away  more  effective 
than  five  tablets  of  the  other  diuretic  in  producing 
natruresis  and  weight  loss.  And  at  these  dosages, 
Hygroton  costs  only  V3  as  much  as  the  other  diuretic. 


Since  the  discovery  of  chlorothiazide,  the  trend  has 
been  away  from  short-acting,  multiple-dose,  high-cost 
diuretics.  With  Hygroton  you  can  usually  do  the  job 
with  just  one  tablet  a day,  or  every  other  day. 

More  than  any  of  the  newer  diuretics,  Hygroton  brings 
dosage  and  cost  of  medication  down  to  earth. 

*Brest,  A.  N.,  et  al.:J.  New  Drugs  5:329,  1965. 


Hygroton* 

chlorthalidone 


Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  disease.  Warning:  With  administration  of  enteric-coated 
potassium  supplements,  the  possibility  of  small  bowel  lesions  should  be  kept  in  mind.  Precautions:  Reduce  dosage 
of  concomitant  antihypertensive  agents  by  at  least  one-half.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is 
aggravated.  Electrolyte  imbalance  and  potassium  depletion  may  occur:  take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease,  and  in  patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recom- 
mended. Side  Effects:  Dizziness,  weakness,  nausea,  vomiting,  hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia,  thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria  and  purpura,  epigastric  pain,  or  G.l.  symptoms  after  prolonged 
administration.  Average  Dosage:  One  tablet  (100  mg.)  with  breakfast  daily  or  every  other  day.  Availability:  Tablets 
of  100  mg.  in  bottles  of  100  and  1000.  For  full  details,  see  the  complete  prescribing  information.  6524-V(B) 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


Geigy 
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Togetherness 


. . . can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity'  or  side  eff  ects"’"  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1 Bradley,  J.  K.,  et  al.'.  J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley.  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gynec.  65:311  (Feb.)  1953. 
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Emetrol* 

phosphorated  carbohydrate 
solution 

emesis  control 
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Hydroxyproline  - The  Next  Lab  Test? 

ALBANY,  N.Y.  - The  liberation  from  the  body  of  a chemical  called  HP,  or  hy- 
droxyproline, has  been  associated  by  many  scientists  with  a large  number  of  disease 
conditions. 

Great  quantities  of  HP  are  excreted  in  the  urine  by  patients  with  such  diseases 
as  overactivity  of  the  parathyroid,  thyroid  or  pituitary  glands,  rheumatoid  arthritis, 
bone  degeneration,  psoriasis,  burns,  abnormal  calcium  storage,  mental  deficiency  and 
several  kinds  of  cancer. 

The  American  Cancer  Society  reported  recently  that  scientists  at  Albany  Medical 
College  of  Union  University  have  discovered  evidence  that,  at  least  In  cancer,  the  over- 
excretion of  HP  Is  due  to  both  the  building  up  and  tearing  down  of  the  body's  basic 
framework,  collagen.  The  scientists  are  Edwin  G.  Taft,  and  Drs.  Henry  F.  Hosley,  Ken- 
neth B.  Olson,  Sherman  Gates  and  Richard  T.  Beebe. 

Collagen  Is  the  tough,  fibrous  protein  which  supports  various  tissues  and  organs 
and  the  body  as  a whole.  It  Is  the  leather  in  our  hides,  the  matrix  In  our  bones,  the  dur- 
able material  In  muscle,  the  container  In  which  organs  are  wrapped,  the  stuff  which  sep- 
arates cells. 

Collagen  is  spun  by  youthful  cells  called  blasts.  In  young  growing  animals  and  hu- 
mans, and  In  cases  where  vigorous  repair  takes  place  following  Injury,  a great  deal  of 
collagen  Is  produced.  In  these  cases,  a certain  amount  of  the  raw  materials  from  which 
collagen  Is  made  (particularly  HP)  spills  over  Into  the  bloodstream.  In  which  It  Is  borne 
to  the  kidneys  where  It  Is  filtered  out  of  the  system  in  urine. 

In  degenerative  conditions.  Including  many  diseases  of  old  age,  collagen  disinte- 
grates Into  its  constituent  raw  materials  - like  HP  - and  Is  excreted  In  urine. 

With  Increasing  evidence  of  the  coincidence  of  high  HP  excretion  In  many  dis- 
eases, the  origin  of  excreted  HP  has  become  more  and  more  vigorously  debated.  Some 
say  the  excessive  excreted  HP  comes  from  blasts  working  overtime  In  building  up  col- 
lagen; others  contend  It  comes  from  collagen  erosion  by  disease. 

The  Albany  group  now  says  both  sides  probably  are  right  - at  least  so  far  as  can- 
cer Is  concerned.  They  found  Increased  HP  excretion  almost  exclusively  In  patients 
whose  cancer  had  spread  to  bone.  HP  excretion  also  rose  with  heightened  blast  ac- 
tivity. Bone  destruction  accounted  for  some  of  the  excess  HP  excretion,  but  futile  ef- 
forts by  blasts  to  build  up  bone  were  responsible  for  even  more  of  fhe  HP  excretion. 

The  studies  showed  excessive  HP  excretion  in  cases  of  "clubbing"  of  the  finger 
joints  — the  thickening  of  joint  soft  tissues  - even  when  bone  was  not  Involved.  Club- 
bing often  occurs  In  chronic  lung  diseases,  especially  lung  cancer. 

In  these  studies,  the  scientists  Investigated  I 8 normal  adults,  as  controls,  and  these 
numbers  of  patients  with  cancers  of  these  organs:  prostate,  21;  breast,  27;  lung,  10; 
and  multiple  myeloma  (In  which  bones  are  eroded  and  blood  proteins  become  abnor- 
mal), 19;  and  smaller  numbers  of  miscellaneous  cancers. 

In  most  cases  where  HP  excretion  was  abnormally  high,  the  cancer  affected  the 
collagen  of  bone.  The  mean  for  the  normal  people  was  25.5  mg  of  HP  excreted  every 
24  hours. 

In  contrast,  patients  with  bone-involved  cancers  of  these  sites  showed  means  of: 
77.9,  prostate;  50.5,  breast;  about  60,  lung;  and  41.7,  multiple  myeloma.  The  range 
of  readings  was  wide,  but,  generally,  the  more  damage  and  repair  In  bone  the  higher 
the  HP  excretion. 

The  group  are  continuing  their  studies  to  determine  whether  HP  excretion  mea- 
surements will  tell  how  patients  are  doing  on  various  treatments.  It  Is  possible  that  HP 
readings  might  prove  a valuable  guide  to  physicians  In  treating  patients,  although  this 
has  yet  to  be  established. 
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when  he  just  can^t  sleep 

Tuinal 

Sodium  Amobarbital  and 
Sodium  Secobarbital 

(One-Half  Sodium  Amobarbiteal  and  One-Half  Sodium  Secobarbitial  1 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

'JndicQtions.Tuinal,  comprised  of  equal  parts  of  Seconal® 
iSodium  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodi- 
um (sodium  amobarbital,  Lilly),  is  indicated  for  prompt 
and  moderately  long-acting  hypnosis. 
Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
jcause  excitement  may  result. 

Warning;  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions;  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Dosage:  1 14  to  3 grains  at  bedtime. 

Supplied:  Vi,  114  , and  3-grain  Pulvules®. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Maine  Heart  Association  Notes 

116  State  Street,  Augusta,  Maine 


Hypertension  And  High  Hematocrit 
Another  Clue  To  Renal  Arterial  Disease 

The  renal  origin  of  both  crythropoielin  and  renin  suggests  a 
possible  eiiologie  relation  bet\\’een  renal  hypertension  and  polycythe- 
mia. 

. . . The  addition  of  arteriography  to  the  usual  renal  radiographic 
technics  has  permitted  the  separation  of  patients  ^\ith  renal  lesions  into 
those  -\vith  renal  arterial  stenosis  and  those  with  parenchymal  lesions. 
. . . Using  these  technics  this  study  was  undertaken  to  tletermine  the  in- 
cidence of  high  hematocrit  in  hypertensive  and  normotensive  patients 
with  renal  arterial  disease  or  pyelonephritis. 

rhe  possible  relation  between  renal  arterial  disease  and  polycy- 
themia is  supported  by  the  signiheantly  higher  incidence  of  elevated 
hematocrits  in  patients  ^vith  the  ocelusice  vascidar  lesion.  It  must  be 
stressed,  hoevever,  that  only  a minority  of  patients  with  renal  arterial 
disease  develop  high  hematocrit. 

F'rom  this  study,  there  is  no  indication  why  high  hematocrit  occurs 
in  some  patients  with  renal  arterial  disease  but  is  absent  in  others  'with 
c(pially  severe  stenosis. 

riiere  must  be  other  factors  in  addition  to  hypoxia  that  determine 
increased  erythropoietin  secretion  in  patients  tvith  renal  arterial  disease, 
because  in  those  with  ischemic  atrophy  high  hematocrit  eras  nc3t  a 
constant  feature. 

T he  incidence  of  high  hematocrit  was  studied  in  .SOI  hypertensive 
and  nornic3tensi\e  patients  with  or  without  renal  arterial  disease  or 
pyelonephritis.  \Vhen  hypertensi\e  patients  ceere  sididivided  into  those 
3vith  essential  hyj>ertension  and  those  'cvith  renal  arterial  disease  asso- 
ciated evith  hypertension,  there  was  a signiheantly  higher  incidence  of 
high  hematocrit  in  those  with  renal  arterial  disease.  High  hematocrit 
was  also  found  to  ha\e  a higher  incidence  in  hypertensice  patients  with 
unilateral  renal  atrophy  due  to  ischemia,  ...  if  high  hematocrit  is  found 
in  a hyj3ertensi\e  patient,  or  a normotensive  patient  with  peripheral 
atherosclerosis  which  is  neither  of  the  primary  type  nor  explained  by 
any  known  cause,  occlusi3e  renal  arterial  disease  shoidd  be  strongly 
considered. 

Submitted  l)V.  |a(ol)  15.  Dana,  .M.l)..  .Maine  Heart  .\sso( iation. 

Reference:  rara/i.  Robert  C.  el  al.  I be  .tnieriian  [onrnal  ol  ('.ardiologr , \'ol.  18.  l>ages  SoS-SoS. 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


TiroidolfsimitiDinik' 


Each  tablet  contains:  Triaminic'®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine  0.167  Gm.) 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 


tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion. hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 


Bela-Hemotyfic 
Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-Cillin  K®provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 


Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 

MIC  (meg. /ml.)  MIC  (meg. /ml.)  MIC  (meg. /ml.) 

Antibiotic  Medion  Range  Median  Range  Median  Range 


Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0,04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  and  Finlond, 

M.:  New  England  J.  Med. ,269  1019, 

1963. 

with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S , and  Block,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  r 
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Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information. 


New  500  nig.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K Is  the  potassium  salt  of  V-Cillm®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 
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those  who  have  previously  demonstrated  sensitivity  to  penicillin.  I | 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  mucf 
less  common  with  administration  of  oral  penicillin  than  with  intramuscu  | 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  oi  | 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin  ii) 
administered,  measures  for  treating  anaphylaxis  should  be  readily 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  fo 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamineti 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over 
growth  of  antibiotic-resistant  organisms;  in  such  a case,  antibiotic  od 
ministration  should  be  stopped  and  appropriate  measures  taken.  ( 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cilli( 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  unitsl, 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in  j 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divideci' 
into  three  doses.  I 

Beta-hemolytic  streptococcus  infections  without  associated  bacte  ; 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a dO)  j 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de  | 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  Dos  i 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history  o | 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  oncf  | 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extroc  j 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500, OCX  | 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  day 
postoperatively.  If  oral  medication  is  not  .feasible  on  the  day  of  su' | 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderatel  | 
severe  pneumococcus  pneumonia  has  been  treated  effectively  wit/ 
250  mg.  every  six  hours.  I 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give: 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  fo 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  fc 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  sypFil  ' 
should  have  a dark-field  examination  before  receiving  penicillin  aO' 
monthly  serologic  tests  for  a minimum  of  three  months.  ) 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units-],  |j 
bottles  of  50  and  100,  250  mg.  (400,000  units),  and  500  mg.  (800,00|l 
units)  in  bottles  of  24  and  1 00.  ' 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  pf 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Addilional  inlormation  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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One  ‘Ornade’ 
Spansule  Capsule 
works  all  day 
(or  all  night)  to 
make  your  patient 
with  a cold  a lot 
more  comfortable. 


‘Ornade’,  the  unique  oral  nasal  decongestant  with  a drying  agent, 
a decongestant  and  an  antihistamine  in  the  ideal  dosage  form 


ALL-DAY  OR  ALL-NIGHT  RELIEF 


Ornade®  Spansule®  Capsules 

Trademark  brand  of  sustained  release  capsules 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  male- 
ate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isoprop- 
amide.  as  the  iodide. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the 
physician  should  be  familiar  with  the  complete  prescribing  information  in 
SK&F  literature  or  PDR.  Contraindications:  Patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder 
neck  obstruction.  Precautions:  Use  with  caution  in  the  presence  of  hyper- 
tension, hyperthyroidism,  or  coronary  artery  disease;  and,  in  patients  who 
may  operate  vehicles  or  machinery,  warn  of  possible  drowsiness.  Note:  Since 
the  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress 
1^31  uptake,  it  is  suggested  that  'Ornade'  be  discontinued  one  week  before 
these  tests.  Side  effects:  Drowsiness:  excessive  dryness  of  nose,  throat,  or 
mouth;  nervousness:  or  insomnia  may  occur  rarely,  but  are  usually  mild  and 
transitory.  Other  known  possible  side  effects  of  the  individual  ingredients  are: 
nausea,  vomiting,  diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest, 
abdominal  pain,  irritability,  tachycardia,  headache,  and  difficulty  in  urination. 


Smith  Kline  &.  French  Laboratories 


Precautions:  Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdravr  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
j ataxia  or  visual  disturbances  ocCur,  reduce  dose.  It 
l^mptoms  persist,  caution  patients  against  operat- 
ling  machinery  or  driving.  Give  cautiously  to  patients 
Iwith  suicidal  tendencies.  Treat  attempted  suicide 
|with  immediate  gastric  lavage  and  appropriate 
supportive  therapy 

>i|^ide  Effects:  Ethoheptazine  and  aspirin  may  oc- 
.^siorjally  cause  nausea,  vomiting,  epigastric  dis- 

Sess,  and  rarely  dizziness  and  CNS  depression. 

verdosage  may  result  in  salicylate  intoxication, 
fileprobamate  rarely  causes  allergic  or  idiosyncratic 
■Reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
^ave  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia, A few  cases  of  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications : History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 
Composition : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 
Wyeth  Laboratories  Philadelphia,  Pa, 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


weighing 

on  his 
mind, 
too 


TABLETS 


EQuagesic 

(meprobamate  and 
leptazine  citrate  with. 


#/• ' 


fluocinolone  aceton.de  — an  original  steroid  from 

SYNTEXra 

laboratories  INC..  PALO  ALTO.  CALIF. 


controls 
infected 
inflammatory 
dermatoses 
that  start  from 
scratch 


leo-Synalar 

pcinolone  acetonide-neomycin  sulfate  cream) 

Cream 


The  ‘‘iteh-scrateli"  cycle  usually  assoei- 
aled  uilh  innamnialioii  olten  results  in 
inlected  tlennatoses  because  brcTen 
skin  suiiaees  are  particularly  vulnerable 
to  pathogenic  bacteria.'  To  treat  in- 
fected inllainmatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  tojiical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  lluociniiline  acetonide 
controls  the  inllammation  and  provides 
rapid  rebel  from  asscK'iated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent - neomycin  combats  supei  ficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacilli'  that  often 
coloni/e  and  thrive  on  abraded  skin.' 

A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Nec'-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 

Conlraiiidications:  Tuberculous,  fungal,  and 
mo.st  viral  lesions  of  the  skin  (including  herpes 
simple.x,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic tise.  Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  t)f  its  com- 
ponents. I’recaiitions:  Neomycin  rarely  produces 
allergic  reactions.  I^rolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appnipriate  ther,ipy 
shotild  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  ivf  systemic 
antibiotics  should  be  considered,  basetl  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  ellect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absohitely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  lime.  Side  Kffects:  Side 
effects  are  not  v>rdinarily  encountered  with  topi- 
cal corticosteroiils.  .As  with  all  tlrugs,  however,  a 
few  patients  may  react  unf.ivorably  to  N'eo-Syna- 
lar  under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025 ',-o  fluocinolone  acetonide. 
neomycin  sulfate,  equivalent  to  0.35 neomycin 
base),  5 and  15  Cm.  tubes. 

References:  1.  I’illsbury.  D.  ,\I  , .Shelley.  W.  H., 
and  Kligman,  A.  M.:  A manual  of  cutaneous 
mevlicine,  Philavlelphia,  Saumlers,  1901,  p.  79. 
2.  Barber,  M.,  and  (iarrod,  I..  B:  Antibiotic  and 
chemotherapy,  Ballimoi  e,  Williams  and  Wilkins, 
1963,  p.  1 I I. 


“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
NEUROTIC  FATIGUE— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


ous ffrocedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Sate  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEC  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HCl. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  S mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  S mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
1 or  2 mg/day  initially,  increase  gradually  as  needed. 


Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 


Roche  Laboratories  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 
-M-  ^ 0 2-mg,  5-mg,  10-mg  tablets 

yalium* 

(diazepam) 
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Darvon®  Compound 


700037 


Each  Pulvule®  contains  65  mg.  propoxyphene. hydrochloride, 
:.227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 

- ’ IIIIMB— ■Mil 


IDENTI-CODE™  , 

(formula  identification  code.  Lilly) 

provides  quick,  positive  product 
identification. 


Additional  information  available 
to  the  medical  profession  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


when  it  counts 

Chloromyc 

(chloramphenicol) 


rwwfc.  uttrwt,  Mi€iitgMn492!i 

Complete  information  for  usage 
available  to  physicians  upon  request 


HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


ND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


( LTR22 ) 


In  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses  — diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


NeoMriiie« 

Brand  of  phenylephrine  hydrochloride 

is  available  in  a variety  of  forms, 
for  all  ages: 

Vs®/o  solution  for  infants 

V4%  solution  for  children  and  adults 

V4®/o  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

Vj%  nasal  spray  for  adults 

V2V0  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 

Antihistamine-decongestant  (1021 
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what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

K^time 
to  tine. 


Tuberculin, 
Tine  .ATest 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


414-6-4046R 


“Take  a laxative” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient, 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Ingelheim 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax. 

a gentle  persuasion 


Penicillin-Sensitive 
Staphylococci 


Beta-Hemoi^t 
Streptococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Medion  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0,02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0,4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  ond  Finland,  M.;  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S , ond  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K’H. 

Potassium  Phenoxymethyl  Penicillin 


fSee  next  page  for  prescribing  information., 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillln's*  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form,  Vv'hen  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued 
Adverse  Reactions:  Although  serious  allergic  reactions  are  muc 
less  common  with  administration  of  oral  penicillin  than  with  intramusc 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,^ 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillini 
administered,  measures  for  treating  anaphylaxis  should  be  read.' 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  Ic 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamijiE 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  ove 
growth  of  antibiotic-resistant  organisms;  in  such  a case,  antibiotic  c 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Ci: 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  uni', 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  ' 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divide 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bar 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a dc 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  c 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  D;  ! 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a histoif  , 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  ort  | 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  exitc 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  50(|' 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  dc 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  s. 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moder* 
severe  pneumococcus  pneumonia  has  been  treated  effectively  v. 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  gi- 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  pro: 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours' 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syp' 
should  have  a dark-field  examination  before  receiving  penicillin  c 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied;  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units), 
bottles  of  50  and  100,  250  mg.  (400,000  units),  and  500  mg,  (SOCE^j 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  c 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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Togetherness . . . , 


...can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity^  or  side  eff  ects^’^  and  will  not  mask  symptoms  of 


serious  organic  disorders 


R 

O 

RORER 

E 

R 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  38  A1  (,Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst. 
& Gynec.  65:311  (Feb.)  1953. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


ENDORSED  BY  THE  MAINE  MEDICAL  ASSOCIATION 

For  Its  Members 


MALPRACTICE  INSURANCE 

HARTFORD  INSURANCE  GROUP 

Noyes  & Chapman 

General  Insurance 

465  Congress  St. 

Portland,  Maine 

Serving  Maine  doctors  for  over  90  years 


772-2841 


LAWRENCE  D.  CHAPMAN 


INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  jihotograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Ecpially  imjiortant,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
he  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
1 site.  As  a result  of  all  these  changes, 

I the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states;  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
\ave  achieved 
greater 

steroid  potency 


The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


CHjOH 

I 

c=o 


CHjOH 

i=0 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
]7-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  hell)  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing thera))eutic  potential.  Taken  to- 
gether, however,  these  methods  have 
|)roved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay*"' 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
tbe  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hyd  rocortisone. 
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The  Antigranuloma  Assay*"*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvementt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

‘Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  efiect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  1.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  Ilf.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  publish^. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC.,  PALO  ALTO,  CALIF. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


TABLETS 

EQuagesic 

(meprobamate  and 
ethoheptazine  citrate  with, 
aspirin) 

® 

Precautions;  Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
, symptoms  persist,  caution  patients  against  operat- 
Mng  machinery  or  driving.  Give  cautiously  to  patients 
twith  suicidal  tendencies.  Treat  attempted  suicide 
with  immediate  gastric  lavage  and  appropriate 
supportive  therapy 

Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression. 
Overdosage  may  result  in  salicylate  intoxication. 
Meprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia. A few  cases  of  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications : History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 
Composition  : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 
Wyeth  Laboratories  Philadelphia,  Pa, 
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weighing 
on  his 
mind, 
loo 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 
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In  peptic  ulcer... 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENOE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
halanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewahle  tablet  or  teaspoonful  (.5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


IXi'o  to  your  pationt$«  a 
monthly  therapeutic*  supply  of  litamiii  C 


118  ^rapelruit  or  .*$0  AlIbcH'^  with  C 


Your  patient  would  have  to  eat  118  medium-sized  grapefruit 
(almost  4 a day!)  to  get  as  much  vitamin  C as  is  provided 
in  just  one  hottle  of  30  Allhee  with  C capsules  (taken  one  cap- 
sule daily) . In  addition,  each  capsule  supplies  full  therapeutic 
amounts  of  the  B-complex  vitamins. 

Your  patients  can  purchase  Allhee  with  C capsules  in  the 
convenient  hottle  of  thirty— a month’s  supply  at  a very  reason- 
able price.  Also  the  economy  size  of  100.  Available  at  phar- 
macies everywhere  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Virginia 


Each  capsule  contains 
Thiamine  Mononitrate 
(Vitamin  Bi)  (15  M 0 R ) I5mg 
Ribollavin  (Vitamin  Bp  (6  MOR)  10 mg 
Pyridonne  HCI  (Vitamin  B()  5 mg 

Nicotinamide  (Niacinamide)(5  M 0 R ) 50  mg 
Calcium  Pantothenate  10  mg 

Ascorbic  Acid  (Vitamin  C)  (10  M D ft ) 300  mg 


• • 


hyoscyamine  sulfate  0.1037  mg.  0.3111  mg. 

atropine  sulfate  0.0194  mg.  0.0582  mg. 

hysocine  hydrobromide  0.0065  mg.  0.0195  mg. 

phenobarbital  (%  gr.)  16.2  mg.  (%  gr.)  48.6  mg. 

(Warning:  may  be  habit  forming)  


A.  H.  ROBINS  COMPANY,  RICHMOND.  VIRGINIA  23220 


each  tablet,  capsule  or  5 cc.of  each 
elixir  (23%  alcohol)  Extentab® 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra 
indicated  in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 
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REGIONAL  WEATHER  FORECAST 

High  Winds,  Snow  Storms  and  Much  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 


Dosage;  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a d/Ws/on  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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cream  and  ointment 


Additional  information  availabie  to  physicians  upon  request. 
Eii  Liliy  and  Company,  Indianapolis,  Indiana  46206. 
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Symposium  on  Nuclear  Medicine 

Clark  F.  Miller,  M.D.* 


Introduction 

In  that  ragged  landscape  of  time  that  may  some  day 
become  known  as  the  Early  Atomic  Age  there  are  two 
volcanic  landmarks  half  a century  apart.  They  are  the 
dates  on  which  men  first  learned  to  use  the  treacherous 
energy  of  the  atom  for  two  opposing  purposes.  In  1895 
it  became  in  their  hands  a weapon  against  disease  and 
death;  fifty  years  later  they  turned  it  against  themselves. 

While  all  scientists  of  perception  recoil  from  the 
unnerving  image  of  1945,  many  work  today  with  such 
furious  intensity  to  turn  this  event  back  to  the  ways  of 
healing  that  one  almost  feels  they  are  seeking  to  make 
amends  to  mankind.  Physicians  and  physicists,  repre- 
senting a rather  mixed  cross  section  of  their  own  spe- 
cialties, have  teamed  up  so  effectively  that  nuclear 
medicine  is  today  one  of  the  youngest  and  fastest  grow- 
ing scientific  fields. 

Progress  from  laboratory  to  clinical  research  center  to 
community  hospital  has  occurred  with  such  breath-taking 
speed  that  the  field  is  strewn  with  also-rans.  Those 
already  up  front  or  abreast  are  racing  into  a fog  bank 
of  undeterminable  depth  and  density  while  the  harassed 
engineers  strive  to  clear  the  electronic  track  ahead  of  the 
ever  more  demanding  medical  profession. 

Symposia  and  special  courses  in  nuclear  medicine 
draw  physicians,  technicians,  pharmacologists,  biochem- 
ists and  many  others  in  mixed  crowds  of  gathering  size 
and  widening  scope  from  all  the  states  and  from  numer- 
ous foreign  countries.  One  senses  that  these  meetings 
differ  from  those  medical  gatherings  attended  in  years 
gone  by.  Comparisons  and  contrasts  spring  to  mind: 
greater  informality,  more  give-and-take,  a deeper  one- 
ness between  the  speakers  and  their  audiences,  a new 
excitement  and  enthusiasm.  Then,  as  one  looks  around, 
one  realizes  with  a shock  that  there  are  but  few  gray  or 
balding  heads  among  the  un-shuffling  listeners;  the  man 

* Chief,  Department  of  Radiology,  Central  Maine  General  Hos- 
pital, Lewiston,  Maine  04240. 


who  wields  his  pointer  with  such  authority  on  the  plat- 
form cannot  be  more  than  thirty-five.  This,  then,  is  the 
art  and  science  of  the  young;  they  are  building  their 
own  edifice,  sharing  their  hopes  and  uncertainties,  de- 
pending no  longer  on  the  tired  dogmas  of  white-haired 
professors. 

In  this  hospital  we  find  ourselves  now  groping  and 
stumbling  with  the  rest.  We  tend  to  magnify  our 
triumphs  and  disappointments,  unashamedly,  as  any 
healthy  children  seeking  balance  and  perspective  in  a 
sudden  new  world.  Sometimes  we  are  forced  to  unlearn 
old  ways  faster  than  we  can  grasp  the  new  ones. 

The  diversity  of  arrangements  whereby  hospitals  of 
our  size  have  sought  to  work  a radioisotope  department 
into  their  tables  of  organization  is  a thrice-told  tale. 
There  are  probably  no  two  institutions  free  of  govern- 
ment control  in  our  nation  that  have  found  exactly 
comparable  solutions.  This  should  not  be  surprising,  in 
view  of  the  well-acknowledged  complexities  of  the 
"troika”  type  of  responsibility-sharing  accepted  today  by 
most  hospital  boards,  administrations,  and  medical  staffs. 
The  important  thing,  of  course,  is  to  find  the  solution 
that  works  best  for  each  particular  hospital.  This  intro- 
duces many  problems,  not  the  least  of  which  is  closing 
the  credibility  gap  - if  I may  use  a term  of  current 
coinage  - that  always  seems  to  exist  at  first  between 
many  referring  doctors  and  their  colleagues  who  run  the 
radioisotope  unit  in  the  hospital. 

We  feel,  in  our  local  situation,  that  we’ve  been  for- 
tunate in  finding  as  workable  a solution  as  w^e  have,  for 
it  has  been  rather  daringly  based  on  a theoretically  ideal 
pattern.  It  has  brought  together  the  special  skills  of  the 
internist,  the  pathologist,  and  the  radiologist.  The  prom- 
ise that  nuclear  medicine  holds  for  the  future  depends 
on  the  degree  of  harmony  in  which  these  three  specialties 
can  continue  to  work  together. 
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Brain  Scanning 

John  W.  Carrier,  M.D.* 


With  the  exception  of  thyroid  studies  the  brain  scan 
is  probably  tlie  most  frequently  used  isotope  procedure 
in  the  General  Hospital  today.  In  many  institutions  it 
may  be  called  for  even  more  often  than  thyroid  uptake 
and  scanning  studies. 

The  explanation  of  this  is  rather  simple  since  the 
brain  scan  is  an  accurate,  easily  performed  procedure 
with  essentially  no  risk  to  the  patient  and  no  associated 
morbidity.  The  only  discomfort  associated  with  this 
examination  is  the  immobilization  required  during  the 
scanning. 

Since  the  Isotope  Section  at  the  Central  Maine  Gen- 
eral Hospital  began  operation  about  two  years  ago,  62 
brain  scans  have  been  performed  on  59  patients.  Selec- 
tion of  candidates  for  scanning  is  as  a rule  made  by  the 
Staff  Physicians,  but  the  procedure  is  not  performed  on 
a routine  basis.  Personal  consultation  with  the  isotope 
section  is  required  to  assure  that  indications  for  the 
study  are  sufficient  and  when  indicated  neurosurgical 
consultation  is  requested.  As  a rule  an  electroencephalo- 
gram and  skull  x-ray  studies  are  performed  prior  to  any 
brain  scan. 

Although  several  isotopes  are  available  for  use  in 
brain  scanning.  Mercury  is  today  the  most  commonly 
used  material  either  as  Hg-203  or  Hg-197.  The  latter 
has  the  advantage  of  a short  half-life  and  therefore 
results  in  less  radiation  to  the  patient.  For  this  reason 
this  is  the  isotope  of  choice  in  children  or  when  repeat 
scans  are  to  be  performed.  As  a rule  we  use  Hg-203  in 
adults  because  of  its  higher  energy  gamma  ray  which 
makes  detection  easier  and  because  of  its  longer  shelf 
life  which  permits  continuous  availability. 

Of  the  62  brain  scans  performed,  1 1 were  interpreted 
as  being  abnormal  and  pathology  was  confirmed  in  all 
but  one  of  these.  Eight  patients  were  found  to  have 
neoplastic  lesions,  all  primary  brain  tumors.  No  metas- 
tatic brain  tumors  have  been  demonstrated.  The  tumor 
types  are  listed  in  Table  1 . 

The  lesion  in  one  of  these  patients  was  not  detected 
on  the  initial  scan  though  it  was  seen  on  a repeat  scan 
two  weeks  later.  In  retrospect  the  lesion  was  faintly 
visible  on  the  initial  scan  and  because  of  this  occurrence 
it  has  become  our  practice  to  obtain  three  views  on  all 
scans  when  possible  if  pathology  is  not  detected  on  the 
initial  two  views. 

* Associate  Radiologist,  Central  Maine  General  Hospital,  Lewis- 
ton, Maine  04240. 


Table  1 


No.  of  Patients 

Glioblastoma  Multiforme 

5 

Ependymoma 

1 

Astrocytoma 

2 

One  of  the  abnormal  scans  showed  an  area  of  increased 
activity  which  was  believed  to  be  caused  by  encephalo- 
malacia  secondary  to  a thrombosis  of  the  left  internal 
carotid  artery  at  the  bifurcation  as  demonstrated  by 
angiography. 

One  patient  with  a history  of  trauma,  two  months 
prior  to  the  study  was  found  to  have  definite  increased 
activity  in  the  left  temporoparietal  area  peripherally  and 
angiography  demonstrated  a subdural  hematoma  which 
was  evacuated. 

In  one  patient  recently  an  area  of  increased  activity 
has  been  demonstrated  on  two  separate  scans  one  month 
apart  but  angiography  and  pneumoencephalography  have 
failed  to  demonstrate  a lesion.  This  patient  is  known  to 
have  a demyelinating  disease  similar  to  Multiple  Sclero- 
sis but  correlation  between  this  disease  and  the  abnormal 
scan  is  lacking. 

Six  of  the  62  scans  performed  have  been  judged  un- 
satisfactory for  definitive  evaluation  either  at  the  time  of 
the  procedure  or  in  retrospect.  Most  of  these  unsatisfac- 
tory .scans  were  so  labeled  because  of  technical  difficulties 
and  as  expected  occurred  early  in  our  experience.  These 
can  be  attributed  to  lack  of  familiarity  with  the  equip- 
ment. Two  of  the  scans  were  not  entirely  satisfactory 
because  the  time  interval  between  injection  of  the  iso- 
tope and  scanning  was  not  long  enough  to  permit  reduc- 
tion of  background  radiation  to  a satisfactory  level.  We 
now  wait  a minimum  of  three  hours  after  injection  be- 
fore scanning  is  begun. 

Brain  scanning  promises  to  increase  in  importance  as 
a diagnostic  isotopic  procedure  with  the  development  of 
more  suitable  isotopes  such  as  Technetium-99  and  more 
advanced  equipment  as  the  Gamma  camera  and  Auto- 
fluoroscope  which  reduce  scanning  time  to  a fraction 
of  the  present  time. 

As  more  procedures  are  carried  out,  refinements  in 
technique  can  be  expected  with  provision  of  further 
information  to  the  clinician. 

Central  Maine  General  Hospital,  Lewiston,  Maine  04240 
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Liver  Scanning 

Joseph  A.  Leonardi,  M.D.* 


There  are  several  organic  agents  which  are  selectively 
concentrated  and  excreted  by  the  liver  parenchymal 
cells.  These  can  be  tagged  with  radioiodine  and  the 
pattern  of  radioactivity  mapped  by  use  of  external  scan- 
ning techniques.  The  agents  in  use  are  rose  bengal  and 
Cholografin  1-131.  Colloid  particles  of  radioactive  gold 
and  technetium  can  also  be  used  to  demonstrate  the  liver 
reticuloendothelial  system. 

The  agents  most  in  use  today  in  community  hospitals 
are  rose  bengal  and  (Au-198j  radioactive  colloidal  gold. 
The  former  is  more  commonly  used  because  of  its  longer 
shelf  life,  permitting  easier  storage.  Au-198  would  be 
more  adaptable  to  an  institution  with  a larger  volume 
than  normally  handled  in  a community  hospital. 

Liver  scanning  is  simple,  harmless  to  the  patient,  free 
of  side-effects,  and  requires  minimal  time.  It  can  be  per- 
formed either  as  an  out-patient  or  in-patient  procedure. 
The  diagnostic  value  has  been  proven  to  be  comparable, 
in  certain  situations,  to  laparotomy,  and  superior  to  liver 
function  tests.  As  for  the  radiation  dose  to  the  patient, 
it  is  less  than  that  of  many  a routine  radiographic  study. 

Of  the  two  agents  commonly  used  for  liver  scanning, 
radioactive  colloidal  gold  Au-198,  is  picked  up  by  the 
reticuloendothelial  cells  of  the  body,  particularly  of  the 
liver.  Anatomical  detail  and  liver  outline  are  superior 
to  that  obtained  when  rose  bengal  is  used  since  there  is 
no  activity  in  the  gallbladder,  small  intestines,  or  in  the 
left  kidney,  which  may  cause  confusion  when  rose  bengal 
is  used. 

The  second  agent,  rose  bengal  1-131,  is  removed  from 
the  circulating  blood  by  the  polygonal  cells  of  the  liver 
and  excreted  through  the  biliary  tree  into  the  small  intes- 
tines. The  mode  of  excretion  is  important,  for  if  there  is 
complete  biliary  obstruction  the  isotope  will  not  reach 
the  intestines,  and  may  be  eliminated  in  part  by  the 
kidneys.  Therefore,  rose  bengal  studies  are  valuable  in 
determining  liver  function,  and  in  the  differential  diag- 
nosis of  jaundice. 

Rose  bengal  also  gives  a good  anatomical  picture  of 
the  liver,  but  as  mentioned  above,  the  liver  detail  is 
superior  when  colloid  Au-198  is  used. 

Dosage  and  Technic 

The  dosage  of  2uc  per  kg  body  weight  is  the  recom- 
mended dose  of  rose  bengal  or  colloid  Au-198.  This  is 
administered  intravenously,  and  the  scan  started  in  about 
twenty  minutes. 

The  patient  is  placed  supine,  and  an  anteroposterior 
scan  is  performed,  with  lateral  study  if  indicated.  When 
colloidal  Au-198  is  used,  the  scan  should  extend  suffi- 
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ciently  to  the  left  to  include  the  spleen,  and  is  performed 
two  hours  after  injection. 

The  indications  for  liver  scanning  are  multiple,  and 
may  aid  in  the  determination  of  the  following: 

1.  Size,  shape  and  location  of  the  liver. 

2.  Liver  function. 

3.  Displacement  by  adjacent  organs. 

4.  Best  biopsy  site. 

5.  Determine  presence  of  tumor  ( primary  or  meta- 
static ) . 

Interpretation 

In  the  interpretation  of  the  liver  scan,  one  first  evalu- 
ates the  general  configuration  and  the  uniformity  of  the 
radioactivity.  The  relationship  of  the  liver  to  normal 
anatomical  landmarks,  such  as  the  xiphoid  prcKess  and 
the  costal  margins,  should  also  be  evaluated. 

The  different  patterns  of  radioactivity  have  been 
illustrated  and  described  in  numerous  medical  journals 
in  the  past  few  years.  One  might  summarize  patterns  as 
follows: 

a.  Tumors,  both  benign  and  malignant,  appear  as 
areas  of  non-uptake. 

b.  Cirrhotic  livers  show  irregular  uptake.  There  may 
also  be  nodular  defects  at  times. 

c.  Biliary  tract  obstruction  is  revealed  by  lack  of  up- 
take in  the  intestinal  tract  on  the  1-hour  or  24-hour  scan 
when  1-131  is  used. 

In  addition  to  the  above,  liver  scanning  is  helpful  in 
cases  of  traumatic  injuries  and  in  extrahepatic  conditions 
including  subdiaphragmatic  abscesses  and  extrahepatic 
biliary  tract  obstruction. 

This  examination  can  also  be  done  on  children.  Acker- 
man and  McFee  (U.  Minn.)  ( S.G.  & O 117,  41,  1963) 
have  used  it  on  children  as  young  as  three  months.  The 
dose  was  1.5-2uc/kg  and  the  scan  started  at  20-30  min- 
utes after  the  injection.  They  have  concluded  that  he- 
patic scanning  can  be  successfully  performed  in  children 
of  all  ages. 

In  conclusion,  it  is  apparent  that  hepatic  scanning 
serves  to  aid  in  the  differential  diagnosis  of  liver  pathol- 
ogy. This  procedure  has  proven  useful  in  the  community 
hospital,  and  is  being  performed  with  increasing  fre- 
quency because  of  its  accuracy  and  the  ease  with  which 
the  information  is  obtained. 
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Isotope  Fluid  and  Function  Studies: 

Practical  Considerations 


Ronald  S.  Potts,  M.D.,  C.M.* 


The  T3  Uptake:  This  procedure  is  an  indirect  in  vitro 
serum  determination  of  the  thyro-binding  globulins  un- 
bound by  thyroid  hormones.  Using  the  resin-sponge 
technique,  it  has  been  technically  satisfactory  with  easy 
control  of  environmental  variables. 

Since  the  test  does  not  measure  iodine,  it  is  not  subject 
to  iodine  contamination  in  any  form.  It  is  a measure  of 
the  thyroid  gland’s  output  and  hence  yields  information 
similar  to  the  PBI.  Often  it  is  the  only  chemical  evalua- 
tion of  thyroid  activity  easily  available  when  a patient 
is  iodine  contaminated. 

This  is  an  excellent  screening  procedure  and  has 
proven  popular.  As  a treatment  guide,  the  patient  can 
be  titrated  down  to  a normal  test  range  with  antithyroid 
therapy;  or  titrated  up  to  a normal  range  with  thyroid 
preparations.  The  test  change  often  precedes  the  clinical 
response. 

Diseases  and  drugs  which  affect  serum  protein  frac- 
tions do  affect  the  T3  uptake,  as  they  do  the  PBI.  Ster- 
oids markedly  depress  the  test  result,  often  for  several 
months  after  cessation  of  steroid  therapy.  Even  the 
endogenous  steroid  levels  during  the  second  half  of  the 
m.enstrual  cycle  may  lower  the  test  result  by  1-2%  into 
the  hypothyroid  range.  This  is  corrected  by  properly 
timed  serum  collection. 

It  is  very  useful  in  evaluating  suspected  hyperthyroid- 
ism during  pregnancy  or  steroid  therapy.  If  the  preg- 
nancy is  viable  and  the  T3  uptake  is  not  markedly  de- 
pressed by  the  high  steroid  environment,  hyperthyroid- 
ism can  be  documented.  A chemically  valid  PBI  in  the 
same  situation  would  be  falsely  elevated  just  by  the 
pregnancy. 

Serum  collection  and  preservation  are  easily  done. 
Twelve  tests  can  be  done  at  the  same  time.  There  is 
negligible  radiation  exposure  to  the  analyst  and  proper 
cost  control  makes  this  procedure  economical. 

Blood  Volume  Studies:  Technically,  this  has  become 
a practical  determination,  particularly  when  using  radio- 
iodinated  human  albumin.  Despite  the  theoretical  ad- 
vantages in  having  estimates  of  total  blood  and  plasma 
volumes  together  with  total  body  hematocrit,  this  study 
has  not  been  well-received.  Two  meticulous  venipunc- 
tures are  required,  sometimes  three,  and  can  be  trouble- 
some in  pediatrics  and  geriatrics.  There  is  no  single 
valid  criterion  against  which  to  compute  normal  value 
ranges.  Since  normal  blood  volumes  have  not  previously 
really  been  known,  it  is  difficult  for  clinicians  to  accept 
some  volume  results  even  when  the  analyst  is  satisfied 
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with  the  determination.  It  is  also  certainly  true  that 
occasionally  for  no  apparent  reason,  results  are  obtained 
which  are  not  compatible  with  the  clinical  situation. 

No  laboratory  procedure  is  infallible  and  blood  volume 
studies  can  be  helpful  in  three  situations:  evaluating  the 
treatment  needs  in  arrested  acute  blood  loss,  evaluating 
chronic  anemias  as  to  the  degree  of  "compensating” 
hypovolemia,  and  evaluating  elevated  peripheral  hema- 
tocrit values.  Outpatients  are  easily  accommodated  and 
patient  radiation  exposure  is  less  than  from  common 
x-ray  procedures. 

The  Schilling  Test:  This  procedure  evaluates  ability 
to  absorb  a known  oral  dose  of  radioactive  vitamin  B12, 
with  subsequent  excretion  and  recovery  of  the  absorbed 
dose  in  the  urine.  A large  dose  of  unlabelled  vitamin 
B12  is  given  parenterally  to  block  liver  uptake  of  the 
radioactive  B12.  The  test  can  be  repeated  in  five  days 
with  added  oral  intrinsic  factor. 

A complete  and  actual  24-hour  urine  volume  is  re- 
quired since  quantitative  recovery  of  the  radioactive 
vitamin  is  attempted.  This  is  difficult  with  females  and 
uncooperative  patients.  Renal  insufficiency  will  hinder 
excretion.  The  necessary  blocking  dose  of  parenteral 
vitamin  B12  may  be  hematologically  undesirable.  The 
necessary  delay  before  repeating  the  test  for  confirma- 
tion of  apparent  poor  absorption  postpones  the  diag- 
nosis. 

"With  good  conditions,  meaningful  results  are  obtained 
with  a minimum  of  patient  discomfort.  Cost  may  be  a 
consideration.  The  long  half-life  of  the  isotope  aids  pro- 
cedure availability,  of  importance  since  the  number  of 
candidates  is  small. 

The  Vitamin  B12  Absorption  Test:  The  theory  of  the 
Schilling  test  is  good  but  the  procedure  is  necessarily 
clumsy  and  the  other  disadvantages  have  previously  been 
mentioned. 

It  is  possible  to  gain  an  impression  of  how  much 
radioactive  vitamin  BI2  has  been  absorbed,  both  with 
and  without  added  intrinsic  factor,  by  determining  the 
rate  of  radioactivity  in  the  blood  8-10  hours  after  taking 
the  dose.  Ranges  of  activity  correlating  wdth  normal  and 
impaired  absorption  have  been  formulated.^’^  The  test 
can  be  repeated  in  2-3  days  and  none  of  the  Schilling 
test  technical  disadvantages  are  encountered. 

This  procedure  has  given  similar  information  to  the 
Schilling  test  when  done  on  the  same  patients,  correlated 
with  other  information  and  therapeutic  response.  If 
bone  marrow  and  gastric  juice  analyses  are  to  be  avoid- 
ed, the  B12  absorption  test  is  certainly  preferable  to  the 
Schilling  test. 

The  Hepatogram:  This  procedure  was  developed  out 
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of  interest  for  a screening  test  of  liver  function.  The 
clearance  of  radioactive  rose  Bengal  from  the  blood  by 
the  liver  and  subsequent  excretion  into  the  biliary  tract 
and  small  bowel  has  been  utilized  as  a test  of  bile  duct 
patency.®  The  1-2  hours  of  required  monitoring  is  clum- 
sy and  it  was  desirable  to  concentrate  just  on  liver  func- 
tion. The  available  twin  probe  system  was  stimulation 
to  develop  such  a procedure. 

The  normal  clearance  rate  of  radioactive  rose  Bengal 
from  the  blood  by  the  liver  is  documented.*  It  remained 
to  determine  the  corresponding  normal  liver  uptake  of 
the  same  dye  dose.  This  was  done  in  known  normal 
persons  and  tested  in  persons  with  known  liver  disease 
with  gratifying  results. 

The  procedure  consists  of  injecting  intravenously  a 
known  small  dose  of  radioactive  rose  Bengal.  The  clear- 
ance of  dye  from  the  blood  is  determined  by  recording 
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the  change  in  radioactivity  over  the  heart,  while  simul- 
taneously recording  the  increase  of  radioactivity  over  the 
liver  as  a measure  of  liver  uptake.  It  thus  consists  of  two 
tests,  each  dependent  on  the  other  and  serving  as  a check 
on  each  other. 

The  procedure  takes  30  minutes,  radiation  exposure 
and  patient  discomfort  are  minimal,  it  has  proven  reli- 
able, is  technically  more  satisfactory  than  the  BSP  excre- 
tion test,  and  is  well-suited  to  outpatients. 
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Guest  Editor  - Waldo  A.  Clapp,  M.D. 

Reports  on  Postgraduate  Education  at  Central  Maine 
General  Hospital,  Lewiston 

Since  October,  1955,  the  Central  Maine  General  Hospital  has  been 
sponsoring  refresher  courses  in  various  aspects  of  medicine  as  its  part  of 
continuing  postgraduate  medical  education  for  practicing  physicians  in 
Maine. 

Refresher  courses  by  such  well-known  physicians  as  Drs.  Weinstein, 
Dameshek,  Kiefer,  and  Diamond  have  been  offered.  A very  popular  course 
in  X-Ray  Diagnosis  in  General  Medicine  was  given  in  1958  by  Dr.  Clark 
Miller,  chief  of  CMG's  own  department  of  radiology,  and  it  is  planned  to 
repeat  a course  next  year  with  added  lecturers  on  the  use  of  radioisotopes 
in  diagnosis. 

The  program  for  the  latest  in  the  CMGH  series  of  postgraduate 
refresher  courses  for  continuing  education  is  published  elsewhere  in  this  issue 
of  the  Journal. 
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Radioisotopes  in  Diagnosis  and  Treatment 
of  Thyroid  Disease 

Charles  A.  Hannigan,  M.D.* 


The  thyroid  because  of  its  affinity  for  iodine  and 
because  of  the  availability  of  an  extremely  versatile 
iodine  isotope  has  been  the  most  extensively  studied 
and  treated  organ  in  the  field  of  nuclear  medicine.  IT  31 
has  a half-life  of  approximately  eight  days  and  emits 
both  gamma  and  beta  rays.  Its  gamma  rays,  which  have 
high  energy  and  relatively  long  range,  enabled  us  to 
study  the  thyroid  uptake  and  concentration  of  radio- 
iodine with  early  less  sensitive  counting  systems.  The 
beta  ray  is  the  principle  1-131  emission  which  is  utilized 
for  treatment.  It  delivers  a large  amount  of  radiation  in 
thyroid  tissue  and  because  its  range  is  only  a few  milli- 
meters in  tissue  does  not  produce  any  significant  amount 
of  harmful  radiation  to  surrounding  tissues  such  as  skin, 
blood  vessels  and  trachea. 

The  thyroid  uptake  of  1-131  is  increased  in  hyper- 
thyroidism and  decreased  in  hypothyroidism.  The  test 
involves  giving  the  patient  a capsule  of  approximately 
25  microcuries  of  1-131  to  swallow  and  then  in  24  hours 
counting  the  radioactivity  in  his  thyroid  gland  as  com- 
pared to  the  radioactivity  in  a capsule  identical  to  the 
one  swallowed.  If  there  is  no  radioactivity  found  in  the 
neck,  the  uptake  would  be  0%.  If  the  amounts  of  radio- 
activity in  the  neck  and  the  capsule  are  identical,  the 
uptake  would  be  100%. 

For  all  practical  purposes,  this  does  not  occur  since 
there  is  bound  to  be  some  1-131  which  in  24  hours  is 
not  in  the  thyroid  gland.  This  iodide  has  been  excreted 
or  is  in  other  body  tissue.  However,  the  thyroid  gland 
in  diffuse  thyroid  hyperplasia  and  thyrotoxicosis  may 
well  take  up  75%  to  80%  of  the  1-131  as  compared  to 
the  standard  or  identical  capsule  in  24  hours.  The  pa- 
tient with  low  thyroid  function  will  take  up  perhaps 
from  0%  to  15%  and  this  would  reinforce  a clinical 
impression  of  hypothyroidism.  In  our  laboratory  we 
consider  the  usual  normal  uptake  to  range  between  15% 
and  45%. 

However,  there  are  circumstances  other  than  hypo- 
thyroidism which  will  decrease  the  1-131  uptake.  Not- 
ably, these  occur  following  iodine  intake  from  iodine 
containing  medications  such  as  thyroid  hormones,  vita- 
mins, cough  syrups  and  the  various  iodine  containing 
x-ray  contrast  materials.  Conversely,  there  are  circum- 
stances other  than  hyperthyroidism  which  will  increase 
the  1-131  uptake.  These  include  pregnancy,  congestive 
heart  failure,  nephrosis,  cirrhosis  and  iodine  deficient 
goiters. 

^Attending  Physician,  Medical  Service;  Chief  of  Radioisotope 
Section,  Department  of  Radiology,  Central  Maine  General 
Hospital,  Lewiston,  Maine  04240. 


Scan  #1 

It  is  therefore  important  to  be  aware  of  the  effect  of 
drugs  and  other  clinical  conditions  on  the  1-131  uptake. 
Although  the  clinical  history  and  examination  are  im- 
portant in  evaluating  the  radioiodine  uptake  in  thyroid 
diseases,  particularly  important  is  a detailed  history  of 
previous  iodine  containing  drugs  or  contrast  material  or 
other  drugs  or  situations  which  will  influence  1-131 
uptake. 

These  pitfalls  are  not  any  different  from  those  encoun- 
tered in  other  tests  of  thyroid  function  which  are  sub- 
ject to  influence  by  conditions  other  than  hypo-  or  hyper- 
thyroidism. The  determination  of  the  uptake  of  radio- 
iodine in  the  thyroid  gland  by  our  present  system  of 
instrumentation  is  reliable  but  it  is  up  to  the  clinician 
to  decide  what  other  circumstances  may  have  influenced 
the  uptake  of  radioiodine  before  he  determines  just  how 
valid  a test  the  radioiodine  uptake  is  in  making  the 
diagnosis  of  hypo  or  hyperthyroidism  in  a particular 
clinical  situation.  A good  review  of  the  factors  influ- 
encing the  radioiodine  uptake  and  other  thyroid  tests 
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Scan  #2 


has  been  given  by  Sisson  in  the  Journal  of  Nuclear 
Medicine.*  * 

Before  the  development  of  today’s  very  sophisticated 
scanning  systems,  we  used  to  try  to  locate  areas  of  in- 
creased uptake  of  1-131  by  manually  passing  a probe 
over  mediastinum,  bone  or  certain  nodular  areas  of  the 
thyroid.  Increased  areas  of  radioactivity  indicated  func- 
tional thyroid  tissue.  In  this  manner,  very  roughly,  we 
could  determine  the  presence  of  a substernal  thyroid  or 
metastases  to  bone  of  functionally  active  thyroid  carci- 
noma; also,  if  certain  areas  of  the  enlarged  thyroid  were 
' cold”  and  more  likely  to  be  malignant. 

**  Sisson,  J.C. : Principles  of,  and  Pitfalls  in,  Thyroid  Function 
Tests:  Journal  of  Nuclear  Medicine,  Volume  6,  pages  853- 
901,  1965. 


The  scanner  which  moves  a probe,  continuously  re- 
cording radioactivity,  back  and  forth  over  the  thyroid  or 
over  any  part  of  the  body  in  a line  and  then  repeats 
this  at  a set  distance  again  and  again,  does  automatically 
the  same  thing  we  used  to  do  by  hand  but  in  a predict- 
able and  recordable  manner.  In  this  way,  we  can  map  out 
body  organs  which  concentrate  a suitable  isotope  and 
the  thyroid  gland  was  the  first  organ  to  be  extensively 
scanned  in  this  manner.  If  there  remains  sufficient  con- 
centration of  radioactivity,  the  thyroid  scan  can  often  be 
done  at  the  same  time  as  the  24-hour  1-131  uptake.  By 
this  means,  information  can  be  obtained  about  the  thy- 
roid gland  relative  to  its  location,  size  and  configuration. 

The  six  scans  presented  will  illustrate  pertinent  points 
regarding  the  information  that  can  be  obtained  from 
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Scan  #3 

thyroid  scanning.  The  lower  midline  mark  on  each  scan 
coincides  with  the  suprasternal  notch  which  appears  low 
because  the  patient  lies  supine  with  the  neck  extended 
during  scanning. 

Scans  #1  and  #2  were  done  on  the  same  patient. 
Scan  #2  shows  the  diffuse  thyroid  enlargement  and 
uniform  radioactivity  consistent  with  Grave’s  Disease 
or  diffuse  thyroid  hyperplasia.  This  patient’s  radioiodine 
uptake  was  75%  in  24  hours.  Scan  #1,  which  we  con- 
sider to  be  normal  in  position,  size  and  configuration, 
was  done  four  months  after  #2.  In  the  meantime,  this 
patient  had  been  successfully  treated  with  I- 131. 

Scan  #3  shows  the  moth-eaten  enlarged  thyroid  in 
diffuse  colloid  goiter. 

Scan  #4  shows  the  appearance  of  a "cold”  nodule  on 
thyroid  scan  where  there  is  very  little  uptake  of  radio- 
activity in  the  nodule  compared  with  the  rest  of  the 
thyroid.  This  might  well  be  the  picture  of  thyroid  can- 
cer, since  we  consider  that  the  less  uptake  of  1-131  or 
function  a nodule  has  the  greater  the  possibility  of 
malignancy. 

Scan  #5  shows  a large  nodule  with  a fair  amount  of 
radioactivity  which  would  be  considered  a "warm”  no- 
dule and  therefore  less  likely  to  be  malignant  than  the 
nodule  in  scan  #4. 

Scan  #6  shows  a "hot”  nodule  which  is  almost  never 
malignant.  The  characteristic  picture  here  besides  the 
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Scan  #4 

nodule  is  the  lack  of  any  other  visible  thyroid  tissue. 
This  patient  was  seven  months  pregnant  at  the  time 
with  a large  thyroid  nodule  and  a clinical  picture  of 
hypermetabolism  which  could  have  been  either  from 
pregnancy  or  thyrotoxicosis.  Her  PBI  was  high  as  might 
have  been  expected  in  pregnancy.  Her  radioiodine  up- 
take was  in  a normal  range.  However,  the  scan  in  this 
clinical  situation  offered  convincing  proof  that  she  did 
have  a toxic  thyroid  nodule.  The  T-3  uptake  in  a normal 
range  during  viable  pregnancy  also  supported  a diagnosis 
of  hyperthyroidism. 

Scanning  in  areas  where  thyroid  tissue  is  not  normally 
present  can  demonstrate  ectopic  thyroid  tissue  and 
thereby  be  of  value  in  clarifying  the  nature  of  masses 
at  the  base  of  the  tongue  or  in  the  mediastinum.  Also, 
the  presence  or  absence  of  any  other  thyroid  tissue  in 
its  normal  location  or  anywhere  along  the  trachea  would 
be  important  in  managing  the  lingual  thyroid. 

These  then  are  some  of  the  contributions  of  thyroid 
scanning.  It  can  give  not  only  an  accurate  picture  of 
thyroid  size,  location  and  configuration,  but  can  also 
give  an  accurate  picture  of  the  functional  activity  of 
thyroid  nodules  and  thereby  offer  the  physician  informa- 
tion of  value  in  the  management  of  these  nodules. 

At  this  time  it  has  been  estimated  that  over  200,000 
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Scan  #5 

people  in  this  country  have  been  treated  with  1-131  for 
tliyrotoxicosis.  These  represent  patients  with  diffuse 
thyroid  hyperplasia  and  toxic  nodular  thyroids  who  vary 
in  age  from  young  adulthood  to  extreme  old  age.  The 
only  significant  complications  so  far  have  been  hypo- 
thyroidism. 

At  the  present  at  Central  Maine  General  Hospital, 
unless  there  are  special  circumstances,  we  limit  the  use 
of  1-131  to  patients  of  40  years  of  age  or  older.  The  dose 
of  1-131  is  determined  on  the  basis  of  the  size  of  the 
gland,  the  1-131  uptake  and  certain  characteristics  of  the 
clinical  situation  such  as  resistance  to  previous  treatment, 
nodularity  of  the  gland  and  the  duration  of  toxicity.  The 
beta  rays  of  the  1-131  deliver  radiation  at  a cellular  level 
which  affect  cell  multiplication.  The  main  problem  is  the 
need  for  giving  a dose  which  will  control  hyperthyroid- 
ism and  not  result  in  hypothyroidism.  It  is  easy  to  destroy 
thyroid  function  with  a large  dose  of  1-131  and  recent 
experiences  suggest  that  a smaller  initial  dose  followed 
by  other  doses  if  necessary  may  result  in  a lesser  inci- 
dence of  hypothyroidism. 

Also,  the  thyroid  gland  can  be  destroyed  in  the 
euthyroid  patient  in  disease  states  such  as  intractable 
angina,  congestive  heart  failure  or  emphysema  where 
lowering  of  the  metabolic  rate  may  be  helpful.  This  is 
of  course  a last  resort  measure  and  all  other  forms  of 
suitable  treatment  should  first  be  evaluated. 


Scan  #6 


Another  occasionally  u.seful  treatment  with  1-131  is  in 
the  control  of  metastatic  thyroid  cancer.  This  is  again 
based  on  the  assumption  that  indicated  surgery  and 
radiation  therapy  have  failed.  In  this  situation,  remaining 
normal  thyroid  tissue  is  completely  ablated  either  by 
surgery  or  by  1-131;  then  the  patient’s  metastatic  cancer 
is  stimulated  by  Thyrotropin  to  become  functionally 
active  so  that  it  will  pick  up  sufficiently  large  amounts 
of  1-131  to  deliver  lethal  radiation  to  the  cancer  cells. 
Using  these  techniques  there  have  been  instances  of 
worthwhile  palliation. 

P-32  is  useful  for  the  treatment  of  polycythemia  vera. 
This  is  a beta  emitter  which  is  preferentially  picked  up 
by  bone  marrow  cells  so  that  the  multiplication  of  these 
cells  may  be  controlled.  Other  measures  such  as  x-ray 
therapy,  phlebotomy  and  Myleran®  are  also  useful. 
Similarly,  P-32  may  be  used  to  control  chronic  myelog- 
enous leukemia.  'We  are  also  using  P-32  instilled  into 
the  affected  body  cavities  for  the  control  of  effusions  in 
malignant  disease  where  Thio-Tepa  or  Nitrogen  Mustard 
may  not  be  used. 

The  outstanding  therapeutic  use  of  radioisotopes, 
however,  still  remains  1-131  in  the  management  of 
thyrotoxicosis. 

Conclusion 

The  procedures  mentioned  in  this  and  the  preceding 
papers  include  those  we  use  most  frequently  at  the 
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Central  Maine  General  Hospital.  Other  lesser  used  pro- 
cedures include  spleen,  bone,  kidney  and  lung  scanning 
as  well  as  renograms.  We  are  awaiting  with  particular 
interest  reliable  procedures  to  demonstrate  such  hidden 
organs  as  the  pancreas  and  parathyroids. 


Although  the  contributions  of  Nuclear  Medicine  to 
the  treatment  of  disease  have  fallen  far  short  of  expecta- 
tions, its  contributions  to  the  diagnosis  of  disease  have 
many  times  surpassed  them. 

85  Goff  Street,  Auburn,  Maine  04210. 


Marked  Hypercalcemia  in 


Multiple  Myeloma 


* 


Charles  G.  Zaroulis,  M.D.,**  Michael  J.  Harkins,  M.D.  and  Stanley  D.  Rosenblatt,  M.D. 


Introduction 

Multiple  myeloma  is  a malignant  neoplastic  disease 
caused  by  the  proliferation  of  abnormal  plasma  cells  and 
is  commonly  associated  with  hypercalcemia.^’-’®  This 
report  describes  a case  of  multiple  myeloma  complicated 
by  severe  hypercalcemia  and  a recent  method  of  therapy 
directed  against  the  osteoporosis  and  osteolytic  lesions 
v/hich  appear  in  this  disease. 

Case  Report 

H.P.L:  This  ■was  the  first  Central  Maine  General  Hospital 
admission  for  a 54-year-old  white  male  truck  driver  who  pre- 
sented with  a chief  complaint  of  "loss  of  appetite,  weakness, 
and  pains  in  the  legs."  The  patient  was  in  ideal  health  until 
one  month  prior  to  admission  when  he  developed  malaise, 
anorexia,  and  progressive  fatigue.  Two  weeks  prior  to  admis- 
sion he  experienced  severe  deep  pains  in  the  legs  which  were 
not  aggravated  by  activity,  but  which  were  progressive  in 
intensity  and  incapacitating.  He  lost  twelve  pounds  of  weight. 
Patient  denied  fever,  lymphadenopathy,  skin  lesions,  edema, 
gastrointestinal  symptoms  except  anorexia. 

Past  Medical  History:  No  serious  illnesses,  operations  or 
previous  hospitalizations. 

Family  History:  Denied  any  knowledge  of  malignancies  or 
blood  dyscrasias. 

Physical  Examination : A chronically  ill  middle-aged  gentle- 
man appearing  older  than  his  stated  age.  B/P  150/90,  P-96 
and  regular,  R-16/min.,  T-98.6(R).  Skin  showed  a generalized 
dryness  and  diminution  in  turgor  without  any  petechiae.  Fun- 
duscopic  examination  revealed  grade  II  arteriolosclerotic 
changes.  The  neck  veins  were  flat  with  normal  waves.  There 
was  not  any  lymphadenopathy.  The  chest  had  a normal  percus- 
sion note  but  on  auscultation  fine  resonant  rales  were  scattered 
throughout  both  lung  fields.  The  heart  was  of  normal  size  with 
a regular  rhythm  and  no  murmurs  or  rubs  were  heard.  His 
abdomen  was  soft  and  there  was  no  hepatosplenomegaly,  masses 
or  hernias;  the  bowel  sounds  were  normal.  Tenderness  was 
elicited  with  light  palpation  over  tibiae.  The  remainder  of  the 
general  and  neurologic  examinations  were  normal. 

Admitting  Diagnosis:  Occult  Malignancy. 

Laboratory  Data 

Hemoglobin  14.5  gms.%.  Hematocrit  40.5%,  WBC  13,413, 
Differential  72-PMN's,  20-Lymphs,  3-Monos,  2 Basophils,  and 
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3-Eosinophils;  the  platelets  and  RBC’s  appeared  normal  on  the 
smear. 

Urinalysis:  s.g.-l.OlO,  Tr.  of  albumin,  no  sugar  or  acetone, 
a rare  coarsely  granular  cast/lf  and  1-3  WBC's  without  any 
RBCs/hf. 

Blood  Protein:  TP  7 gm%.  Alb.  2.8  gm%.  Glob.  4.2  gm% 
with  spike  in  Beta  Glob,  of  2.1  gm%. 

BUN  72.4  mg%. 

FBS  88  mg%  and  2-hour  post  prandial  blood  sugar  102 
mg%. 

VDRL  negative. 

EKG  abnormal  because  of  inverted  T waves  in  111,  AVF, 
and  V^. 

Bone  Marrow:  Erythroid:  myeloid  ratio  of  1:10.  Approx- 
imately 38%  of  the  cells  are  plasmacytic  and  clumped.  Very 
rare  megakaryocytes  are  seen.  Impression:  Multiple  myeloma. 

X-rays:  Chest  — Congestion  in  mid  and  lower  lung  fields. 
Legs  - No  evidence  of  bony  pathology.  Skull  — Diffuse  mottled 
radiolucent  defects.  Pelvis  — Several  radiolucent  defects. 

Hospital  Course 

The  diagnosis  of  multiple  myeloma  was  established  by  bone 
marrow  examination  and  serum  protein  electrophoresis.  During 
the  hospitalization  numerous  urine  specimens  were  analyzed 
for  Bence  Jones  Protein  but  none  was  detected. 

Once  the  diagnosis  was  firmly  established  additional  labora- 
tory tests  were  necessary  to  evaluate  any  of  the  known  com- 
plications of  multiple  myeloma.  Hypercalcemia  with  hyper- 
calcinuria  was  confirmed  after  the  clinical  suspicion  had  been 
aroused  by  bone  pain  and  osteolytic  lesions  by  x-ray.  Serum 
calcium  was  14.6  mg%  and  rapidly  rose  to  a high  of  20.2 
mg%,  serum  phosphate  did  not  exceed  5.7  mg%,  and  serum 
alkaline  phosphatase  was  9-1  Bodansky  units.  Renal  functional 
impairment  frequently  seen  in  this  disease  was  evident  by  an 
elevated  BUN.®^ 

The  patient  received  4 mg.  Melphalan  ( 1-paraphenyIaIanine 
mustard,  Alkeran®)  and  60  mg.  Prednisone  daily.®'*’®®  The  ris- 
ing serum  calcium  necessitated  increased  dosages  of  Prednisone 
(as  high  as  200  mg.  every  other  day)  in  an  effort  to  reduce 
serum  calcium.  An  alternate  day  schedule  was  employed  in  an 
attempt  to  avoid  the  side  effects  of  high  dose  steroid  therapy.®® 
During  periods  of  marked  hypercalcemia  intravenous  infusions 
of  isotonic  fluids  (3000-5000cc.  per  day)  were  given.  Non- 
absorbable phosphate  materials  ( Maalox® ) were  used  to  bind 
calcium  in  the  gut.  Low  calcium  diet,  and  high  doses  of  steroids 
were  also  necessary. 

When  serum  calcium  began  to  return  to  normal  limits  and 
clinical  improvement  was  apparent,  the  patient  was  started  on 
150  mg.  of  Sodium  Fluoride  (50  mg.  capsules  three  times  a 
day  with  meals)  in  an  effort  to  produce  bone  fluorosis.®®’®® 

Bone  pain  disappeared  and  a subjective  feeling  of  well-being 
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developed.  Objective  evidence  of  improvement  was  manifested 
by  a stabilized  hemogram,  normal  serum  calcium,  return  to 
normal  renal  funaion,  and  increased  physical  activity. 

Discussion 

Hypercalcemia  can  be  a manifestation  of  many  dis- 
ease entities  including  hyperparathyroidism,^  immobili- 
zation (particularly  in  Paget’s  disease),®’®  milk-alkali 
syndrome,^’®  neoplasms,®’ hypervitaminosis-D,^®’^^ 
idiopathic,’®  secondary  hyperplasia  of  the  parathyroids  in 
uremia,’®’”’’®  hyperthyroidism,’®  Addison’s  disease,  ste- 
roid withdrawal  syndrome,®®’®’’®®  sarcoidosis,®®’®^  Hodg- 
kin’s disease.  Lymphoma,’®’®®  leukemia  (particularly  in 
children),®®’®’  and  in  multiple  myeloma.’’®’® 

Classically  patients  with  multiple  myeloma  come  to 
the  physician  because  of  "Bone  Pain.’’  Myeloma  cells 
proliferate  within  the  bone  marrow  of  cancellous  bones 
and  destroy  cortex  which  produces  rhe  bone  pain  and 
contributes  to  the  hypercalcemia.  The  severity  of  the 
bone  pain  results  in  variable  degrees  of  immobilization 
which  in  addition  to  renal  impairment  and  bone  destruc- 
tion contributes  to  the  hypercalcemia.’’®’®’®’®’®’  of  mul- 
tiple myeloma.  All  these  factors  are  illustrated  by  this 
case  report.  The  hypercalcemia,  by  its  effects  upon  cell 
membranes,  GFR,  and  water  reabsorption  may  suddenly 
become  the  life-threatening  factor  in  this  disease.  It  de- 
mands intensive  therapy.  This  includes  large  intravenous 
infusions  of  isotonic  fluids,  non-absorbable  phosphate 
materials  by  mouth,  low  calcium  intake,  and  high  doses 
of  steroids.  The  use  of  intravenous  infusions  of  thyro- 
calcitonin,  which  is  an  extract  of  the  thyroid  and  which 
reduces  serum  calcium,®®’®®  and  intravenous  or  oral  inor- 
ganic phosphate®’  should  be  reserved  for  refractory  cases 
of  hypercalcemia. 

High  doses  of  sodium  fluoride  were  administered  to 
induce  skeletal  fluorosis  in  order  to  increase  bone  density 
and  thereby  avoid  the  pathological  fractures  arising  from 
the  osteolytic  lesions  of  multiple  myeloma.®®’®®  It  may 
be  considered  that  accumulation  of  fluoride  in  cancellous 
bone  may  interfere  with  the  metabolism  of  rapidly 

I proliferating  neoplastic  cells.  This  should  decrease  their 

II  numbers  and  help  to  reduce  the  hypercalcemia.®®  Since 
this  patient  only  received  sodium  fluoride  for  six  weeks, 
no  objective  radiographic  evidence  of  an  alteration  of 

1 the  bone  lesions  can  be  presented.  Usually  6-9  months 
of  therapy  is  necessary  before  x-ray  changes  are  noted. 

I "Preliminary  data  suggest  that  Melphalan  combined 

Ij  with  Prednisone  is  superior  to  Malphalan  alone’’®®  in 

(i  producing  a remission  in  this  disease. 
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Indomethacin  (indocin®)  in  General  Practice 

Donald  A.  DeCosta,  M.D.*  and  E.  Stanley  Young,  M.D.** 


Introduction 

This  paper  reports  on  a 12  month  experience  with  the 
drug  Indomethacin  used  in  a variety  of  musculoskeletal 
disorders  encountered  under  the  conditions  of  general 
practice. 

One  hundred  and  two  patients  were  treated  with 
Indomethacin  during  a one  year  period  in  which  the 
two  physicians  had  a total  of  approximately  1.^800 
patient  visits. 

The  weaknesses  of  such  a study  should  be  noted: 

1.  It  is  a retrospective  study  with  no  systematic  selec- 
tion of  patients,  no  orderly  protocol  for  administering 
the  drug. 

2.  The  diagnosis  of  musculoskeletal  disorders  is  not 
always  accurate  under  the  conditions  of  general  practice. 
Each  patient  was  arbitrarily  assigned  a diagnosis  based 
on  the  clinical  evidence,  with  or  without  x-ray  or  lab- 
oratory data. 

3.  Results  of  treatment  were  evaluated  primarily  on 
the  basis  of  the  patient’s  subjective  response.  Objective 
changes  were  used  when  they  were  present. 

4.  No  attempt  was  made  to  make  the  study  blind  or 
to  establish  controls  of  any  kind. 

In  spite  of  these  weaknesses  it  would  seem  that  some 
useful  information  could  be  gained  from  clinical  impres- 
sions on  the  use  of  a drug  in  a wide  variety  of  conditions, 
in  unselected  patients  appearing  in  the  general  practi- 
tioner’s office. 

Reviews  of  this  drug  in  the  first  few  years  of  its  use 
have  ranged  from  coldly  critical’  to  warmly  enthusiastic.* 

Studies  which  have  been  conducted  under  controlled 
and  double  blind  conditions  and  using  objective  mea- 
surements have  indicated  that  Indomethacin  does  have  a 
predictable  and  measurable  anti-inflammatory  effect  in 
many  patients  with  rheumatoid  arthritis.’  Its  antipyretic 
and  analgesic  effects  are  also  well  substantiated.  It  is 
considered  that  the  analgesic  effect  is  roughly  equivalent 
to  that  of  salicylates.’ 

It  seems  agreed  that  Indomethacin  has  been  most 
consistently  useful  in  treating  ankylosing  spondylitis  and 
acute  gouty  arthritis. Its  usefulness  in  rheumatoid 
arthritis  is  said  to  be  primarily  in  early  cases  and  in  its 
"steroid  sparing’’  effects*  in  treating  severe  and  far- 
advanced  cases.  Side  effects* have  been  reported  in 
a rather  high  percentage  of  cases,  ranging  from  20%  to 
50%  overall,  consisting  mainly  of  headache,  vertigo,  and 
nausea.  One  author*  estimates  that  about  10%  of  pa- 
tients will  discontinue  use  because  of  side  effects.  It  is 
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Table  A 


Diagnosis 

Excellent 

Good 

Fair 

Poor 

No 

Follow-Up 

Rheumatoid  Arthritis  3 

9 

6 

6 

2 

Gout 

4 

6 

1 

Traumatic  Arthritis 

5 

5 

1 

3 

Ankylosing 

Spondylitis 

1 

Osteoarthritis 

5 

8 

5 

8 

8 

Bursitis 

4 

1 

3 

Hematoma 

1 

Myositis 

1 

1 

Low  Back  Strain 

2 

1 

Arthralgia  Secondary 

to  Viremia 

1 

Tendonitis 

1 

Temporal  Arteritis 

1 

interesting  to  note  that  one  author*  has  seen  ameliora- 
tion of  the  headache  and  vertigo  by  using  Methysergide 
Maleate  (Sansert®  ) 1 mg  b.i.d 


Materials  and  Methods 

One  hundred  and  two  patients  were  treated  during  a 
one  year  period;  they  were  selected  on  the  basis  of 
possible  benefit  from  anti-inflammatory  or  analgesic 
effects  of  the  drug;  the  conditions  treated  were  not 
limited  to  the  four  catagories  of  disease  for  which  the 
manufacturer  recommends  the  drug. 

Dosage  ranged  from  50  to  200  mg  per  day,  averaging 
75  mg  per  day. 

Duration  of  treatment  in  most  cases  was  short  rang- 
ing from  4-14  days.  A few  parients  are  on  long-term 
maintenance  dosage,  50  or  100  mg  per  day. 

Patients  have  been  arbitrarily  assigned  a diagnosis 
and  response  to  treatment  graded  on  the  following  basis: 

Excellent  - Definite  symptomatic  improvement  within 
a few  hours  and  complete  improvement  within  48  hours. 

Good  — At  least  50%  improvement  within  48  hours 
and  at  least  75%  improvement  within  1 week. 

Fair  - Less  than  50%  improvement  at  any  time. 

Poor  — Little  or  no  improvement  at  any  time. 

Results 

Results  are  summarized  in  Table  A. 

Selected  Case  Summaries 

Case  No.  1 — This  59-year-old  chicken  farmer  had  a history 
of  pain  and  stiffness  in  the  cervical  and  dorsal  spine  for  25 
years.  In  the  past  three  years  he  had  developed  pain  in  the 
low  back  and  both  hips  which  was  aggravated  by  sitting  long 
periods  and  relieved  by  lying  down.  Treatment  with  salicylates 
two  years  prior  had  failed  to  bring  relief  but  good  response 
had  been  obtained  with  Oxyphenbutazone  (Tandearil®)  100 
mg  q.i.d. 

Physical  examination  revealed  fair  range  of  motion  of  the 
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New  from  Du  Pont 

Symmetrel 

(Amantadine  HCl) 


The  first  oral  chemical  virostat  for  the  prevention  of  influenza  Aj 


'X  X 


Influenza  virus 

Protein  shell  enclosing 
the  core  of  nucleic 
acid  (RN A}— artist’s 
representation 


The  incidence  of  influenza  A2-  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  An  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  A,  (Asian). 


What  is  Symmetrel®?  “Symmetrel”  (amantadine  HCl)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses an 

entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


what  Symmetreh"'  (amantadine  HCI)  means  to  you 

. the  iirst  and  only  oral  chemical  agent  to  prevent  influenza  A.  (Asian). 

.not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent, 
.unique  mode  of  action:  prevents  virus  penetration  ol  the  host  cell  without  allecting  vital  cell  functions. 

. specihcally  active  against  all  influenza  A_,  \ iruses  tested  to  date. 

.not  indicated  lor  the  prevention  ol  influenzal  or  respiratory  illness  other  than  influenza  A.  or  lor  the 
treatment  of  established  disease. 

.does  not  interfere  with  normal  antiboch  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel®  means  to  your  patient 

.possible  immediate  influenza  A_.  protection  when  taken  follow'ing  suspected  contact. 

.may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  A;,  is  especiallv  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

.simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


BODters 
PSOieiH  MANTce 
’ir  NUa.ElC  ACID 


CELL  MEMBRANE 


SYMMETREL*  (Amanladfne  HCI)  MOLECULES 
CELL  CYTOPLASM 


Our  current  knowledge  leads  us  to  believe  "Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  docs  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist's  conception  based  on  current  scientific  knowledge. 

Hofimann,  C.  E.;  Neumayer,  E.  M.;  Hall,  R.  F.;  and  Goldsby, 


I.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


How  Symmetrel®  (Amantadine  HCI)  prevents  virus  invasion^ 


CELL 
CELL  CYTOPLASM 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


RECEPTOR  AREA 


VACUOLE 


Safety  of  Symmetrel®  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 


Indications:  "Symmetrel”  is  indicated  for  the  preven- 
tion (prophyla.xis)  of  influenza  in  persons  of  all  age 
: groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A.. 
"Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A^  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
Iwith  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
bservation  for  possible  untoward  effects  (see  Ad- 
erse  Reactions).  Patients  taking  psychopharmaco- 
ogic  drugs,  central  nervous  system  stimulants,  or 
Icoholic  beverages  should  be  observed  for  possible 
vidence  of  intolerance.  Those  patients  who  experi- 
|mce  central  nervous  system  effects  or  blurring  of 
ision  should  be  cautioned  against  driving  or  working 
situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
ive  studies  in  rats  and  rabbits.  Studies  in  pregnant 
omen  have,  however,  not  been  done  and  use  of  this 
rug  in  women  of  childbearing  age  should  be  under- 
ken only  after  weighing  the  possible  risks  to  the 
lus  against  benefit  to  the  pregnant  patient.  It  should 
ot  be  administered  to  nursing  mothers  since  it  is  not 
nown  whether  the  drug  is  secreted  in  the  milk, 
recautions:  Ineffective  against  bacterial  infections, 
atients  should  be  observed  for  idiosyncratic  reac- 
ons  as  with  all  new  drugs.  Geriatric  patients  with 
e-existing  serious  medical  illnesses  with  mental  or 
ysical  deterioration  should  be  followed  carefully 
edically  while  taking  "Symmetrel.”  (See  Adverse 
eactions.) 

verse  Reactions:  With  higher  than  indicated  doses 
anifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HCl. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  ( 1 teaspoonful) 
contains  50  mg  amantadine  HCl. 


Symmetref 

(Amantadine  HCl) 

A molecular  barrier  to  virus  penetration 


NEW  EVIDENCE: 

Pro-Banthine®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

XjLn  important  problem  in 
managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography^  visually 
confirm  previous  evidence  that 
Pro-Banthlne  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthine  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthlne  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg  of  Pro-Banthlne  intravenously. 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-BanthTne  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1 . Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 


SEARLE 


Research  in  the  Service  of  Medicine 


When  the  battle  with  bacteria 
Is  in  the  upper  respiratery  tract 


Routes  of  invasion  through  the  oral  and  nasal  passages  to  the  nasopharyngeal 
mucosa:  artist’s  depiction  of  sagittal  section  of  head  in  perspective. 


consider  Ganlanol  (sullamethoxazoie) 


To  rapidly  help  the  patient  win  against 
upper  respiratory  infections 

When  the  respiratory  tract  has  been  invaded,  an  antibacterial  that  can 
assure  effective  yet  generally  uncomplicated  therapy  is  your  first  line  of 
defense... an  agent  such  as  Gantanol  (sulfamethoxazole),  the  wide-spec- 
trum  antibacterial  from  Roche. 

Gantanol  (sulfamethoxazole)  is  effective  against  common  susceptible  up- 
per respiratory  pathogens,  both  gram-positive  and  gram-negative.  Acting 
at  foci  of  bacterial  invasion,  Gantanol  (sulfamethoxazole)  promptly  helps 
control  most  infections,  yet  usually  presents  few  problems  to  patients.  Dos- 
age is  convenient  and  provides  a measure  of  economy. 

Before  prescribing,  please  consult  complete  product  information,  a sum- 
mary of  which  follows: 

Contraindicated  in  sulfonamide-sensitive  patients,  pregnant  females  at 
term,  premature  infants,  or  newborn  infantsduring  first  three  monthsof  life. 
Warnings;  Use  only  after  critical  appraisal  in  patients  with  liver  damage, 
renal  damage,  urinary  obstruction  or  blood  dyscrasias.  If  toxic  or  hyper- 
sensitivity reactions  or  blood  dyscrasias  occur,  discontinue  therapy.  In  in- 
termittent or  prolonged  therapy,  blood  counts  and  liver  and  kidney  function 
tests  should  be  performed. 

Precautions:  Observe  usual  sulfonamide  therapy  precautions,  including 
maintenance  of  an  adequate  fluid  intake.  Use  with  caution  in  patients  with 
histories  of  allergies  and/or  asthma.  Patients  with  impaired  renal  function 
should  be  followed  closely  since  renal  impairment  may  cause  excessive 
drug  accumulation.  Occasional  failures  may  occur  due  to  resistant  micro- 
organisms. Not  effective  in  virus  or  rickettsial  infections. 

Adverse  reactions:  Headache,  nausea,  vomiting,  urticaria,  diarrhea,  hepa- 
titis, pancreatitis,  blood  dyscrasias,  neuropathy,  drug  fever,  skin  rash, 
Stevens-Johnson  syndrome,  injection  of  the  conjunctiva  and  sclera,  pe- 
techiae,  purpura,  hematuria  or  crystalluria  may  occur,  in  which  case  the 
dosage  should  be  decreased  or  the  drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially,  then  2 tablets  b.i.d.  or  t.i.d.  depending 
upon  severity  of  infection.  Children  — 1 tablet/20  lbs  initially,  followed  by 
V2  tablet/ 20  lbs  b.i.d. 

Hov/  supplied:  Tablets,  0.5  Gm,  bottles  of  50. 

Roche  Laboratories, Division  of  Hoffmann-La  Roche  Inc. , Nutley,  N.  J.  07110 

When  there  are  bacterial  invaders 
in  the  upper  respiratory  tract 

Gantanol 

( sulfamethoxazole) 


■ Despite  introduction  of  syntlietic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  V2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  I/2  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  IV2,  Aspirin  gr.  V/2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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spine  and  hips,  flattening  of  the  lumbar  curve  and  mild  lumbar 
muscle  spasm. 

X-rays  showed  early  arthritic  changes  in  the  hips  and  upper 
lumbar  spine.  Uric  acid  was  6.9  mg%.  Sedimentation  rate  was 
10  mm/hour.  Latex  fixation  test  was  negative. 

He  was  considered  to  have  osteoarthritis  of  the  hips  and 
lumbar  spine  and  was  treated  with  Indomethacin  with  imme- 
diate excellent  subjective  improvement. 

Case  No.  2 - This  51 -year-old  white  highway  department 
supervisor  had  had  an  injury  to  his  right  foot  20  years  ago, 
resulting  in  fracture  of  several  metatarsals.  Over  the  years  the 
foot  had  become  painful  and  swollen  several  times,  each  attack 
lasting  a few  days. 

Examination  revealed  redness,  swelling,  and  tenderness  over 
the  metatarsals  and  marked  pain  on  weight  bearing. 

Diagnosis  was  a question  of  traumatic  arthritis.  He  was 
treated  with  Indomethacin  25  mg  q.i.d.  and  limited  weight 
bearing.  Response  was  definite  but  gradual  — he  was  free  of 
signs  and  symptoms  in  14  days. 

Case  No.  3 — This  44-year-old  white  unemployed  veteran 
presented  with  a red,  swollen,  painful  right  elbow  of  two  weeks 
duration  without  history  of  trauma  or  previous  joint  disease. 

Examination  show'ed  an  acutely  inflamed  joint  with  obvious 
redness,  swelling,  pain  on  motion,  and  limitation  of  motion  to 
about  15°.  The  olecranon  bursa  was  fluctuant. 

Uric  Acid  was  10.7.  Latex  fixation  test  was  positive.  ESR 
was  40mm/hour.  Aspirate  from  a fluctuant  olecranon  bursa 
obtained  purulent  material  which  contained  predominantly 
polymorphonuclear  leucocytes.  This  aspirate  grew  out  Coagu- 
lase  Positive  Hemolytic  Staphylococcus  Aureus.  No  uric  acid 
crystals  were  seen. 

The  provisional  diagnosis  of  gouty  arthritis  was  made.  He 
was  treated  initially  with  Benemid®  and  Prednisone  without 
improvement  in  one  week.  At  that  point  Prednisone  was  dis- 
continued and  Indomethacin  50  mg  q.i.d.  was  started.  Relief 
of  pain  occurred  within  4 hours.  In  24  hours  evidence  of  in- 
flammation had  lessened  by  75%  and  range  of  motion  was 
about  45°.  Gradual  improvement  continued  and  he  became 
symptom-free  in  about  10  days,  although  the  infected  bursa 
continued  to  drain  for  tw’o  more  weeks. 

Case  No.  4 — This  42-year-oId  white  male  had  onset  of  low 
back  pain  at  age  25.  Pain  had  gradually  progressed  up  the  back 
and  his  present  complaint  was  of  pain  on  either  side  of  the 
posterior  chest  cage  when  trying  to  lie  on  his  back. 

Examination  revealed  mild  kyphosis  of  lumbodorsal  spine, 
fair  range  of  motion  of  the  lumbodorsal  spine,  and  somewhat 
diminished  rotation  of  the  neck  to  the  left. 

X-rays  three  years  prior  had  shown  evidence  of  changes  in 
the  sacroiliac  joints  typical  of  ankylosing  spondylitis. 


Diagnosis  was  made  of  mild  ankylosing  spondylitis  and  he 
was  started  on  Indomethacin  25  mg,  t.i.d.  Within  48  hours  he 
noted  marked  lessening  of  his  symptoms.  Re-examination 
showed  somewhat  improved  range  of  motion  of  back  and  neck 
at  the  end  of  seven  days. 

Summary 

The  results  reported  here  seem  to  be  consistent  with 
other  reports  in  the  literature.  It  would  appear  that 
Indomethacin  does  have  an  anti-inflammatory  effect;  it 
is  less  potent  than  that  of  corticosteroids  and  is  com- 
parable to  that  of  Phenylbutazone  ( Butazolidin®)  and 
Oxyphenbutazone. 

Its  most  obvious  advantage  over  the  other  anti-inflam- 
matory drugs  is  its  lack  of  serious  toxic  effects,  and  its 
most  obvious  disadvantage  is  the  frequency  of  minor 
side  effects.  Side  effects  in  our  study  have  been  less  than 
generally  reported,  amounting  to  about  10%  overall, 
equally  divided  between  Gastrointestinal  and  Central 
Nervous  System  symptoms. 

We  have  noted  the  most  dramatic  results  in  the  acute 
inflammatory  conditions  and  the  least  definite  results  in 
chronic  conditions. 

Indomethacin  is  earning  itself  a well-defined  niche  in 
the  anti-inflammatory  hierarchy,  located  between  the 
salicylates  and  the  adrenal  corticosteroids. 
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Maine  Heart  Association  Notes 

116  State  Street,  Augusta,  Maine 


Death  Is  Not  Unannounced 

The  death  rate  from  myocardial  infarction  has  remained  relatively 
unaltered  in  the  past  30  years.  Eighty-hve  percent  of  the  deaths  occur 
during  the  hrst  week  after  onset  of  infarction;  nearly  half  of  these 
patients  die  as  a direct  consequence  of  arrhythmias.  . . . these  electrical 
catastrophes  are  ordinarily  not  caused  by  nor  need  they  result  in  irre- 
versible cardiac  damage.  Recognition  of  the  importance  of  the  prompt 
treatment  of  arrhythmias  has  resulted  in  the  establishment  of  . . . 
coronary  care  units.  . . . Although  these  . . . diagnostic  and  therapeutic 
areas  have  resulted  in  some  decrease  in  the  number  of  electrical  cardiac 
deaths,  the  overall  figure  for  long-range  survival  after  resuscitation  is 
. . . a low  38%. 

Lown  and  associates  . . . indicate  that  there  must  be  a change  in 
emphasis  in  coronary  care  units.  The  mortality  is  unacceptably  high 
once  the  need  for  resuscitation  occurs.  . . . prevention  of  the  need  for 
resuscitation  remains  the  logical  focus  of  management.  Thanks  to  the 
availability  of  continuous  monitoring  . . . , “death,  while  sudden,  is 
not  unannounced.”  Arrhythmia  deaths  are  usually  preceded  by  easily 
recognized  electrocardiographic  patterns  which  provide  time  for  coun- 
ter-measures. . . . premonitory  derangements  include  ventricular  extra- 
systoles, bradycardia,  and  atrioventricular  block.  . . . Individualization 
rather  than  standardization  is  advocated  for  both  prophylaxis  and  treat- 
ment of  premonitory  arrhythmias. 

. . . the  fact  that  after  institution  of  this  regimen  not  a single 
instance  of  primary  ventricular  fibrillation  occurred  in  130  consecutive 
unselected  patients  with  myocardial  infarction  is  a critical  observation. 

. . . The  data  reported  by  Lo^vn  suggests  the  need  for  a change  in 
emphasis  to  identification  and  prompt  treatment  of  so-called  minor 
rhythm  disorders. 

Submitted  by  Jacob  B.  Dana,  M.D.,  Maine  Heart  Association 
Reference:  Editorial,  JAMA.  \’ol.  199,  Page  210,  1967 
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State  Of  Maine 


DEAN  H fishee  md  Department  of  ffealtli  and  Welfare 

COMMISSIONER  A 

Measles  Eradication  in  Maine 

L.  Randle  Coker,  M.D.* 


Increasing  use  of  live  attenuated  measles  virus  to 
immunize  susceptible  persons  against  measles  (rubeola) 
has  brought  practical  eradication  of  this  disease  to  the 
State  of  Maine.  This  goal  was  achieved  through  an  un- 
usually well-balanced,  coordinated  effort  on  three  levels 
of  individual  and  government  action.  The  federal  con- 
tribution consisted  in  making  available  vaccine  in  large 
quantities  for  pre-school  children  for  use  by  physicians 
in  office  practice  and  in  public  clinics.  The  state  has 
supplied  vaccine  for  school-age  children  and  paid  physi- 
cians for  their  services  in  many  public  clinics;  organiza- 
tion of  clinics  by  State  public  health  nurses  and  district 
health  officers  was  also  a major  contribution.  Adminis- 
tration of  privately  and  publicly  purchased  vaccine  in 
physicians’  offices,  organization  of  many  clinics  by  local 
civic  groups  and  local  health  officers  and  other  interested 
persons,  promotional  information  distributed  by  news- 
papers and  radio  stations,  and  the  response  of  parents 
all  w'ere  important  parts  of  the  individual  and  local 
government  effort.  It  is  clear  that  the  absence  of  activity 
on  any  one  of  these  three  levels  would  have  delayed 
this  achievement  by  months  or  years. 

Data  reflecting  the  number  of  doses  of  privately  pur- 
chased vaccine  which  have  been  administered  have  not 
been  assembled.  Table  1 shows  the  figures  for  distribu- 
tion and  usage  of  vaccine  purchased  by  the  State  and  by 
the  U.S.  Public  Health  Service. 

Figure  1 illustrates  the  fall  in  reported  cases  of  rubeola. 
It  is  felt  that  the  renewed  interest  in  measles  which  the 
measles  vaccine  has  brought  about  has  greatly  increased 
reporting  efficiency  recently. 

Now  that  the  measles  problem  has  been  reduced  to 
manageable  proportions,  future  control  rests  on  three 
approaches: 

1.  Surveillance.  Prompt  reporting  of  the  first  cases 
of  measles  appearing  in  a community  can  alert  the  local 
health  officer  and  State  health  personnel  to  the  presence 
of  measles  early  enough  to  avert  an  epidemic  through 
immunization  efforts  in  populations  with  low  immu- 
nity levels. 

2.  Assessment  of  immunization  level  among  school 
enterers  at  the  beginning  of  each  school  term.  Immuni- 
zation should  be  encouraged  for  all  susceptibles;  how- 
ever, a safe  level  for  avoiding  epidemics  is  80%  immune 

‘Communicable  Disease  Control. 


TABLE  1 

Distribution  and  Usage  of  State-Purchased  and  U.S. 
Public  Health  Service-Purchased  Measles  Vaccine 

Doses  Doses 
Distri-  Not  Yet 

Period  Doses  Given  huted  Given 

1965  6,575  ,, 

1966  (Jan.  1 to  Oct.  1 ) 2,249  ^ 

1966  (Oct.  1 to  Dec.  31)  11,591  pre-school  50,906  26,633 

12,682  school 


1962  1965  1964  1965  1966  1967 

Fig.  1.  Reported  cases  per  100,000  population  (on  annual 
basis)  in  Maine. 


in  each  school  room  (including  subprimary  or  kinder- 
garten groups). 

3.  Continuing  immunization  at  12  months  of  age.  If 
this  is  carried  out  well  in  all  communities,  it  is  obvious 
that  after  about  5 years  the  first  two  approaches  will 
decline  considerably  in  importance  or  become  completely 
unnecessary. 

All  efforts  now  in  establishing  measles  immunization 
as  a routine  medical  procedure  when  a child  becomes 
one  year  old  will  soon  convert  practical  eradication  to 
complete  eradication.  The  near  future  will  see  measles 
control  responsibility  almost  entirely  in  the  hands  of 
the  physician  w'ho  cares  for  young  children.  If  all  such 
phy.sicians  recognize  this  responsibility,  measles  in  Maine 
will  become  as  rare  a disease  as  smallpox. 


when  he  just  can’t  sleep 

Tuinal 

Sodium  Amobarbital  and 
Sodium  Secobarbital 

tOne-Half  Sodium  Amobarbifcal  and  One-Half  Sodium  Secobarbital! 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
.asleep  all  night. 

‘indicafions.'Tuinal,  comprised  of  equal  parts  of  Seconal® 
iSodium  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodi- 
um (sodium  amobarbital,  Lilly),  is  indicated  for  prompt 
and  moderately  long-acting  hypnosis. 

’.ontraindications:  Barbiturates  should  not  be  adminis- 
vtered  to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
:ause  excitement  may  result. 

Warning;  May  be  habit-forming. 

Precautions;  Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions : Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Dosage;  1 '/i  to  3 grains  at  bedtime. 

^ Supplied  : V4,  l'/2 , and  3-grain  Pulvules®. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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Come  to  Atlantic  City — one  of  America's  favorite  by  the  sea  playgrounds — and 
join  your  colleagues  at  the  AMA's  116th  ANNUAL  CONVENTION! 

Fine  hotels  and  motels,  excellent  restaurants,  plus  all  the  advantages  of  a lively 
resort  make  this  year's  Convention  a must  for  you  and  your  family.  Atlantic  City 
provides  a superb  setting  for  a summer  classroom  and  all  the  latest  techniques 
of  modern  medicine.  Plan  to  be  one  of  the  participants  in  this  rewarding  four 
day  postgraduate  education  program. 

• Four  general  scientific  sessions  • 23  section  programs  • 575  scientific  and 
industrial  exhibits.  Lectures,  panel  discussions,  motion  pictures,  and  color  tele- 
vision. Plan  to  attend — continue  your  postgraduate  education. 

RESERVE  NOW  for  the  SCIENTIFIC  AWARDS  DINNER  in  honor  of  the  Scientific 
Award  Winners — Wednesday,  June  21,  1967.  Since  space  is  limited,  we  suggest 
you  make  your  reservations  before  June  1,  1967.  Tickets  are  $10.00  each,  pay- 
able in  advance. 

See  JAMA  May  8,  1967  for  complete  scientific  program — forms  for  advance 
registration  and  hotel  accommodations. 


'116th  Annual  Convention' cyltlantic  City,  New  Jersey  • June 18-22 ,1967 
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AMERICAN  CANCER  SOCIETY -MAINE  DIVISION,  INC. 


Brunswick,  Maine 


I 

Progress  in  Cancer  Control  Cited  in  American 
Cancer  Society’s  Annual  Report 


NEW  YORK  — Major  areas  of  progress  in  cancer  control 
■were  cited  in  the  American  Cancer  Society’s  Annual  Report 
released  February  14,  1967,  describing  new  approaches  for  the 
research  attack  on  cancer,  closer  liaison  with  government 
medical  programs  and  accent  on  the  physician’s  role  in  detect- 
ing curable  cancer. 

In  its  annual  accounting  to  the  public,  ACS  stressed  the 
need  for  greater  involvement  of  the  physician  in  its  programs. 
This  was  implicit  in  findings  of  a recent  ACS  opinion  survey 
conducted  by  Lieberman  Research,  Inc.  Perhaps  the  most  im- 
portant finding  was  that  90  percent  of  those  interviewed 
would  go  for  an  annual  physical  checkup  — a potentially  life- 
saving procedure  as  regards  cancer  — if  it  were  recommended 
by  their  physicians.  However,  only  43  percent  of  those  inter- 
viewed believed  that  doctors  would  recommend  it;  an  equal 
percentage  stated  they  had  no  idea  how  doctors  felt  about  the 
matter,  while  14  percent  felt  that  physicians  did  not  think 
regular  checkups  necessary. 

In  the  field  of  professional  education  - insuring  the  best 
and  most  up-to-date  knowledge  for  physicians,  dentists  and 
nurses  — the  Society  established  ’’the  most  extensive  medical 
film  program  ever  undertaken  by  a voluntary  agency.”  The 
films,  directed  to  those  in  the  medical  and  allied  professions, 
deal  with  such  subjects  as  ’’Oral  Cancer,”  ’’Nursing  Manage- 
ment of  the  Cancer  Patient,  ” and  ’’Childhood  Cancer.”  In 
addition,  numerous  conferences  were  held  throughout  the  year 
for  physicians,  dentists  and  nurses  (both  registered  and  prac- 
tical ) . 

The  Report  describes  the  reappraisal  of  cancer  research  as 
determined  by  the  last  annual  meeting  of  the  Society.  It  cre- 
ated a new  program  of  Research  Analysis  and  Projection  "to 
focus  attention  more  sharply  on  areas  of  particular  promise, 
and  accelerate  the  application  of  research  findings  to  help  the 
patient  with  cancer.”  The  budget  for  the  first  year  of  this 
program  will  be  S375,()00,  administered  by  a newly  created 
Vice  President  who  will  devote  his  time  exclusively  to  the  new 
program. 

Introducing  the  Report,  the  President  of  the  Society,  Dr. 
Ashbel  C.  Williams  and  the  Chairman  of  the  Board,  Travis  T. 
Wallace,  emphasize  ’that  prevention  must  play  an  increasing 
role  in  cancer  control.”  They  point  out  that  at  the  Ninth  In- 
ternational Cancer  Congress  in  Tokyo,  Sir  Alexander  Haddow 
said  that  80  percent  of  human  cancers  may  be  due  to  environ- 
mental factors. 

The  increased  involvement  of  government  in  health  matters, 
as  reflected  by  Medicare,  also  received  the  Society’s  attention 
as  a potentially  fruitful  challenge.  In  the  section  of  the  Report 
devoted  to  Service,  the  ACS  declares:  "It  became  obvious  that 
w'ith  increased  government  . . . participation  . . . emphasis 
should  shift  from  community  to  direct  services  and  the  nec- 
essity for  recruiting,  selecting  and  orienting  additional  ( So- 
i ciety ) volunteers.”  An  essential  element  in  meeting  the  chal- 
lenge was  described  as  the  need  ”to  recognize  the  changing 
nature  of  the  Society’s  role,  to  plan  on  the  basis  of  intelli- 
gent foresight,  and  to  maintain  close  liaison  with  govern- 
mental and  other  voluntary  agencies,  and  at  the  same  time  be 


well  aware  of  the  number  of  cancer  patients  who  need  the 
Society’s  help  and  who  do  not  qualify  for  the  Medicare  Pro- 
gram’s benefits.” 

In  describing  the  accomplishments  of  the  year,  the  Report 
cites  more  than  33,000  cancer  patients  who  had  received  bene- 
fits from  a Loan  Closet  program;  approximately  18,000  who 
had  been  taken  to  and  from  sites  of  diagnosis  and  treatment 
as  part  of  the  Society’s  Transportation  Program;  and  the  more 
than  27,000  who  were  aided  by  the  ACS  Nursing  Service. 

The  Report  also  describes  heightened  ACS  efforts  to  inform 
the  public  about  cancer’s  seven  warning  signals  and  the  im- 
portance of  an  annual  checkup.  Singling  out  the  2,000,000 
ACS  volunteers  for  special  praise,  the  Report  states  the  So- 
ciety’s programs  of  public  education  "would  have  been  use- 
less without  the  work  of  the  volunteers  already  committed,” 
moving  from  house  to  house  to  bring  life-saving  facts.  In  addi- 
tion, there  is  a detailed  description  of  how  various  business 
firms,  churches,  social  and  fraternal  organizations  lent  their 
support  to  the  Society’s  educational  programs.  Thus,  roughly 
2.9  million  employees  were  reached  thanks  to  cooperation  from 
some  18,000  firms;  while  an  approximately  equal  number  were 
reached  in  or  near  their  homes.  More  than  1 1 million  Ameri- 
cans saw  the  Society’s  films,  and  better  than  26,000  lectures, 
talks  and  question-and-answer  sessions  were  held  during  the 
year.  National  unions  of  the  AFL-CIO  also  cooperated  in  the 
distribution  of  informative  materials. 

One  of  the  most  widely  publicized  aspects  of  public  educa- 
tion has  been  to  ’’bring  the  message  home  ” concerning  ciga- 
rette smoking  and  health,  particularly  to  young  people.  The 
Report  cites  the  encouraging  findings  of  ACS  statistical  expert. 
Dr.  E.  Cuyler  Hammond,  that  there  had  been  a drop  in  the 
percentage  of  smokers  in  his  uniquely  huge  Cancer  Prevention 
Study.  The  fall-off  was  21  percent  among  the  men;  12  per- 
cent among  the  women.  "Donde  Hay  Humo,”  a Spanish 
translation  of  the  comic-book  "Where  There’s  Smoke  ” aimed 
at  the  student,  was  produced.  Also  new  was  the  cartoon  film 
"Time  for  Decision.  ” It  marked  an  innovation,  in  that  it  was 
specifically  addressed  to  community  leaders  and  asked  them  to 
take  up  the  challenge  and  recognize  the  health  menace  ex- 
plicitly. 

Attracting  world-wide  attention  was  the  award  of  Nobel 
Prizes  to  two  researchers  who  have  received  aw'ards  and  finan- 
cial support  from  the  American  Cancer  Society:  Drs.  Charles 
B.  Huggins  and  F.  Peyton  Rous;  Dr.  Huggins  for  his  studies  of 
hormone-treatment  for  cancer,  and  Dr.  Rous  for  his  discovery 
that  a virus  was  responsible  for  a specific  form  of  animal  can- 
cer. In  addition,  Sll  million  was  awarded  for  the  support  of 
more  than  400  research  projects,  while  23  ACS-Eleanor 
Roosevelt  International  Fellows  came  from  (or  were  sent  to) 
nations  in  all  parts  of  the  world  to  add  to  their  training  and 
gain  new  insights  in  different  scientific  environments. 

Also  international  in  scope  were  two  other  ACS  activities 
described  in  the  1966  Report:  Society  participation  in  the 
Ninth  International  Cancer  Congress  held  in  Tokyo  in  October; 
and  a Society-sponsored  meeting  - a graduate  course  in  cancer 
Continued  on  page  72 
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Thomas  A.  Foster,  M.D. 

1887-1967 

Thomas  A.  Foster,  M.D.,  79,  of  Portland,  Maine,  a Past 
President  of  the  Maine  Medical  Association,  died  on  January 
15,  1967.  He  was  born  in  Portland  on  November  15,  1887, 
the  son  of  Dr.  Barzillai  B.  and  Elizabeth  Blodgett  Foster. 

Dr.  Foster  graduated  from  Portland  High  School  in  1906, 
Dartmouth  College  in  1910  and  re- 
ceived his  medical  degree  from 
Harvard  Medical  School  in  1914. 
He  interned  at  the  Hartford  Gen- 
eral Hospital  in  Hartford,  Connec- 
ticut from  1914  to  1916  and  served 
a residency  at  the  Children’s  Hos- 
pital in  Boston  from  1916  to  1917. 
He  served  in  the  military  service 
during  World  War  I,  following 
which  he  returned  to  Portland  where 
he  practiced  until  his  retirement  in 
1966. 

Dr.  Foster  was  active  in  Maine 
Medical  Association  affairs  for  many 
years,  having  served  as  Councilor  for  the  First  District  of  the 
Maine  Medical  Association  from  1937  to  1940,  Council  Chair- 
man from  1939  to  1940  and  President  of  the  Association  from 
1940  to  1941.  He  had  also  served  as  Editor  of  The  Journal  of 
the  Maine  Medical  Association  and  on  many  Committees  of  the 
Association  and  as  delegate  to  the  American  Medical  Associa- 
tion. Dr.  Foster's  father  was  President  of  the  Maine  Medical 
Association  from  1907  to  1908  and  his  grandfather  was  Presi- 
dent from  1883  to  1884. 

In  1964  he  was  made  an  Honorary  member  of  the  Maine 
Medical  Association  and  Cumberland  County  Medical  Society 
in  recognition  of  his  fifty  years  in  the  practice  of  medicine. 
Dr.  Foster  received  the  Roselle  W.  Huddilston  Medal  in  1965 
for  "outstanding  contributions  in  the  general  field  of  health  to 
the  people  of  the  State  of  Maine,”  and  Bowdoin  College  con- 
ferred on  him  the  degree  of  Honorary  Service  for  his  many 
contributions  to  the  children  of  Maine  and  to  medical  and 
health  organizations. 

For  24  years  Dr.  Foster  was  chief  of  the  children's  medical 
service  at  the  Maine  General  Hospital  in  Portland,  was  pediatric 
consultant  to  Knox  County  General  Ho.spital  in  Rockland,  and 
was  on  the  consulting  staffs  of  the  Goodall  Hospital  in  Sanford 
and  the  St.  Andrew’s  Hospital  in  Boothbay  Harbor.  He  was 
Secretary  and  President  of  the  Portland  Medical  Club,  President 
of  the  Maine  Pediatric  Society  and  the  New  England  Pediatric 
Society  and  a charter  member  of  the  American  Academy  of 
Pediatrics.  He  was  also  a member  of  the  American  Medical 
Association,  the  National  and  Cumberland  County  Tuberculosis 
and  Health  Associations,  the  Ancient  Landmark  Lodge,  AF  & 
AM,  and  the  Mt.  Vernon  Chapter,  the  Harold  T.  Andrews  Post, 
AL,  and  was  a past  member  of  the  Portland  Rotary  Club  and 
a past  director  of  the  Fraternity  Club. 

Dr.  Foster’s  wife,  Harriet  Bucknam  Foster,  died  on  January  8. 

Walter  D.  Hall,  M.D. 

1874-1967 

Walter  D.  Hall,  M.D.,  92,  of  Rockland,  Maine  died  on 
January  20,  1967.  He  was  born  in  New  York  City  on  February 
15,  1874,  the  son  of  Dr.  Walter  Langdon  and  Jennie  Failing 
Hall. 


Dr.  Hall  graduated  from  Medford  High  School  in  Medford, 
Massachusetts  in  1893,  attended  Tufts  College  for  two  years, 
and  received  his  medical  degree  from  Tufts  University  School 
of  Medicine  in  1898. 

He  practiced  medicine  in  Mexico  from  1898  to  1900  and 
in  Medford,  Massachusetts  from  1900  to  1912.  He  joined  the 
British  Merchant  Marine,  serving  aboard  the  SS  Vestris  until 
1922.  In  1928  he  moved  to  Port  Clyde  and  practiced  there  and 
in  Rockland  until  his  death. 

Dr.  Hall  was  an  Honorary  member  of  the  Maine  Medical 
Association  and  the  Knox  County  Medical  Society',  having 
received  a 50-year  pin  in  1948,  a 55-year  pin  in  1953,  a 60- 
year  pin  in  1958  and  a 65-year  pin  in  1963.  He  was  also  a 
member  of  the  American  Medical  Association. 

Surviving  are  two  daughters,  Mrs.  John  A.  Ricker,  president 
of  the  Medford  Women’s  Club  and  w'ell-known  artist  and  Mrs. 
Robert  J.  Sibley,  Jr.,  an  actress,  of  Winchester;  six  grandchil- 
dren and  two  great-grandchildren. 

Harold  W.  Stanwood,  M.D. 
1884-1966 

Harold  W.  Stanwood,  M.D.,  81,  of  York  Harbor,  Maine 
died  on  December  9,  1966.  He  was  born  in  Canton,  Maine  on 
December  31,  1884,  the  son  of  Albert  Linscott  and  Nellie  J. 
Stanwood. 

Dr.  Stanwood  graduated  from  Hebron  Academy,  Bowdoin 
College  and  received  his  medical  degree  from  Bowdoin  Medical 
School  in  1912.  He  interned  at  the  Central  Maine  General 
Hospital  in  Lewiston. 

He  practiced  medicine  in  Rumford  and  York  from  1912 
to  I960  and  then  located  in  Dixfield  where  he  practiced  until 
his  retirement  several  years  ago. 

Dr.  Stanwood  was  an  Honorary  member  of  the  Maine  Med- 
ical Association  and  the  Oxford  County  Medical  Society',  hav- 
ing received  a 50-year  pin  at  the  Maine  Medical  Association's 
annual  session  in  1962.  He  would  have  been  eligible  for  a 55- 
year  pin  at  the  annual  session  of  the  Association  in  June.  He 
was  also  a member  of  the  American  Medical  Association,  a 
staff  member  of  the  Rumford  Community’  Hospital,  Rumford 
school  physician  for  many  years  and  was  active  in  the  Rotary 
Club,  the  Cosmos  Club  and  Masonic  bodies. 

Surviving  are  two  daughters,  Mrs.  Leo  King  of  Woolwich 
and  Mrs.  Sally  Gear  of  York;  a son,  Harold  K.  of  York;  a 
sister,  Mrs.  Walter  Morse  of  Dixfield;  and  eleven  grandchildren. 


Harold  S.  Pratt,  M.D. 

1887-1967 

Harold  S.  Pratt,  M.D.,  79,  of  Livermore  Falls,  Alaine  died 
on  January  8,  1967.  He  was  born  in  Strong,  Maine  on  August 
8,  1887,  the  son  of  the  Reverend  Jacob  Loring  and  Lucy  Soule 
Pratt. 

Dr.  Pratt  attended  schools  in  Strong  and  Farmington,  grad- 
uated from  Bowdoin  College  in  1909  and  received  his  medical 
degree  from  Bow'doin  Medical  School  in  1912.  He  interned  at 
the  Maine  General  Hospital  in  Portland  from  1912  to  1913 
and  did  postgraduate  study  at  the  University  of  Pennsylvania 
Hospital  and  the  Medical  School  of  New  York. 

He  practiced  medicine  in  Farmington  from  1913  to  1918, 
served  with  the  U.S.  Army  in  France  and  Germany  as  a 1st 
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Lieutenant  from  1918  to  1919  and  then  located  in  Livermore 
Falls  where  he  practiced  as  a surgeon  and  general  practitioner 
until  his  death. 

Dr.  Pratt  was  an  Honorary  member  of  the  Maine  Medical 
Association  and  the  Androscoggin  County  Medical  Association, 
having  received  a 50-year  pin  at  the  Maine  Medical  Associa- 
tion’s annual  session  in  1962.  He  would  have  been  eligible  for 
a 55-year  pin  at  the  annual  session  of  the  Association  in  June. 
He  was  a former  member  of  the  Franklin  County  Medical 
Society,  a member  of  the  staff  of  the  Franklin  County  Me- 
morial Hospital  from  1928  to  1939,  an  associate  staff  member 
at  the  Franklin  County  Memorial  Hospital  and  Central  Maine 
General  Hospital  and  medical  examiner  of  Androscoggin 


County  for  many  years.  He  was  also  a past  commander  of 
George  L.  Bunten  Post,  American  Legion,  a member  of  all 
Masonic  bodies,  both  York  and  Scottish  Rites,  a 50-year  mem- 
ber of  Oriental  Star  Lodge,  E & AM,  of  which  he  was  a past 
master,  a past  high  priest  of  the  Androscoggin  Royal  Arch 
Chapter,  RAM,  a past  district  deputy  of  the  Grand  Lodge  of 
Maine,  and  a member  of  Kora  Temple  Shrine  and  Washburn 
Chapter,  OES. 

Surviving  are  his  widow,  Cora  Johnson  Chase  Pratt  of 
Livermore  Falls;  two  sons,  Elbert  S.  of  Clifton,  New  Jersey 
and  Dr.  Philip  C.  Pratt  of  Durham,  North  Carolina;  two 
brothers.  Dr.  George  L.  Pratt  of  Farmington  and  Dr.  Lyde  S. 
Pratt  of  Fairfield;  and  two  grandsons. 


County  Society  Notes 


WASHINGTON 

A meeting  of  the  Washington  County  Medical  Society  was 
held  on  January  16,  1967  at  the  Dennys  River  Inn  in  Dennys- 
ville,  Maine  with  eleven  members  and  guests  present. 

Helen  C.  Provost,  M.D.,  Director,  Division  of  Maternal 
Health  and  Child  Welfare  of  the  State  of  Maine  Department 
of  Health  and  Welfare  was  introduced  by  the  President,  Robert 
G.  MacBride,  M.D.  Dr.  Provost  said  that  she  was  much  in- 
terested in  setting  Maternal  and  Child  Welfare  Clinics  at  the 
Machias  Hospital  and  at  the  Calais  Hospital.  There  was  con- 
siderable discussion  following  this  and  there  were  many  against 
the  initial  proposed  setup.  It  was  felt,  however,  that  a com- 
promise plan  could  be  made  with  clinic-like  arrangements  in 
Machias,  Eastport  and  Calais  whereby  the  patients  would  be 
handled  by  their  own  physicians,  under  the  overall  supervision 
of  an  Obstetrical  consultant  and  Pediatric  consultant.  No  final 
moves  were  made  at  this  meeting  and  further  discussion  is  to 
be  undertaken  at  a later  meeting. 

Niles  L.  Perkins,  M.D.,  Director,  Bureau  of  Medical  Care 
of  the  State  of  Maine  Department  of  Health  and  Welfare  also 
spoke  in  favor  of  Dr.  Provost  s plan  and  mentioned  some  areas 
of  compromise  that  could  be  worked  out. 

Karl  V.  Larson,  M.D.,  Secretary 


ANDROSCOGGIN 

The  annual  meeting  of  the  Androscoggin  County  Medical 
Association  was  held  at  St.  Mary’s  General  Hospital  in  Lewis- 
ton, Maine  on  November  17,  1966.  The  meeting  was  called 
to  order  by  the  President,  Harvey  J.  Proulx,  M.D. 

Wedgwood  P.  Webber,  M.D.  reported  for  the  Nominating 
Committee  and  proposed  the  following  slate  of  officers  and 
delegates  which  was  approved : 

President,  Daniel  R.  Shields,  M.D.,  Lewiston 
Vice-President,  Joseph  J.  Rando,  M.D.,  Lewiston 
Secretary-Treasurer,  Donald  L.  Anderson,  M.D.,  Lewiston 
Delegates  to  the  Maine  Medical  Association  House  of 
Delegates:  Drs.  Harvey  J.  Proulx,  Morris  E.  Goldman, 
Joseph  J.  Rando,  all  of  Lewiston,  and  Frederick  B. 
Lidstone,  Auburn.  Alternates:  Drs.  Daniel  R.  Shields, 
Philip  L.  Archambault,  Gerard  L.  Morin,  all  of  Lewis- 
ton, and  Charles  A.  Hannigan,  Auburn 

Charles  W.  Steele,  M.D.  reported  on  the  Blue  Shield  meet- 
ing he  had  attended.  He  urged  that  any  problem  arising  be 
brought  to  his  attention  so  that  he  can  present  them  at  the 
meetings  for  discussion. 


Sgt.  Jeff  Nadeau,  Recruiting  Sergeant  of  the  U.S.  Marine 
Corps,  was  the  guest  speaker,  Sgt.  Nadeau  was  chosen  as  the 
Marine  representative  on  President  Kennedy’s  Health  Council. 
He  outlined  in  general  exercise  requirements  for  a simple 
program  but  stressed  that  doctors  were  too  busy  helping  others, 
consequently  neglecting  their  own  ’’machines.”  Only  12  to  15 
minutes  a day  is  needed  to  keep  in  trim.  Isometric  exercises  are 
good  for  maintaining  tone  once  conditioning  is  established.  He 
pointed  out  the  complications  encountered  in  various  exercises 
such  as  push-ups  and  use  of  rowing  machines.  Royal  Canadian 
Air  Force  exercises  graduated  in  type  are  probably  the  best 
system  now  in  publication.  Sgt.  Nadeau  has  exercise  sheets 
available  at  his  office  in  the  Lewiston  Post  Office  Building. 

A meeting  of  the  Androscoggin  County  Medical  Association 
was  held  at  the  Central  Maine  General  Hospital  in  Lewiston, 
Maine  on  January  19,  1967.  The  meeting  was  called  to  order 
by  the  President,  Daniel  R.  Shields,  M.D. 

Dr.  Shields  reappointed  Drs.  George  B.  O’Connell,  Chair- 
man, Eustache  N.  Giguere  and  Ralph  A.  Goodwin,  Sr.  to  the 
Resolutions  Committee  for  the  ensuing  year.  A resolution  on 
the  death  of  Harold  S.  Pratt,  M.D.  is  to  be  presented  at  the 
next  meeting. 

Charles  W.  Steele,  M.D.  reported  for  the  insurance  com- 
mittee and  presented  an  interesting  interview  with  computer 
troubles.  Very  few  claims  are  being  questioned.  He  stressed 
OAA  members  with  medicare  and  the  importance  of  putting 
OAA  above  medicare  numbers  as  an  aid  in  processing.  He  also 
showed  a sample  of  the  stamp  which  is  acceptable  on  forms. 

It  was  moved  and  voted  to  refer  the  question  of  fluoridation 
of  water  to  the  Committee  on  Public  Health. 

Donald  L.  Anderson,  M.D.,  Secretary 


HANCOCK 

The  Hancock  County  Medical  Society  met  at  Brookside 
Restaurant  in  Ellsworth,  Maine  on  February  8,  1967. 

The  guest  speaker  was  Walton  P.  C.  Clason,  M.D.,  inter- 
nist, of  Ellsworth,  Maine.  Dr.  Clason  spoke  on  the  philosophy 
of  intensive  care  versus  the  intensive  care  unit.  He  emphasized 
the  need  to  develop  the  concept  of  giving  intensive  care  by 
trained  personnel  to  selected  patients  rather  than  setting  aside 
a designated  physical  area,  with  elaborate  equipment,  to  be 
used  in  only  critically  ill  patients. 

Russell  G.  Williamson,  M.D.,  Secretary 
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CUMBERLAND 

A combined  meeting  of  the  Cumberland  County  Medical 
Society  and  the  Woman's  Auxiliary  was  held  at  the  Sheraton- 
Eastland  Motor  Hotel  in  Portland,  Maine  on  January  19,  1967 
with  two  hundred  and  lifty-hve  members  and  guests  present. 

George  W.  Hallett,  Jr.,  M.D.  of  Portland,  Maine  was  the 
guest  speaker.  Dr.  Hallett  gave  a description  of  his  recent 
medical  service  in  Vietnam. 


Sixty-five  members  attended  the  Cumberland  County  Med- 
ical Society  meeting  held  at  Carolyn's  in  Cape  Elizabeth,  Maine 
on  February  16,  1967. 

Following  a social  hour  and  smorgasbord  the  meeting  was 
called  to  order  by  the  President,  Charles  W.  Capron,  M.D. 
Considerab'e  discussion  ensued  regarding  the  October  meeting 
to  be  sponsored  by  Lederle  Laboratories,  a meeting  which  will 
be  jointly  supervised  by  the  American  Academy  of  General 
Practice  and  the  Cumberland  County  Medical  Society.  The 
membership  passed  the  following  resolution:  "That  the  Cum- 
berland County  Medical  Society  invite  all  individual  Doctors 
of  Osteopathy  to  the  Lederle  Symposium  in  October  1967." 
It  was  also  mentioned  that  the  house  officers  at  the  local  hos- 
pitals should  be  included  in  the  invitations. 

Sumner  E.  Moulton,  M.D.  reported  on  the  Utilization  Com- 
mittee for  Extended  Care  Facilities.  He  outlined  the  scope  of 
the  problems  facing  his  Committee,  the  organizational  meet- 
ings held  to  date,  and  plans  for  the  future.  He  emphasized  the 
need  for  a summary  of  medical  information  when  a patient  is 
transferred  from  a hospital  to  an  extended  care  facility  and 
stated  that  the  usual  discharge  summary  would  be  entirely 
appropriate. 

Stephen  E.  Monaghan,  M.D.  reported  on  the  Massachusetts 
experience  with  third  party  payment  of  Medicare  fees,  listing 
advantages  and  disadvantages,  with  two  primary  purposes  be- 
ing evident:  consolidation  of  multiple  bills  into  just  one  for 
the  patient  and  consolidation  of  multiple  small  bills  and  book- 
keeping entries  into  one  coordinated  payment  to  the  physician. 

Charles  R.  Glassmire,  M.D.  mentioned  the  bill  in  the  legis- 
lature which  would  necessitate  use  of  generic  names  of  drugs 
when  ordering  medications;  in  addition,  he  called  the  atten- 
tion of  the  membership  to  the  Beatrice  Davis  fund,  set  up  to 
provide  funds  for  legal  and  medical  students  as  well  as  certain 
physicians  desiring  further  medical  education. 

Edward  G.  Asherman,  M.D.  stated  that  his  committee  is 
working  on  the  revision  of  the  Bylaws.  At  Dr.  Moulton's  re- 
quest, Dr.  Capron  indicated  that  he  would  investigate  the 
possibility  of  legislation  to  provide  immunity  from  legal  ac- 
tion for  members  of  Utilization  Committees. 

Alice  A.  S.  Whittier,  M.D.  presented  a resolution  on  the 
death  of  Thomas  A.  Foster,  M.D.  and  the  membership  voted 
to  spread  a copy  of  the  resolution  upon  the  Society's  records 
and  to  send  a copy  to  the  family. 

Robert  E.  McAfee,  M.D.  reported  on  the  success  of  the 
Health  Careers  Program  and  proposed  a possible  program  of 
medical  instruction  for  school  teachers.  A brief  discussion  fol- 
lowed concerning  the  limitations  of  coverage  of  the  Blue 
Cross-Blue  Shield  contract  carried  by  the  Maine  Medical  Asso- 
ciation. 

Stanley  B.  Sylvester,  M.D.,  Secretary 


KENNEBEC 

The  Kennebec  County  Medical  Association  met  at  the 
Holiday  Inn  in  Augusta,  Maine  on  February  16,  1967. 

The  President,  Robert  L.  Ohler,  M.D.  appointed  two  com- 
mittees: 1.)  The  Committee  for  Continuing  Education  under 
the  chairmanship  of  Francis  J.  O'Connor,  M.D.  Other  members 
of  the  Committee  have  not  been  appointed;  2.)  The  second 


committee,  title  of  which  has  not  been  definitely  decided  upon, 
but  essentially  Social  Responsibility  of  the  Kennebec  County 
Medical  Association  under  the  chairmanship  of  John  D.  Deni- 
son, M.D.  with  Vaughn  R.  Sturtevant,  M.D.  as  a member. 

The  guest  speaker  was  George  W.  Hallett,  Jr.,  M.D.  of 
Portland,  Maine  who  had  spent  two  months  in  South  Vietnam 
treating  the  civilian  population  in  a small  town.  Dr.  Hallett 
gave  a very  interesting  discussion  of  the  problems  there  and 
of  his  impressions  of  the  people.  His  talk  was  illustrated  with 
some  colorful  slides. 

LUCIEN  F.  Veillel'X,  M.D.,  Secretary 


LINCOLN-SAGADAHOC 

A meeting  of  the  Lincoln-Sagadahoc  County  Medical  Society 
was  held  at  The  Ledges  in  Wiscasset,  Maine  on  February  21, 
1967. 

The  meeting  was  called  to  order  by  the  President,  Charles 
E.  Burden,  M.D. 

George  W.  Bostwick,  M.D.  read  a letter  from  the  Maine 
Medical  Association  asking  for  interested  volunteers  for  Stand- 
ing and  Special  Committees  for  the  next  year.  He  asked  those 
who  plan  to  volunteer  for  the  committees  to  report  their 
names  at  the  March  meeting.  Dr.  Bostwick  circulated  the  at- 
tendance roster  for  the  past  three  years. 

The  bill  introduced  by  Senator  Sproul  relating  to  abortion 
was  discussed;  nobody  was  opposed.  It  was  voted  that  this 
bill  be  teintroduced  for  general  discussion  at  the  March  meet- 
ing. 

Mr.  Kenneth  V.  Schreiner,  Program  Director  of  the  V.  D. 
Control  Section  of  the  State  of  Maine  Department  of  Health 
and  Welfare,  was  the  guest  speaker.  Mr.  Schreiner  spoke  on 
the  State's  efTorts  to  control  syphilis  and  gonorrhea. 

George  W.  Bostwick,  M.D.,  Secretary 


SOMERSET 

Somerset  County  Delegates  and  Alternates  elected  to  the 
Maine  Medical  Association  House  of  Delegates  for  1967: 

Delegates:  Drs.  Richard  P.  Laney,  Skowhegan  and  H.  Carl 
Amrein,  Madison.  Alternates:  Drs.  Harland  G.  Turner, 
Norridgewock  and  Edgar  J.  Smith,  Fairfield 

John  P.  Dow,  M.D.,  Secretary 


YORK 

York  County  Delegates  and  Alternates  elected  to  the  Maine 
Medical  Association  House  of  Delegates  for  1967: 

Delegates:  Drs.  Carl  E.  Richards,  Sanford,  Robert  F. 
Ficker,  Kennebunkport  and  Thomas  Anton,  Biddeford. 
Alternates:  Drs.  Irvin  Dorfman,  Biddeford,  Stephen  A. 
Cobb,  Sanford  and  Kenneth  E.  Leigh,  York 

Charles  W.  Kinghorn,  M.D.,  Secretary 


PENOBSCOT 

Penobscot  County  Medical  Association  officers  for  1967: 
President,  Jay  K.  Osier,  M.D.,  Bangor 
President-Elect,  Leonard  G.  Miragliuolo,  M.D.,  Bangor 
Secretary,  Charles  D.  McEvoy,  Jr.,  M.D.,  Bangor 
Treasurer,  Thornton  W.  Merriam,  Jr.,  M.D.,  Bangor 
Delegates  to  the  Maine  Medical^  Association  House  of 
Delegates : Drs.  Dexter  J.  Clough,  2nd,  and  Lloyd 
Brown,  both  of  Bangor,  Herbert  C.  Gilman,  Millinock- 
et,  Russell  M.  Lane,  Orono  and  John  J.  Pearson,  Old 
Town.  Alternates:  Drs.  Thornton  W.  Merriam,  Jr., 
David  M.  Sensenig,  William  M.  Shubert,  Francis  J. 


NINETEEN  HUNDRED  AND  SIXTY-SEVEN— MARCH 


Kadi,  all  of  Bangor  and  John  C.  Bjorn,  Hannpden 
Highlands 

Charles  D.  McEvoy,  Jr.,  M.D.,  Secretary 


News  and  Notes 

Central  Maine  General  Hospital 
Chemotherapy  in  Malignant  Disease 

2:00  p.M.-4:30  p.M, 

April  5-Pathology 

William  Meissner,  M.D. 

April  \2-Solid  Tumors 

Peter  Mozden,  M.D. 

April  Vd— Pharmacology  and  Radiation 
Thomas  Hall,  xM.D. 

April  26-Lymphomas 

William  Moloney,  M.D. 

May  5— Tumors  in  Children 

Norman  Jaffee,  M.D. 

May  16— Panel  Discussion:  Pregnancy,  Platelets,  Complications 
William  Moloney,  M.D.  and  Peter  Mozden,  M.D. 


Workshop  in  Clinical  Hypnosis 

A Workshop  in  Clinical  Hypnosis  for  physicians,  psycholo- 
gists and  dentists,  sponsored  by  the  New  England  Society  of 
Clinical  Hypnosis,  w’ill  be  held  at  Mallory  Amphitheater, 
Boston  City  Hospital  on  April  6-9,  1967. 

Faculty  includes:  Herbert  Spiegel,  M.D.,  Psychiatry  Depart- 
ment, Columbia  University  College  of  Physicians  & Surgeons; 
Lewis  Jacobs,  M.D.,  Pediatrician,  New  York  University;  Leo 
Alexander,  M.D.,  Psychiatrist,  Boston;  Donald  Coulton,  M.D., 
Obstetrician  and  Gynecologist,  Bangor,  Maine;  Esther  Bartlett, 
M.D.,  Anesthesiologist,  Quincy,  Massachusetts;  and  Harold 
Golan,  Dentist,  Oral  Surgery  Department,  Boston  City  Hos- 
pital. 

Tuition:  $125,  including  three  luncheons  and  three  dinners. 

For  further  information  contact  Course  Director:  Lawrence 
M.  Staples,  D.M.D.,  311  Commonw'ealth  Avenue,  Boston, 
Massachusetts  02115. 


Physicians’  Guide  Book  on 
“The  Malignant  Lymphomas” 

An  excellent  book  on  "The  Malignant  Lymphomas"  pub- 
lished by  the  American  Cancer  Society  is  available  to  mem- 
bers of  the  Maine  Medical  Association. 

Any  member  wishing  to  receive  a copy  may  do  so  by 
writing  to:  American  Cancer  Society,  Maine  Division,  Inc., 
Federal  Street,  Brunswick,  Maine  04011. 


Five  Day  Refresher  Course  in  Pediatrics 

The  Children’s  Hospital  of  Philadelphia  and  The  Depart- 
ment  of  Pediatrics,  School  of  Medicine,  University  of  Penn- 
jsylvania  announce  a five  day  refresher  course  in  pediatrics  for 
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What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 
necessary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (M  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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ix'diatridans  and  general  practitioners,  May  1-5,  1967. 

The  curriculum  will  consist  of  lectures  and  clinics,  given  by 
members  of  the  Faculty  Staff,  in  selected  aspects  of  contempo- 
rary pediatrics  in  which  imixirtant  advances  are  being  made. 
AAGP  accredited  for  27  hours.  Tuition  is  $175.00. 

Registration  and  intjuiries  should  be  sent  to;  Children's 
Hospital  of  Philadelphia,  Post  Graduate  Education  Committee, 
1740  Banbridge  Street,  Philadelphia,  Pa.  19146. 

Make  checks  payable  to:  The  Children’s  Hospital  of  Phila- 
delphia. 


“Diabetes  for  Diabetics” 

"Diabetes  for  Diabetics  " by  George  F.  Schmitt,  M.D., 
F.A.C.P.,  Diabetes  Press  of  America,  Inc.,  30  S.E.  8th  St., 
Miami,  Florida  33131.  (S5.95  Prepaid)  230  text  pages,  212 
full  color  illustrations. 

This  is  an  excellent  book  for  diabetics  and  for  those  who 
treat  them.  It  is  clearly  written,  practical  and  easy  to  rc-ad,  with 
diet  information  as  well  as  information  on  insulin  and  oral 
anti-diabetic  drugs;  a book  with  reassuring  attitudes  on  the 
problems  that  the  diabetic  faces  in  his  day-to-day  experiences. 


PROGRESS  IN  CANCER  CONTROL  CITED  IN  AMERICAN  CANCER  SOCIETY’S  ANNUAL  REPORT 

Continued  from  Page  67 


medicine  for  Latin  American  physicians,  with  participants 
from  20  nations. 

-A  special  tribute  was  paid  to  the  communications  media  by 
the  Society’s  Report.  A full-page  montage  of  newspapers,  maga- 
zines, radio  and  television  scenes  bore  the  heading:  "The  Media 
Fight  Cancer.”  The  Report  gave  warm  acknowledgement  to  the 
key  role  played  by  these  means  of  communication  in  carrying 
messages  of  life-saving  potential  into  millions  of  homes  across 
the  nation,  as  well  as  in  urging  support  for  the  Society  itself 
— all  free  of  charge. 

Public  support  of  the  Society’s  efforts  reached  an  alltime 
level  of  success,  as  the  Report  points  out.  Thus,  for  the  first 
time,  better  than  $50  million  was  received  in  total  funds  — 
$38.5  million  from  the  Crusade  itself,  and  $11.6  million  in 
the  form  of  legacies.  The  total  marked  an  increase  of  approxi- 
mately $4.5  million  over  that  received  during  1965.  In  large 
.measure  this  may  be  attributable  to  increased  participation  by 


Americans  in  the  work  of  the  Society,  as  the  Report  points  to 
an  increase  of  some  90,000  volunteers  who  took  part  in  the 
Crusade,  compared  with  1965. 

For  the  present  fiscal  year,  the  Society  has  budgeted  some 
$19  million  (37  percent  - the  largest  single  amount)  for  re- 
search, followed  by  public  education  ($7.6  million  — 15  per- 
cent), patient  service  ($6  million  — 12  percent),  and  pro- 
fessional education  ($4.5  million  — 9 percent). 

In  looking  back  over  the  accomplishments  of  the  year  p>ast, 
the  Executive  "Vice  President  of  the  ACS,  Mr.  Lane  W.  Adams 
observed  in  the  Report  that  they  were  "made  possible  by  the 
partnership  of  volunteers  and  staff,  physicians  and  laymen. 
They  are  the  results  of  better  management  and  leadership  of 
the  cancer  control  effort.  But  they  can  only  be  a spur  to  further 
achievement.  ” 


American  Cancer  Society  News  Service  Release 
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labsti X 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix- 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones— detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 


Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


(color  charts 


Ames  Company,  Inc.,  Elkhart,  Indiana  ames 
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...  is  not  news.  What's  news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pr 
fessioncd  medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  fil 
project  is  underway  — with  technical  advice  from  the  nation’s  leading  medical  authorities. 

Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUI^ 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  A^| 
CANCER.  The  balance  will  be  released  in  1 967-1 968.  ! 

i 

^ 1 

As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Uni' 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  program , 

We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series.  i 
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Picture  of 
low  back  pain 


irafon  Forte  helps  to  relieve  pain, 

[instore  mobility  . . . stop  pain-spasm  feedback 

ere  is  why.  Parafon  Forte  provides : 

'nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
<1  pain, 1-2  yet  unlikely  to  produce  the  irritation  to  the 
Jj.stric  mucosa  so  often  associated  with  salicylate 
2l|tjerapy3 

Ad  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
fijiour  span  of  action,^’®  and  to  retain  effectiveness 
e sn  on  continued  administration,®-’^  but  which  does  not 
hve  the  central  effects  of  tranquilizing  compounds. 

F|escribe  Parafon  Forte  for  lasting  spasmolysis 
analgesia  in  sprains,  strains,  myalgias,  low  back 
4 n,  bursitis  and  other  musculoskeletal  disorders. 
Yar  patients  will  appreciate  the  restored  comfort 
[\aii  lasting  freedom  of  movement  it  usually  provides. 

lnc|  : 


treated  with 
Parafon  Forte*TABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL’-bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman.  A.  J.:  Fed.  Proc.  J4:316, 
1955.  2.  Goodman.  L,.  S..  and  Gilman.  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3.  New  York.  The  Macmillan  Company.  1965.  p.  331.  3.  Roth. 
J.  L.  A.,  et  at.:  Gastroenterology  U:IA6,  1963.  4.  Conney.  A.  H..  and  Burns. 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  J2«;340.  1960.  6.  Settel.  E.:  Clin.  Med.  «:1373. 

1959.  6.  Berman,  H.  H.,  et  air.  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 
27:189,  1966.  *u.S.  patent  no.  2,895.87? 

MCNEJL  LABORATORIES,  INC.,  FORT  WASHI NGTON,  PA. 


( McNEIL 


How  long  will  it  take  him 
to  recover  from  the  flu 
if  he  just  doesn’t  care? 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help>.* 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient's  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonid 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 


N THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

< Cincinnati,  Ohio  45215 


6-7907 


Homecoming 
is  great . . . 

if  they  have 
Blue  Shield 
for  doctor  bills 


Blue  Shield  often  makes  the  difference  between 
a harried  homecoming  and  a happy  one.  When 
your  patients  have  Blue  Shield,  they  have  the 
best  in  medical  care  protection.  Last  year,  Blue 
Shield  paid  nearly  $1.4  billion  in  doctor  bills  on 
behalf  of  its  5.S  million  members. 

Today,  nearly  30  years  after  doctors  like  you 
originated  the  concept  of  the  prepayment  of 
medical  bills,  this  unique  plan  remains  the  fav- 
orite of  employees  and  employers  alike. 


ASSOCIATED  HOSPITAL  SERVICE  OF  MAINE 


509  FOREST  AVENUE 
PORTLAND,  MAINE  04101 


Recommend 


With  Over  800 


Participating  MDs 
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IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
FACE.  ^ 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp’  Extentabs^ 


(Dimetane®  Ibrompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


sinusitis,  colds,  or  U.R.I., 

[netapp  lets  congested  patients 
tathe  easy  again.  Each  Extentab 
ings  welcome  relief  all  day  or  all  night, 
lially  without  drowsiness  or  over- 
inulation.  Its  key  to  success?  The 
hetapp  formula  — Dimetane  (brom- 
fiiniramine  maleate),  a potent  anti- 
|amine  reported  in  one  study  to  have 
’ ited  side  effects  as  few  as  the  placebo,’ 
Imed  with  decongestants  phenyl- 
rineand  phenylpropanolamine- 
dependable  10- to  12-hour  form, 

ler,  I,  W.,  and  Lowell,  F.  C.:  New  England 
•d.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

AH'I^OBINS 


Don’t  delegate 
your  authority 
in  the  choice 
of  drugs 


Generic  prescribing  allows  a third  party  to  choose  for  you.  This 
does  not  of  necessity  ensure  therapeutic  effectiveness  or  lowest 
patient  cost. 

You  can  prescribe  the  quality  and  purity  of  ACHROMYCIN®  V 
Tetracycline-Lederle  at  a cost  that  is  within  pennies-a-day  of  the 
low-priced  generic  tetracycline. 

When  you  prescribe  tetracycline,  write  ACHROMYCIN  V.  It’s 
good  policy,  good  medicine  and  good  economy,  all  in  one  pre- 


The  Proof  of  Excellence  is  in  the  Performance 


for  noses  of  every  description, 
one  safe  and  sure  prescription: 

Otrivin® 


(xylometazoline  CIBA) 
on  Rx  only 


■ quickly  relieves  congested  nose 
■ action  is  gentle,  yet  prolonged 
■ side  effects  are  minimai 


IDICATION:  Nasal  congestion.  CONTRAINDICATION:  Do  not  use 
patients  sensitive  to  small  doses  of  sympathomimetic  substances. 
ARNINGS:  Prolonged  or  excessive  use  may  cause  rebound  conges- 
3n.  Use  cautiously  in  patients  with  hyperthyroidism,  coronary  artery 
sease,  hypertension,  and  diabetes.  CAUTION:  Do  not  shake  Nasal 
3ray.  Rinse  Nasal  Solution  dropper  or  Nasal  Spray  tip  in  hot  water 
ter  each  use.  No  more  than  one  person  should  use  the  same  dropper 
)ttle  or  nasal  spray. 

DE  EFFECTS:  Occasional  local  reactions:  rebound  congestion, 
ght  burning  or  stinging,  sneezing,  dry  nose.  Occasional  systemic 
fects:  headache,  drowsiness,  lightheadedness,  insomnia,  palpita- 
ins.  Overdosage  in  young  children  may  produce  profound  sedation. 
DSAGE:  Adults:  Nasal  Solution  — 2 or  3 drops  in  each  nostril  every 
to  6 hours.  Nasal  Spray  — Squeeze  rapidly  once  or  twice  in  each  nos- 
I every  4 to  6 hours.  Children  under  12:  Pediatric  Nasal  Solution  — 
Jr  3 drops  in  each  nostril  every  4 to  6 hours.  One  drop  should  be  used 


in  infants  under  6 months.  Pediatric  Nasal  Spray -Squeeze  rapidly 
once  in  each  nostril  holding  tube  upright;  repeat  every  4 hours  as 
necessary.  SUPPLIED:  OTRIVIN®  hydrochloride  (xylometazoline  hydro- 
chloride CIBA)  Nasal  Solution,  0.1%;  dropper  bottles  of  1 fluidounce, 
bottles  of  1 pint.  Nasal  Spray,  0.1%;  plastic  squeeze  tubes  of  15  ml. 
Pediatric  Nasal  Solution,  0.05%;  dropper  bottles  of  1 fluidounce.  Pedi- 
atric Nasal  Spray,  0.05%;  plastic  squeeze  tubes  of  15  ml.  Nasal  Solu- 
tions contain  either  0.1%  or  0.05%  xylometazoline  hydrochloride, 
triethanolamine,  hydrochloric  acid,  sodium  chloride,  and  phenylmer- 
curic  acetate  1 :50,000  as  preservative  in  water.  Nasal  Sprays  contain 
either  0.1%  or  0.05%  xylometazoline  hydrochloride,  potassium  phos- 
phate monobasic,  potassium  chloride,  sodium  phosphate  dibasic, 
sodium  chloride,  and  benzalkonium  chloride  1:5000  as  preservative  in 
water.  Consult  complete  literature  before  prescribing,  r n \ 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  O 1 13  A. 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  hioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvementt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions;  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  Tbe 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann' NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  tby- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEX^ 

LABORATORIES  INC.,  PALO  ALTO,  CALIF. 


For  inflammatory 
dermatoses. . . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


TABLETS 

EQuagesic 

(meprobainate  and 
etiiolieptazine  citrate  with, 
aspirin) 

® 

Precautions;  Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
ataxia  or  visual  disturbances  occur,  reduce  dose,  if 
symptoms  persist,  caution  patients  against  operat- 
ing machinery  or  driving.  Give  cautiously  to  patients 
twith  suicidal  tendencies.  Treat  attempted  suicide 
-with  immediate  gastric  lavage  and  appropriate 
‘supportive  therapy 

Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression. 
Overdosage  may  result  in  salicylate  intoxication. 
Meprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia. Afewcasesof  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications : History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 
Composition : 150  mg.  meprobamate.  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 
Wyeth  Laboratories  Philadelphia,  Pa. 


weighing 
on  his 
mind, 
too 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


XIV 


In  peptic  ulcer... 

antacid 
therapy 

a 

new 
benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  OONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
halanced  to  minimize  tlie  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  taljlet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


XXI 


The  answer  may  be  yes ...  if  they’re  not  on 
Hygroton.  For  instance,  a therapeutic  dose 
of  a short-acting  diuretic  may  cost  3 times  as 
much  as  an  equivalent  dose  of  Hygroton.  With 
Hygroton,  in  fact,  you  can  usually  do  the  job 
with  just  one  tablet  a day  or  one  every  other 
day.  It’s  no  wonder  that  the  trend  has  been 
away  from  short-acting,  multiple-dose,  high- 
cost  diuretics. 

You  may  hearthat  a short-acting  diuretic  was 
more  effective  in  a 400  mg.  (ten-tablet)  dose 
than  Hygroton  in  a 200  mg.  (two-tablet)  dose. 


If  one  considers  maximum  recommended 
doses  for  each  product,  tablet  for  tablet 
Hygroton  was  clearly  superior.  Two  tablets 
of  Hygroton  were  found  to  produce  almost 
40%  more  natruresis  and  20%  more  weight 
loss  than  five  tablets  of  the  other  diuretic.* 
Note  that  these  are  maximum  recommended 
doses! 

For  effectiveness,  economy,  and  conven- 
ience, therefore,  Hygroton  is  the  diuretic  to 
choose  to  start  with  and  the  one  to  stay  with. 

*Brest,  A.  N.,  et  al.:  J.  New  Drugs  5:329,  1965. 


VS. 


Natruresis  above  control  values  after 
maximum  recommended  doses 
(mEq./24  hours)  in  ‘‘normal”  patients 

111  152 

5 tablets  short-acting  2 tablets 

nonthiazide  diuretic  Hygroton 

48-hour  weight  loss  after  maximum  recommended  doses 
in  edematous  patients  with  congestive  heart  failure 
due  to  arteriosclerotic  or  rheumatic  heart  disease 

1.84  lbs.  2.2  lbs. 

5 tablets  short-acting  2 tablets 

nonthiazide  diuretic  Hygroton 


Indications;  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 

Contraindications:  Hypersensitivity  and  most  cases  of 
severe  renal  or  hepatic  disease. 

Warning:  With  administration  of  enteric-coated  potas- 
sium supplements,  the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated.  Electrolyte 
imbalance  and  potassium  depletion  may  occur;  take 
special  care  in  cirrhosis  or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving  corticosteroids,  ACTH, 


or  digitalis.  Salt  restriction  is  not  recommended. 

Side  Effects;  Dizziness,  weakness,  nausea,  vomiting, 
hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria 
and  purpura,  epigastric  pain,  or  G.l.  symptoms  after 
prolonged  administration. 

Average  Dosage:  One  tablet  (100  mg.)  with  breakfast 
daily  or  every  other  day. 

Availability;  Tablets  of  100  mg.  in  bottles  of  100  and  1000. 
For  full  details,  see  the  complete  prescribing  information. 
6524-V(B) 


Hygroton® 

chlorthalidone 


Geigy 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


HY-4736S 


I’m  supposed  to  get  up 
and  do  things? 

With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio- 
vascular patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle- 
viate the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 

Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons— as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 


should  be  reduced.  If  symptoms  persist,  pa- 
tients should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  following 
prolonged  dosage.  Other  blood  dyscrasias — 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One 
fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone 
has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications:  History  of  sensitivity  to 
meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Eouanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Eouanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 
A quality  controlled  product  of 
Wyeth  Laboratories  Philadelphia,  Pa. 


to  help  relieve  anxiety  and  tension  occurring 
alone  or  secondary  to  organic  disease 


(meprobiiate) 


XXIV 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus*-^3  and  an  acceleration 
of  endometrial  changes.'-^.^-is  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


U 
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The  answer  may  be  yes ...  if  they’re  not  on 
Hygroton.  For  instance,  a therapeutic  dose 
of  a short-acting  diuretic  may  cost  3 times  as 
much  as  an  equivalent  dose  of  Hygroton.  With 
Hygroton,  in  fact,  you  can  usually  do  the  job 
with  just  one  tablet  a day  or  one  every  other 
day.  It’s  no  wonder  that  the  trend  has  been 
away  from  short-acting,  multiple-dose,  high- 
cost  diuretics. 

You  may  hear  that  a short-acting  diuretic  was 
more  effective  in  a 400  mg.  (ten-tablet)  dose 
than  Hygroton  in  a 200  mg.  (two-tablet)  dose. 


If  one  considers  maximum  recommended 
doses  for  each  product,  tablet  for  tablet 
Hygroton  was  clearly  superior.  Two  tablets 
of  Hygroton  were  found  to  produce  almost 
40%  more  natruresis  and  20%  more  weight 
loss  than  five  tablets  of  the  other  diuretic.* 
Note  that  these  are  maximum  recommended 
doses! 

For  effectiveness,  economy,  and  conven- 
ience, therefore,  Hygroton  is  the  diuretic  to 
choose  to  start  with  and  the  one  to  stay  with. 

*Brest,  A.  N.,  et  al.:  J.  New  Drugs  5:329,  1965. 


Natruresis  above  control  values  after 
maximum  recommended  doses 
(mEq./24  hours)  in  "normal"  patients 

111  152 

5 tablets  short-acting  2 tablets 

nonthiazide  diuretic  Hygroton 

48-hour  weight  loss  after  maximum  recommended  doses 
in  edematous  patients  with  congestive  heart  failure 
due  to  arteriosclerotic  or  rheumatic  heart  disease 

1.84  lbs.  2.2  lbs. 

5 tablets  short-acting  2 tablets 

nonthiazide  diuretic  Hygroton 


Indications:  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 

Contraindications:  Hypersensitivity  and  most  cases  of 
severe  renal  or  hepatic  disease. 

Warning:  With  administration  of  enteric-coated  potas- 
iSium  supplements,  the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated.  Electrolyte 
imbalance  and  potassium  depletion  may  occur;  take 
special  care  in  cirrhosis  or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving  corticosteroids,  ACTH, 

Hygroton® 

chlorthalidone 


or  digitalis.  Salt  restriction  is  not  recommended. 

Side  Effects:  Dizziness,  weakness,  nausea,  vomiting, 
hyperglycemia,  hyperuricemia,  headache,  muscle 
cramps,  postural  hypotension,  constipation,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria, 
transient  myopia,  skin  reactions,  including  urticaria 
and  purpura,  epigastric  pain,  or  G.l.  symptoms  after 
prolonged  administration. 

Average  Dosage:  One  tablet  (100  mg.)  with  breakfast 
daily  or  every  other  day. 

Availability:  Tablets  of  100  mg.  in  bottles  of  100  and  1000. 
For  full  details,  see  the  complete  prescribing  information. 
6524-V(B) 


Geigy 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


HY-4736S 
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Posed  by  professional  model 


I’m  supposed  to  get  up 
and  do  things? 

With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio- 
vascular patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle- 
viate the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 

Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions;  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons — as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 

to  help  relieve  anxiety 
alone  or  secondary 


should  be  reduced.  If  symptoms  persist,  pa- 
tients should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  fransient,  have  been  reported  following 
prolonged  dosage.  Other  blood  dyscrasias— 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One 
fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone 
has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications:  History  of  sensitivity  to 
meprobamate. 

Composition;  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Equanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 
A quality  controlled  product  of 
Wyeth  Laboratories  Philadelphia,  Pa. 

and  tension  occurring 
to  organic  disease 
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for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-i^  and  an  acceleration 
of  endometrial  changes. i-3.7-i6  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


XXV 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  O.I  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  I ntermenstrual  bleeding; 

amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration : One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W,:  Med  Clin  N Amer 
48:529  (Mar.)  1964  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraceplion.  Palo 
Alto,  Calil  .July  15,  1965.  Reported  m Med  Sci  16:26 
(Nov  ) 1965,  5.  Hammond,  0.  0.:  Ibid.  6.  Rice-Wray,  E.. 
Goidzieher,  J.  W.,  and  Aranda  - Rosell,  A.-  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E.,  and  Elhs,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  0.:  GP  29:88  (jan.)  1964  9.  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W . Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete.  M Fertil  Steril 
16:158  (Mar.  Apr.)  1965.  H.  Flowers,  C.  E.,  Jr.  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility,  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965  14.  Flowers,  C.  E..  Jr.:  JAMA 
188: 1 115  (June  29)  1964  15.  Merritt,  R.  I.:  AppI  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0-:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Palo 
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tablets 


for  multiple  contraceptive  action 


“George  wants  to  know  if  ifs  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock'^’' 


1 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity — normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINr  LP 


PITM AN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Eczema  of  many  years... 
controlled  in  two  weeks 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent. TheO.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administratfon  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmlyestablished. Thus, do  notuse  in  largeamounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Vz  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Phenaphen 
U Codeine 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


hch  capsule  contains: 

jfjienobarbital  (%  gr.) 16.2  mg. 

.-.(Warning:  may  be  habit  forming) 

Jipirin  (2V2  gr.) 162.0  mg. 

jjienacetin  (3  gr.) I94.O  mg. 

Joscyamine  sulfate 0.031  mg. 

pideine  phosphate % gr.  (No.  2), 

I , V2  gr.  (No.  3),  1 gr.  (No.  4)’ 

j 'Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation. 


and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


AH'DOBINS 


at  the  site  of  infection 
(where  it  counts).... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.^  ” Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic strejjtococci,  and  pneumococci ).  The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  wi 
characterized  by  increased  direct-reacting  bilirubin,  eleva 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutai 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  n 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has 
been  repoi  ted  in  other  patients  taking  prolonged  courses  of 
medication.  Patients  with  chronic  infection  have  been  given  I 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  i 
patients  with  rheumatic  fever  have  taken  prophylactic  doses' 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  ja 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  th  j 
patients’  families,  who  were  not  taking  the  drug,  had  episo  ) 
of  jaundice  during  the  study  period.  |l 

Transaminase  and  serum  alkaline  phosphatase  levels  w || 
determined  in  a group  of  fifty-four  adults  and  children  who  ti  [ 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  i 
rheumatic  fever  prophylaxis.  The  results  were  compared  w 
those  of  a similar  group  of  forty-four  patients  who  received  p 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevat  I 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecou  j 
of  treatment  was  observed  in  one  patient  treated  with  IIosi  t 
and  in  two  patients  treated  with  penicillin.  Seven  other  patie  j 
in  the  group  receiving  Ilosone  and  four  others  in  the  penici  j 
group  showed  elevations  in  one  of  the  tests  at  some  time  dur  | 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  w i 
reported  in  102  pediatric  patients  who  received  short-term  (t  | 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  in)  i 
tions.  Results  of  liver  function  tests  in  these  patients  were  c(  i 
parable  to  those  in  a similar  control  group  who  had  receijl 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  i 
fects  are  observed  in  a small  proportion  of  individuals  as  a res  I 
of  a local  stimulating  effect  of  the  medication  on  the  aliment  ', 
tract;  however,  the  normal  intestinal  gram-negative  bactei  r 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  ;• 
of  erythromycin,  there  have  been  occasional  reports  of  urticaiii 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Administration  and  Do.sage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets  ^ 

Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  b 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours; 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hoi 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  i 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dos 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromj 
therapy  should  be  considered.  | 

In  the  treatment  of  syphilis,  the  recommended  total  dosag|i 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fift|' 
days.  Close  follow-up  of  the  patient  is  necessary  since  erytt  I 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stage^i 
syphilis.  Examinations  of  spinal  fluid  are  recommended  aspj|  , 
of  the  follow-up  therapy.  ^ 

For  gonorrhea,  500  mg.  four  times  a day  for  four  daysii  ^ 
recommended.’  In  the  treatment  of  gonorrhea,  patients  witlj  j, 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatp  ii 
before  receiving  antibiotics,  and  monthly  serologic  tests  shcj|  C 
be  made  for  a period  of  three  months.  I ! 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  i-  c; 
(equivalent  to  base),  in  bottles  of  24  and  100.  P( 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  ba; 
in  bottles  of  50.  | 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-  i tt* 
size  packages,  with  dropper  calibrated  at  25  and  50  mg.  j 
Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equival  i 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packai  ' 

Kefcrcnci’s:  1.  Griffith,  R.  S..  and  Black,  H.  R. : Am.  J.  M.  Sc.,  247:69,1 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  72:398,1  ^ 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  2.99:198,  W'  ■ 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  J,6206. 
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Look  how  many  ways 

Thorazine* 

brand  of 

chlorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

'Thorazine'  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantiy).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  ‘Thorazine'  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK4F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 


TTui)dJianie 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


7**  , 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

PhenoOarOltal,  Camion:  May  be  habit  forming.  . , 21  Utg. 

Ephedrine  HCl 16  mg. 

FEDKRAL  L.AW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephcdrine- 

phcnobarbiial.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


ML'DR.ANE  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolatc 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

VVM.  P.  POVTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINI.A  23217 
Manufacturers  of  ethicat pharmaceuticats  since  1856 


Tandearil* 

oxyphenbutazone 


Therapeutic  Effects:  Tandearil  Is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation: history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  Increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 

Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions:  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count  ; 

due  to  hemodilution  may  occur.  i 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg,  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R  ' 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Geigy 


Tandearir  helps  osteoarthritic 
oxyphenbutazone  jojnts  iTiove  again 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 


3 out  of  4 osteoarthritics  com- 
pletely  or  markedly  improved 


Sperling,  I.L  : 3 Years’  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders. 
Applied  Therapeutics  6 117.  1964 

76.9%  of  407  patients 

Watts.  T W . Jr  T reatmenl  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone. Clin  Med.  73:65.  1966. 

84.6%  of  39  patients 

TA-4919  PC 


XXXll 


Index  to  Advertisers 


\iiK  ri(  an  ('.aiu  ci  Soi  , Maine  Division,  Inc. 


71 


Allies  Coinpanv,  I lu 73 

.\ssociated  llospiial  Ser\  ice  of  Maine  ....  XX 

lUirronghs  Wellcome 64h 

Cilia  I’liarniacentical  Co XXc 


1 ) o rse  V I . a bo  1 a t o 1 i es 


XV 


Dow  & I’inkhani 72 

Dnl’ont fila.b.c 

Gcig\  I’liannacenticals  . . . \'la-XXd-X\I-XXX-XXXI 

Huison,  ^VesIcott  & Dunning,  Inc Ill 

I.eilei le  Lalioratoi ies  ....  \’I-XXb  XX\dII-XXXIII 
I.illv  S;  Company,  Kli  1 -VI b.c,d-X\'I-(i(ib,c-XX\'II Ib,c,d 

.McNeil  Laboratories,  Inc X\’II 

Win.  S.  Merrell  Company X\'III-XIX 


Noyes  it  Clia|iman  \'II 

I’arke.  Davis  .'t  Comjiany II 

I’ilnian- Moore XXVI-XX\'II 


Win.  1’.  I’oythress  & Co XXX 

Rollins  Company,  II XI\'a-XXa-XXVIIIa 

Roche  Laboratories 64f,g-XXXlV 

W m.  H.  Rorer.  Inc VII-71 

Searle  & Company,  (».  1) G4d,c 

Smith  Kline  & Lrencli  Laboratories  ....  XXIX 

T he  Stnart  Company XI\’ 

S>nte\  Laboratories \TII-IX-X-XI-XXIV-XX\' 

Ltterback  Private  Hospital XXXII 

Winthrop  Laboratories IV 

Wyeth  Laboratories XII-XIII-XXILXXIII 


BLUE  CROSS  AND  OTHER  INSURANCES  ARE  ACCEPTED 


n 

II 

ANDREW  FERGUS,  M.D. 
Diplomate,  American  Board  of 
Psychiatry 
Chief  of  Staff 


PHILIP  BLINDER,  M.D. 
Psychiatrist 
Sec.  of  Staff 


• Utilizing  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 


The  Utter  back  Private  Hospital 

31  Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine 

Beautiful  Grounds,  Large  Rooms  with  Bath,  Mental  Health,  Care  for  the  Aged  and  Convalescent  Care. 

Reasonable  Rates 


m 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy- 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘'reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691—6—3942 
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(chlordiazepoxideHCI) 


\M 

WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OFTH 
CUNICAL  PROFILE 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 

Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  Warn  against 
hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  administering  to  addict.on-prone  patients  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug 
and  similar  to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  m women  of 
child-bearing  age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective  amount,  inc^asing 
gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other  psychotropics  is  not  recommended.  Paradoxical 
reactions  have  been  reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving  the  drug  and  oral  anticoagulants:  causal  relationship  has 
not  been  established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function,  impending 
depression  and  suicidal  tendencies. 

Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated.  These  are  reversib  e 
in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower  dosage  ranges.  Syncope 
occurs  rarely.  Also  encountered  are  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  decreased  libido -all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment,  blood 
dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop  occasionally,  making  periodic 
blood  counts  and  liver-function  tests  advisable  during  protracted  therapy.  Individual  maintenance  dosages  should  b 

determined.  oc  + ■ h 

Dosage:  Oral  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.  . 
orq.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 

Supplied:  Capsules,  5 mg,  10  mg  and  25  mg — bottles  of  50. 

Roche  Laboratories  • Division  of  Hoffmann  - La  Roche  Inc  • Nutley,  N.J.  07110 
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Something  Special 

Darvon®  Compound- 

\ . , O- 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,'and 
32.4  mg.  caffeine.  , • • 


j:he  : 
library 


COUNTWAY 

Emci 

2 6 APu  1967 


Additional  information  availabie 
to  the  medical  profession  upon  request. 

Eli  Liily  and  Company 
Indianapolis,  Indiana  46206 


PARKE-DAVIS 


when  it  counts... 

Chloromycetin 

(chloramphenicol) 


PMKe.  DAVIS  A COMPANY,  OHrofI,  Michlgui  4KK 


Complete  information  for  usage  - 
available  to  physicians  upon  request. 


BSP®  DISPOSABLE  UNIT 


HW&D  BRAND  GF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BROMSULPHALEIN® 
IN  A COMPLETE. 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON.  WESTCOTT  & DUNNING.  INC 

(BSPD3)  BALTIMORE,  MARYLAND  21201 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case,  i 

usually  gram-negativel 

i 


Therapy:  I 

two  500  mg.  Caplets®  q.i! 

(initial  adult  dose)  1 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
severe  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  lour  times 
daily)  lor  one  to  two  weeks.  Therealter,  II  prolonged  treatment  Is  Indicated, 
the  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  lor  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  carelul  supervision  ol  a 
physician.  Until  lurther  experience  is  gained,  inlants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  lor  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
bottles  of  1000.  250  mg.  lor  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 


~W/nthrop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


nalidixic  acit 


a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic  : 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in  j 

more  than  2 out  of  3 patients  with  either  chronic  j! 
or  acute  gram-negative  infections.’  j 

=kAs  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 

Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 


For  such  patients,  you  may  want  to  prescribe  a preparation  that  offers 
more  than  simple  analgesia. 

A good  choice  is  often  Equagesic®  (meprobamate  and  etho- 
heptazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety. 
And  skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and 
tension. 

Equagesic%ABLETs 

(meprobamate  and  ethoheptazine 


Precautions:  Keep  out  of  reach  of  children.  Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  ex-addicts,  alcoholics,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol 
tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  occur,  reduce  dose.  If  symptoms  persist, 
caution  patients  against  operating  machinery  or  driving.  Give  cautiously  to  patients  with  suicidal 
tendencies.  Treat  attempted  suicide  with  immediate  gastric  lavage  and  appropriate  supportive  therapy- 

Side  Effects : Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness  and  CNS  depression.  Overdosage  may  result  in  salicylate  intoxication.  Meprobamate 
rarely  causes  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angioedema,  bronchial  spasms, 
fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or  meprobamate. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


citrate  with  aspirin) 


announcing 
important  dosa, 
reduction 


ndronelmg.  c mestranol  0.05m[ 

lower  cost 
to  patients 


norethindrone  an  original  steroid  from 


SYNTEXS 


prescribing  information  available  from  your  pharmacist  or  Syntex  representative, 


LABORATORIES  INC. .PALO  ALTO.  CALIF. 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through  pretty 
much  the  same  training,  and  pass  the  same  kinds  of 
tests,  and  measure  up  to  the  same  sort  of  standards. 
Therefore,  all  otolaryngologists  are  alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than  what 
some  people  say  about  aspirin.  Namely;  since  all  aspirin 
is  at  least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact,  there 
are  at  least  nine  specific  differences  involving  moisture 
content,  purity,  potency  and  speed  of  tablet  disintegra- 


tion, which  make  the  manufacture  of  Bayer®  Aspirin  so 
different. 

These  Bayer  standards  result  in  significant  product 
benefits,  including  gentleness  to  the  stomach  and  prod- 
uct stability,  that  enable  Bayer  Aspirin  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  "it 
just  isn't  so." 

You  might  also  say  that  all  otolaryngologists  aren't 


BAYER  « 

[ CHtl-ORBN  J 

fiUT  Reirrf  “i ' *- 

UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp“  Extentabs” 

(Dimetane®  (brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


"lusitis,  colds,  or  U.R.I., 

3tapp  lets  congested  patients 
the  easy  again.  Each  Extentab 
IS  welcome  relief  all  day  or  all  night, 
ily  without  drowsiness  or  over- 
ulation.  Its  key  to  success?  The 
:tapp  formula  — Dimetane  (brom- 
iramine  maleate),  a potent  anti- 
mine reported  in  one  study  to  have 
led  side  effects  as  few  as  the  placebo,  * 
ed  with  decongestants  phenyl- 
ne  and  phenylpropanolamine  — 
ependable  10-  to  12-hour  form. 

r,  I.  W.,  and  Lowell,  F.  C.:  New  England 
^1:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient's 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp"*^  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 


Penicillin-Sensitive 
Staphylococci 


Beta-Hemolyffc 
Streptococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /mi.) 
Medion  Range 

MIC  (meg. /mi.) 
Medion  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M..  New  Englond  J.  Med  ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S , and  Black,  H.  R : Current  Ther.  Res.,  6 253,  1964. 


V-Cillin 

Patassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.! 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description;  V-Cillin  K is  the  potassium  salt  of  V-Clllm"-'  (phenoxy- 
melhyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  ore  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  sfiown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions;  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin, 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactiqns  are  mu 
less  common  with  administration  of  oral  penicillin  than  with  intramusc 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness, 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin 
administered,  measures  for  treating  anaphylaxis  should  be  read 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  f 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamin 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  ove 
growth  of  antibiotic-resistant  organisms;  in  such  a case,  antibiotic  a 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cill 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  unit! 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  f 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divide 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bocti 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a do 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  dt 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  Do: 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history; 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  ono 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extro; 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500.0C 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  do. 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  su' 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderate 
severe  pneumococcus  pneumonia  has  been  treated  effectively  v.r 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  !ti 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours/ 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  sypf  j 
should  have  a dark-field  examination  before  receiving  penicillin  o" 
monthly  serologic  tests  for  a minimum  of  three  months.  ' 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg  (200,000  units),  i 
bottles  of  50  and  100,  250  mg.  (400,000  units),  and  500  mg.  (800, 0.| 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mig.  (200,000  units)  f'.\ 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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Togetherness 


. . .can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity^  or  side  eff  ects^’^  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


R 

O 
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WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst, 
& Gynec.  65:311  (Feb.)  1953. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


TELEPHONE 
774-8276  FOR 

Insurance  for  Members 

OFFICIALLY  ENDORSED  - 

MAINE  MEDICAL  ASSOCIATION 

DOW  & PINKHAM 

107  EXCHANGE  STREET,  PORTLAND 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
he  demoralizing  impact 
rf  confinement,  disability 
ind  dependency? 

When  functional  fatigue 
omplicates  convalescence, 
dertonic  can  help... 


% 


i 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
— an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic  — 
one  tahlespoonfiil  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B«),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  I to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  dnigs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 
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In  peptic  ulcer... 

antacid 
therapy 

a 

new 
benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTAOIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHIOONE— 

TO  OONTROL 
THE  FAOTOR  WHIOH 
ANTAOIDS  ALONE 
CANNOT  INFLUENOE. 


■ In  Mylanta,  aluininum  anti  inagnesinm  hydroxides  are 
halancetl  to  minimize  the  cliance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewalile  tablet  or  teaspoonful  (.5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  he  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


Enduron  eliminates  sodium  around  the  clock, 
yet  is  relatively  sparing  of  potassium 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It  is 
well-sustained  in  a plateau-like  effect  — with 
little  reduction  in  intensity  during  the  first  12 
hours,  and  decline  thereafter  only  gradual. 


Potassium  loss,  in  contrast,  reaches  an  early 
minor  peak.  Then  it  subsides  rapidly.  More- 
over, doses  larger  than  5 mg.  have  little  added 
effect  on  potassium.  Thus  doubling  the  dose 
from  5 to  10  mg.  approximately  doubles  sodi- 
um excretion— yet  increases  potassium  loss 
little  or  none. 

Use  Enduron  once  a day  as  an  ideal  starting 
therapy  in  mild  hypertension.  Use  it,  too,  as  a 
basic  therapeutic  building  block  with  which 
other  agents  can  be  joined,  for  managing  your 
more  resistant  hypertensives. 

Once  a day,  every  day 

ENDURON* 

MEIHYCLOTHIflZIDE 


DAILY 

DOSAGE 

RANGE 


Minimum 

Usual 

Intermediate 

!( 

JJ 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

Maximum 


10  mg. 


See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  compares  favorably 
to  reserpine,  but  with  reduced  side  effects 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid.  It  is  comparable  to  reserpine  in  its 
antihypertensive  and  tranquilizing  activity.  Yet 
it  produces  less  tendency  toward  typical  rau- 
wolfia side  effects  such  as  drowsiness,  leth- 
argy, stuffy  nose,  depression,  etc. 

Patient  acceptance  has  been  excellent. 

Enduronyl  comes  in  two  strengths:  regular  and 
Forte.  Both  provide  5 mg.  of  Enduron.  The 
variation  is  where  most  needed:  in  the  deser- 
pidine. These  scored  tablets  give  a surprisingly 
flexible  choice  of  doses  (see  below). 

Use  Enduronyl  for  your  patients  within  the 
broad  range  of  mild  to  moderate  hypertension. 
Dosage  is  once  a day:  this  means  Enduronyl 
will  generally  cost  patients  less  than  equiva- 
lent drugs  taken  two  or  three  times  daily. 

Once  a day,  every  day 

ENDURONYL 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIOINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


DAILY 

DOSAGE 

RANGE 

Minimum 

r. 

<e: 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

Usual 

1 4 

Intermediate 

Maximum 

5 mg.  methyclothiazide 
0.25  mg.  deserpidine 

7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 

^10  mg.  methyclothiazide 
0.5  mg.  deserpidine 

DAILY 

i 

- 

i 1 

* 

DOSAGE 

J0 

» 1 

i _i — i 

RANGE 

2.5  mg.  methyclothiazide 

5 mg.  methyclothiazide 

7.5  mg.  methyclothiazide 

10  mg.  methyclothiazide 

0.25  mg.  deserpidine 

0.5  mg.  deserpidine 

0.75  mg.  deserpidine 

1 mg.  deserpidine 

See  Brief  Summary  on  final  page  of  advertisement.  704075 


Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance,  with  little  or  no  effect  upon 
cardiac  output.'’^ 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied  — including  some  unusually  difficult 
cases.  Eutonyl  lowers  diastolic  in  proportion 
to  systolic,  and  in  half  of  the  cases  studied,  re- 
ductions in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  many  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treat- 
ment for  moderate  to  severe  cases— and  one 
that  will  not  hamper  your  patient  with  lethargy 
or  drowsiness  while  on  treatment. 

Once  a day,  every  day 

EUTONYi: 

PARGYLINE  HYDROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

' ) 

RANGE 

V 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  W.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent 
pressures— reduced  chance  of  orthastatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

Indeed,  fully  94.5%  of  all  patients  studied  dur- 
ing clinical  trials  continued  on  therapy  unin- 
terrupted by  side  effects. 

Most  striking  was  the  drug’s  action  in  lowering 
blood  pressure  to  nearly  equal  levels  in  all 
body  positions.  Total  average  spread  between 
standing  and  recumbent  readings  (after  treat- 
ment) was  only  7/4  mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
with  reduced  likelihood  of  orthostatic  effects. 
And,  because  of  the  thiazide  component, 
Eutron  may  be  used  in  the  presence  of  con- 
gestive heart  failure. 

Once  a day,  every  day 

EUTRON" 

PARGYLINE  HyOROCHLORIDE  25  MG. 

WITH  METHYCLOTHIAZIDE  5 MG. 


DAILY 

DOSAGE 

RANGE 


Minimum 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


Usual  starting 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


Intermediate 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


Maximum 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 


TM— T rademark 


704075 


MEIHyCLOIHIAZlOE 


Each  tablet  contains  Methyclothiazide  5 mg. 
with  Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild  hy- 
pertension. Also  used  with  other  drugs  for  hypertension. 
Enduronyl  is  used  in  mild  to  moderately  severe  hypertension. 
Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or  shut- 
down; in  severe  hepatic  disease  or  impending  hepatic  coma; 
in  patients  sensitive  to  thiazides.  Enduronyl  is  contraindi- 
cated in  severe  mental  depression,  active  peptic  ulcer,  and 
ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  patients 
with  a history  of  allergy  or  asthma.  Avoid  use  of  enteric- 
coated  potassium  tablets,  as  these  may  induce  serious  or 
fatal  small  bowel  lesions;  if  added  potassium  intake  is  de- 
sired, dietary  supplementation  is  recommended.  Coated 
potassium  tablets  should  be  reserved  for  cautious  use  when 
adequate  dietary  supplementation  is  impractical. 
Precautions  and  Adverse  Reactions:  Use  thiazides  with  cau- 
tion in  severe  renal  dysfunction.  Caution  is  also  necessary 
with  impaired  hepatic  function  or  progressive  liver  disease. 
During  intensive  or  prolonged  thiazide  therapy,  watch 
chloride  and  potassium  levels  (especially  the  latter  if  pa- 
tient is  on  digitalis).  In  surgical  patients,  thiazides  may  alter 
response  to  vasopressors  and  tubocurarine.  Use  thiazides 
with  caution  in  pregnancy  (bone  marrow  depression,  throm- 
bocytopenia, or  altered  carbohydrate  metabolism  are  pos- 
sible in  certain  newborn).  Occasional  thiazide  side  effects 
also  include  blood  dyscrasias;  elevations  of  BUN,  serum 
uric  acid,  or  blood  sugar;  electrolyte  imbalance,  g.i.  distur- 
bances, headache,  dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  pancreatitis,  and  gout. 

Use  Enduronyl  with  caution  in  patients  with  a history  of 
peptic  ulcer,  as  rauwolfias  may  increase  gastric  secretion. 
Discontinue  at  the  first  sign  of  mental  depression.  Rau- 
wolfias may  increase  hypotensive  effects  of  surgery  or  an- 
esthesia, and  are  best  discontinued  two  weeks  prior.  They 
also  lower  the  convulsive  threshold  in  epilepsy.  Other  pos- 
sible rauwolfia  side  effects  include  drowsiness,  nasal  stuffi- 
ness, nausea,  weight  gain,  and  diarrhea.  Less  frequent  com- 
plications of  deserpidine  therapy  are  aggravation  of  peptic 
ulcer,  epistaxis,  and  skin  eruption.  Alcohol,  barbiturates  or 
narcotics  may  potentiate  action  of  deserpidine. 


PARGYLINE  HYDROCHLORIDE 


Each  tablet  contains  Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 

Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  diastolic 
hypertension.  Not  recommended  for  use  in  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with  seda- 
tives and/or  thiazide  diuretics  alone. 

Contraindications:  Pheochromocytoma,  advanced  renal  dis- 
ease, paranoid  schizophrenia  and  hyperthyroidism.  Until 
further  experience  is  gained,  not  recommended  for  use  in 


patients  with  malignant  hypertension,  children  under  12, 
or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated:  other 
monoamine  oxidase  inhibitors;  parenteral  forms  of  reserpine 
or  guanethidine;  sympathomimetic  drugs;  foods  high  in 
tyramine  such  as  cheese;  imipramine  and  amitriptyline, 
or  similar  antidepressants;  methyidopa.  Interval  of  two 
weeks  should  separate  therapy  and  use  of  these  agents. 
Warnings:  Pargyline  hydrochloride  is  a monoamine  oxidase 
inhibitor.  Warn  patients  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication  without  the 
knowledge  of  the  physician.  When  necessary  to  administer 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, anesthetics,  barbiturates,  chloral  hydrate  and 
other  hypnotics,  sedatives,  tranquilizers,  or  caffeine,  these 
can  be  used  cautiously  at  a dosage  of  Va  to  1/5  the  usual 
amount.  Adjust  dose  of  anesthetic  agents  to  response  of 
patient.  Avoid  parenteral  administration  where  possible. 
Withdraw  pargyline  two  weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypotension. 
Those  with  angina  or  other  evidence  of  coronary  disease 
should  not  increase  physical  activity.  Pargyline  may  lower 
blood  sugar.  Avoid  use  of  enteric-coated  potassium  tablets, 
as  these  may  induce  serious  or  fatal  small-bowel  lesions; 
if  added  potassium  intake  is  desired,  dietary  supplementa- 
tion is  recommended.  Coated  potassium  tablets  should  be 
reserved  for  cautious  use  when  adequate  dietary  supple- 
mentation is  impractical. 

Precautions:  Measure  blood  pressure  while  patient  is  stand- 
ing to  determine  antihypertensive  effect.  Use  with  caution 
in  hyperactive  or  hyperexcitable  persons.  Such  persons 
may  show  increased  restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  patients  with  im- 
paired renal  function  for  increasing  drug  effects  or  eleva- 
tion of  BUN  and  other  evidence  of  progressive  renal  failure; 
withdraw  drug  if  such  alterations  persist  and  progress.  Use 
with  caution  in  patients  with  liver  dysfunction  or  progres- 
sive liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields,  and 
fundi. 

During  intensive  or  prolonged  methyclothiazide  therapy, 
watch  chloride  and  potassium  levels  (especially  latter  if 
patient  is  on  digitalis).  Methyclothiazide  also  may  reduce 
arterial  response  to  pressor  amines.  Use  thiazides  with  cau- 
tion in  pregnancy  (bone  marrow  depression,  thrombocyto- 
penia, or  altered  carbohydrate  metabolism  are  possible  in 
certain  newborns).  Thiazide  drugs  may  increase  responsive- 
ness to  tubocurarine. 

Side  Efiects:  Pargyline  may  be  associated  with  orthostatic 
hypotension.  Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea  and  vomit- 
ing, headache,  insomnia,  difficulty  in  micturition,  night- 
mares, impotence,  delayed  ejaculation,  rash,  and  purpura 
have  been  encountered  with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitching)  and  other 
extra-pyramidal  symptoms  have  been  reported.  Drug  fever 
is  extremely  rare.  Congestive  heart  failure  has  been  re- 
ported in  a few  patients  with  reduced  cardiac  reserve. 

Thiazide  side  effects  also  include  blood  dyscrasias,  eleva- 
tion of  BUN,  serum  uric  acid,  or  blood  sugar,  electrolyte 
imbalance,  g.i.  disturbances,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  pancreatitis,  and  gout. 

Nocturia  has  been  observed  with  the  combi- 
nation. 704075 
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Iatrogenic  Streptococcal  Meningitis 

Peter  F.  Lansing,  M.D.* 


Introduction 

Iatrogenic  meningitis  illustrates  Kelley’s  law  which 
states  that,  "whatever  can  go  wrong  will  go  wrong.” 
The  relatively  small  number  of  recorded  cases  prob- 
ably reflects  a reluctance  to  present  iatrogenic  disease 
rather  than  true  low  incidence.  The  two  case  reports 
which  we  are  documenting  involve  a patient  who  de- 
veloped streptococcal  meningitis  as  a result  of  a lumbar 
puncture  and  another  who  developed  meningitis  as  a 
result  of  a cervical  myelogram. 

Case  Reports 

Case  No.  1 — A 37-year-old  white  male  was  admitted  to  the 
Hospital  on  December  13,  1965,  to  determine  if  he  had  mul- 
tiple sclerosis.  Physical  examination  revealed  advanced  cerebellar 
signs:  4-j-  knee,  2+  biceps,  and  3+  triceps  jerks;  and  weak- 
ness of  convergence  of  the  right  eye  on  left  lateral  gaze.  That 
day  a lumbar  puncture  was  performed  with  difficulty  because 
the  patient  was  tense  and  anxious.  Multiple  punctures  were 
made.  The  examination  was  finally  successful  in  the  sitting 
position.  The  fluid  was  clear;  there  was  a total  protein  of  70 
mg.,  many  RBCs,  2 lymphocytes,  and  1 neutrophil.  Gamma 
globulin  was  14  mg.  (zinc  sulfate  precipitated;.  During  the 
evening  of  December  14,  the  patient  developed  a temperature 
of  102°  F with  nausea  and  vomiting  and  a headache  with  con- 
fusion. The  symptoms  subsided.  In  the  afternoon  of  December 
15,  the  patient  again  complained  of  a severe  headache  and  now 
was  found  to  have  a stiff  neck.  Examination  of  the  spinal  fluid 
revealed  a cloudy  white  fluid  with  a white  blood  cell  count  of 
2,650  with  many  neutrophils  and  a sugar  value  of  53  mg.  %. 
A gram  stain  appeared  to  contain  several  gram-positive  cocci 
and  the  patient  was  thought  to  have  a staphylococcal  meningitis 
and  therefore  was  placed  on  12  gm.  of  cephalothin  (Keflin®; 
administered  intramuscularly.  On  December  16,  there  was 
minimal  improvement  but  there  still  was  a temperature  of 
100.2°,  nuchal  rigidity,  and  a severe  headache. 

On  December  17,  the  temperature  rose  to  104.4°;  there  was 
marked  nuchal  rigidity,  marked  confusion,  and  lethargy.  A 
repeat  spinal  fluid  examination  revealed  3,700  white  blood 
cells  with  3,000  neutrophils  and  700  lymphocytes,  a sugar 

* Staff  Physician,  Veterans  Administration  Center,  Togus,  Maine 
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value  of  40  mg.  %;  a simultaneously  drawn  blood  sugar  was 
125  mg.  %;  a gram  stain  revealed  no  organisms.  The  total 
protein  of  the  spinal  fluid  was  122  mg.  %.  Four  grams  of 
Chloromycetin®  intramuscularly  were  added  to  the  daily  anti- 
biotic regime. 

On  December  18,  the  temperature  was  101.4°;  the  patient 
was  more  alert  and  the  neck  was  more  supple.  Further  improve- 
ment took  place  December  19  and  there  was  only  a headache 
when  the  patient  attempted  to  sit  up.  Cephalothin  { Keflin  j 
was  discontinued  December  20  while  Chloromycetin  was  con- 
tinued. The  patient  became  afebrile  December  22  and  re- 
mained afebrile  thereafter. 

No  bacterial  growth  occurred  upon  culture  of  the  fluid 
obtained  during  the  second  lumbar  puncture.  Culture  of  the 
fluid  from  the  third  lumbar  puncture  done  on  December  17 
revealed  the  presence  of  a microaerophilic  streptococcus  sensi- 
tive to  a wide  spectrum  of  antibiotics  including  Chloromycetin. 
Chloromycetin  was  discontinued  January  3.  Because  of  the 
persistence  of  cells  in  the  spinal  fluid,  the  patient  received  a 
course  of  8 million  units  of  penicillin  a day  introduced  intra- 
muscularly from  January  8 to  January  16. 

During  this  period  of  time  the  patient  intermittently  had  an 
unsustained  left  ankle  and  knee  clonus.  He  was  presented  to  a 
neurological  consultant  on  January  7 who  confirmed  the  initial 
impression  of  multiple  sclerosis.  The  patient  was  discharged 
from  the  hospital  on  January  17,  1966. 

Comments 

There  is  little  doubt  that  the  organisms  producing  the 
meningitis  were  introduced  during  the  first  spinal  fluid  with- 
drawal on  December  13  when  multiple  punctures  had  to  be 
undertaken. 

The  anaerobic  streptococci  belong  to  the  genus  of  Peptostrep- 
tococcus  of  which  there  are  13  species  listed  in  the  7th  edition 
of  Bergey’s  Manual.^  Several  of  these  are  pathogenic.  They  are 
encountered  frequently  in  cultures  from  uterine  sources,  pelvic 
abscesses,  appendiceal  abscesses,  sinus  and  ear  infections,  and 
from  gangrenous  wounds.  Recognition  is  often  difficult  as  a 
result  of  normal  cultural  procedures,  since  the  organism  usually 
occurs  in  mixed  culture  and  may  fail  to  develop  without 
anaerobic  or  microaerophilic  conditions  or  they  may  be  over- 
grown by  other  species.  Microaerophilism  is  exhibited  by  those 
strains  which  grow  luxuriantly  under  anaerobic  conditions  but 
only  sparsely  under  aerobic  conditions.  The  alpha,  beta,  or 
gamma  characteristic  is  also  exhibited  by  such  strains;  alpha 
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Spinal  Fluid 

Bl(X)d 

Dcite 

WBC 

Neut. 

Lymph. 

RBC 

Total 

Protein 

Sugar 

Pressure 
( Sitting ) 

Culture 

WBC 

Neut.  Ly. 

mph.  Sugar 

12/13/65 

12/14/65 

3 

1 

2 

Many 

70 

300 

13,600 

78 

12 

12/15/65 

2650 

Many 

53.6 

No  growth 

12/17/65 

3700 

3000 

700 

Few 

122 

40 

Init.  300 
Final  50 

Microaerophilic 
a-hemo.  strep. 

24,500 

94 

4 

125 

12/22/65 

60 

16 

44 

58 

38 

190 

No  growth 

13,900 

72 

28 

110 

12/28/65 

18 

6 

12 

Occas. 

40 

46 

210 

No  growth 

11,500 

78 

22 

102 

1 /8/66 

11 

0 

11 

1 

37 

No  growth 

9,000 

66 

26 

1/15/66 

4 

4 

0 

28 

280 

No  growth 

streptococci  developing  surface  colonies  with  definite  greening 
or  varying  zones  of  hemolysis  on  anaerobic  blood  agar  plates.- 

Case  No.  2 — A 57-year-oId  man  was  admitted  to  the  Hospi- 
tal on  April  20,  1964,  because  of  symptoms  indicative  of 
cervical  nerve  root  compression.  Physical  findings  were  com- 
patible with  nerve  root  compression  of  C-  to  C-  affecting  the 
left  upper  extremity.  Cervical  traction  was  ineffective.  A cervi- 
cal myelogram  was  done  on  April  29.  lophendylate  (Panto- 
paque® ) dye  was  injected.  Approximately  one-half  of  the  dye 
was  removed  at  the  end  of  the  procedure.  Pressures  and 
Queckenstedt  test  were  normal.  There  was  1 lymphocyte,  a 
total  protein  of  25  mg.  %,  and  a negative  colloidal  gold  curve 
on  examination  of  the  spinal  fluid.  On  April  30,  14  hours 
after  the  myelogram,  the  patient  developed  a severe  headache 
with  intermittent  vomiting,  lassitude,  moderate  nuchal  rigidity, 
and  a temperature  of  106.2°  F.  Examination  of  the  spinal  fluid 
at  that  time  revealed  a cloudy  fluid  with  a cell  count  of  2,800 
with  87%  neutrophils  and  13%  lymphocytes.  The  spinal  fluid 
sugar  was  22  mg.  % and  the  total  protein  of  the  spinal  fluid 
was  170  mg.  %.  A gram  stain  of  the  sediment  revealed  no 
organisms  but  culture  revealed  alpha  hemolytic  streptococci 
( S.  viridans ) sensitive  to  a wide  range  of  antibiotics.  Twenty 
thousand  units  of  penicillin  were  placed  intrathecally.  A regi- 
men of  2,000,000  units  of  penicillin  administered  intramus- 
cularly every  2 hours  was  prescribed.  On  May  1,  the  tempera- 
ture decreased  from  105°F  in  the  morning  to  97°F  in  the  late 
evening.  The  patient  continued  to  be  lethargic  and  have  inter- 
mittent vomiting,  headache,  irritability,  and  nuchal  rigidity.  On 
May  2,  the  patient  still  had  a headache  but  was  less  nauseated 
and  his  temperature  averaged  101  °F.  Intramuscular  adminis- 
tration of  penicillin  in  divided  doses  for  a total  of  24,000,000 
units  per  day  was  continued.  The  patient  became  afebrile  May 

and  remained  afebrile  thereafter.  He  remained  free  of  symp- 
toms of  meningitis  after  May  4.  The  remainder  of  the  findings 
of  laboratory  studies  performed  on  subsequent  spinal  fluid 
samples  are  given  in  Table  2. 

The  daily  dosage  of  penicillin  was  reduced  to  9,000,000 
units  intramuscularly  starting  May  10  and  was  discontinued 
entirely  May  14  when  the  patient  was  placed  on  a leave  of 
absence.  The  patient  had  no  residuals  from  his  bout  with 
meningitis  except  for  unsteadiness  on  sudden  turns  and  unsus- 
tained fine  nystagmus  on  gaze  to  the  right  and  a neuropathy  of 
the  left  gluteal  muscle  which  was  considered  unrelated  to  the 
bout  with  meningitis. 

Comment 

Cases  of  adhesive  arachnoiditis  after  iophendylate  mye- 
lography have  been  reported.® 

Discussion 

Meningitis  may  occur®  as  a consequence  of  lumbar 


puncture  for  diagnostic  or  therapeutic  purposes  or  for 
the  induction  of  anesthesia.  Under  these  circumstances 
the  meningeal  reaction  may  be  related  to  trauma,  the 
introduction  of  contaminating  microorganisms,  the  irri- 
tative effect  of  the  agent  employed  for  anesthesia,  or  the 
response  to  some  irritant  contaminating  the  needles  or 
syringes.  Fortunately,  such  responses  are  rare  but  this 
possibility  must  be  considered  in  any  patient  with  men- 
ingeal signs  developing  shortly  after  a diagnostic  lumbar 
puncture,  myelogram,  pneumoencephalogram,  ventricu- 
logram, or  spinal  anesthesia.  Bacterial  contamination  has 
usually  been  due  to  Staphylococcus  aureus,^’®  or  to  Pseu- 
domonas species  and  coliform  organisms,®’^  and  occa- 
sionally due  to  Herellea.® 

One  author®  has  not  infrequently  found  squamous 
cells  from  the  skin  with  staphylococci  and  occasionally 
even  little  cylindrical  fragments  of  skin  punched  out  by 
the  exploring  needle  in  the  centrifuged  deposits  of  lum- 
bar puncture  specimens. 

It  would  appear  that  multiple  punctures  are  hazard- 
ous as  they  increase  the  incidence  of  contamination. 
These  can  be  avoided  by  proper  sedation  and  careful 
selection  of  the  puncture  site.  Appropriate  draping  of 
the  patient  leaving  only  the  puncture  site  exposed  is 
essential. 

It  is  at  times  quite  difficult  to  differentiate  post- 
puncture headaches  from  those  of  developing  iatrogenic 
meningitis. 

Headache,  vomiting,  stiffness  of  the  neck,  and  very 
occasionally  fever  up  to  102°  F occur  after  lumbar  punc- 
ture with  an  incidence  varying  from  14  to  40%.  The 
symptoms  usually  develop  12  to  24  hours  after  the 
puncture.  Characteristically  the  headache  disappears 
whenever  the  patient  lies  down  but  returns  immediately 
or  shortly  after  assuming  the  erect  position.  Headache 
and  vomiting  may  persist  for  several  days  and  occasion- 
ally symptoms  may  persist  for  2 or  more  weeks,  es- 
pecially in  neurotic  individuals.  Post-puncture  symptoms 
are  due  to  leakage  of  spinal  fluid  through  the  hole  or 
holes  produced  in  the  dura  by  the  spinal  needle.  Merritt 
and  Fremont-Smith^®  failed  to  agree  with  earlier  authors 
who  claimed  that  irritation  from  a single  lumbar  punc- 
ture may  cause  a meningeal  reaction  with  pleocytosis. 
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Table  2 


Spinal 

Fluid 

Blood 

Date 

WBC 

Neut. 

Lymph. 

RBC 

Total 

Sugar 

Pressure 

Culture 

W'BC  Neut.  Lymph.  Sugar 

Protein 

( Lateral 
decubitus ) 

4/29/66 

1 

0 

1 

25 

4/30/66 

2800 

87 

13 

no 

22 

190 

Alpha  hemolytic 
streptococcus 

5/1/66 

5/4/66 

3 

7 

45 

35 

45 

140 

No  growth 

19,200  80  20 

5/13/66 

0 

0 

0 

5 

31 

48 

165 

No  growth 

The  latter  occurred  only  when  contaminants  including 
air  were  introduced.  These  authors  found  the  only  satis- 
factory method  of  preventing  lumbar  puncture  head- 
aches is  to  keep  the  patient  flat  in  bed  for  24  to  48 
hours. 

The  presence  of  iatrogenic  meningitis  can  only  be 
surmised  on  suspicion  as  the  symptoms  are  similar  to 
post-puncture  headaches.  If  in  addition  the  patient  has 
lethargy,  confusion  (prominent  in  both  of  the  reported 
cases),  irritability,  photophobia  and  high  fever,  it  be- 
comes essential  to  repeat  the  lumbar  puncture  with 
examination  of  the  spinal  fluid  to  include  a gram  stain, 
cell  count,  culture,  and  sugar  analysis. 

Summary 

Two  cases  of  iatrogenic  streptococcal  meningitis  are 
reported.  One  followed  lumbar  puncture,  the  other  a 
cervical  myelogram.  Fortunately  both  cases  recovered 
rapidly  with  appropriate  antibiotics.  The  danger  of  con- 
tamination by  multiple  punctures  is  stressed. 
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The  Subclavian  Steal  Syndrome-D.  A.  Killen  et  al  (Dept  of  Surgery,  Vanderbilt 

Univ  School  of  Medicine,  Nashville,  Tenn ) 

Amer  Surg  33:128-138  (Feb)  1967 

Occlusion  of  the  subclavian  or  innominate  artery,  proximal  to  the  origin  of 
the  vertebral  artery,  results  in  flow  of  blood  from  the  ipsilateral  vertebral  artery 
into  the  distal  subclavian  artery.  This  situation  results  in  “stealing”  of  blood 
from  the  basilovertebral  axis  to  supply  the  shoulder  and  arm.  The  diagnosis  of 
subclavian  steal  syndrome  has  been  established  by  arteriographic  studies  in  20 
patients.  Neurologic  symptoms  were  present  in  14  patients;  symptoms  of  arterial 
insufficiency  of  the  involved  aiTn  were  present  in  8.  In  12  patients  neurologic 
symptoms  consisted  of  transient  ischemic  episodes  only.  Delineation  of  the 
responsible  occlusive  arterial  lesion  and  documentation  of  reverse  vertebral  artery 
flow  were  based  on  the  findings  at  thoracic  aortography  in  each  patient.  Athero- 
sclerotic occlusive  disease  was  the  etiology  in  18  patients.  Operative  revasculariza- 
tion of  the  obstructed  artery  responsible  for  the  reversal  of  vertebi’al  artery  flow' 
was  attempted  in  18  cases;  arterial  reconstruction  was  successfully  accomplished 
in  17.  The  reconstructed  artery  has  remained  patent  in  14  patients. 
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Pseudoxanthoma  Elasticum  and  Gastrointestinal  Bleeding* 

Irving  J.  Poliner,  M.D.** 


Pseudoxanthoma  elasticum  is  an  infrequent  disorder, 
genetically  inherited,  which  effects  predominantly  the 
elastic  tissue  of  the  body.  The  clinical  manifestations 
vary  with  the  organ  system  affected.  The  gastrointestinal 
tract,  if  involved,  will  present  with  bleeding.’—'* 

Recently  a patient  with  pseudoxanthoma  elasticum 
and  gastrointestinal  bleeding  was  seen  and  studied  at 
the  Maine  Medical  Center.  Gastrointestinal  studies  in- 
cluded x-rays,  sigmoidoscopy  with  rectal  biopsy  and  gas- 
troscopy. The  cause  of  the  gastrointestinal  bleeding  is 
at  some  variance  with  that  found  in  reported  cases.  For 
this  reason,  the  patient  is  presented  in  detail. 

Case  Report 

L.  P.  ( MMC,  #34893),  a 54-year-old  white  male,  entered 
the  Maine  Medical  Center  the  second  time  in  May,  1965,  for 
hematemesis  and  melena.  Approximately  twenty  years  prior  he 
was  first  informed  that  he  had  "ulcers.”  Five  years  prior  to 
admission  he  had  a black  stool.  An  upper  gastrointestinal  series 
demonstrated  a duodenal  ulcer,  but  he  refused  hospitalization. 
One  year  prior  to  admission  he  had  another  episode  of  melena; 
he  again  refused  hospitalization.  Approximately  one  month 
prior  to  admission  he  developed  increasing  ulcer  symptoms, 
which  he  ignored.  The  day  of  admission  he  vomited  coffee- 
ground  material  and  had  a black  tarry  stool.  He  consulted  his 
personal  physician,  who  advised  immediate  hospitalization. 

For  many  years  he  had  had  difficulty  with  his  vision  and  had 
seen  numerous  eye  consultants.  In  1963  a diagnosis  of  pseudo- 
xanthoma elasticum  was  made.  At  that  time  a dermatological 
consultant  confirmed  this  diagnosis. 

In  1963  he  had  had  a hemorrhoidectomy  at  the  Maine  Med- 
ical Center.  No  abnormality  of  hemorrhoidal  tissue  was  noted. 

His  family  history  failed  to  disclose  either  ulcers  or  pseu- 
doxanthoma elasticum.  There  were  11  siblings  and  two  chil- 
dren; all  in  good  health. 

Systems  review  showed  that  he  occasionally  had  headaches. 
Empirin®  would  relieve  his  headaches,  but  upset  his  stomach. 
He  had  developed  nocturia  over  the  previous  three  years. 

Physical  examination  on  admission  show'ed  a blood  pressure 
of  110/70,  pulse  of  96,  and  respirations  of  16.  He  was  a 
w'ell-developed,  well-nourished,  white  male,  who  appeared  pale, 
apprehensive  and  sweaty.  His  pupils  were  small  and  reacted  to 
light  and  accommodation  slowly.  Vision  was  not  tested.  Fun- 
duscopic  examination  showed  old  retinitis  and  angiotid  streaks. 
Two  sets  of  dentures  were  present.  There  were  no  heart  mur- 
murs or  irregularities.  Minimal  epigastric  tenderness  and  a 
moderate  increase  in  rhe  peristaltic  sounds  was  noted.  A stool 
was  red-brown  and  4+  to  guaiac  testing.  There  was  loss  of 
turgor  of  the  skin  over  the  neck,  axillae,  groin  and  possibly 
over  the  anterior  chest.  Pseudoxanthoma  lesions  were  present 
in  both  axillae,  around  the  umbilicus,  in  both  groins,  and  to  a 
very  slight  degree  in  the  creases  in  the  neck.  Pulses  were 
present  and  strong  in  all  four  extremeties.  The  remainder  of  the 
physical  examination  was  normal. 

After  admission  the  patient’s  stomach  was  lavaged  with  ice 
water  for  two  hours.  Initially  the  returns  were  a blackish, 
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coffee-ground-like  material,  which  tested  4+  to  guaiac;  but 
there  was  never  any  bright  red  blood.  An  emergency  hemo- 
globin was  9.9  grams  with  a hematocrit  of  30.  During  the 
following  24  hours  he  received  three  units  of  blood;  his  hemo- 
globin stabilized  at  10.6  grams  and  his  hematocrit  at  32.  Over- 
night the  patient  was  kept  on  continual  nasogastric  suction. 
On  the  morning  after  admission  an  esophagoscopy  and  gastros- 
copy were  done.  A small  hiatal  hernia  was  noted,  but  there 
was  no  evidence  of  esophagitis  or  bleeding.  Gastroscopy  showed 
three  small  petechial  areas  in  the  mucosa,  but  no  pseudoxan- 
thoma lesions  or  other  abnormalities.  The  stomach  itself  was 
dear  with  no  evidence  of  blood.  Following  the  endoscopic 
examination,  an  emergency  upper  gastrointestinal  series  was 
done;  this  demonstrated  an  active  duodenal  ulcer.  During  the 
remainder  of  his  hospital  stay,  he  w'as  placed  on  a milk  and 
Maalox®  regime  and  gradually  changed  to  a modified  ulcer 
diet.  He  was  kept  on  anti-cholinergics  and  sedation.  His  stools 
became  brown,  but  remained  4+  to  guaiac  testing  throughout 
the  entire  hospital  stay.  Prior  to  discharge  he  had  a sigmoidos- 
copy and  rectal  biopsy  which  were  normal. 

Laboratory  studies  showed  a cholesterol  of  160  mg%.  Blood 
calcium,  phosphorus,  alkaline  phosphatase,  total  protein,  A/G 
ratio  and  uric  acid  were  all  normal.  A non-stimulated  gastric 
aspiration  had  a pH  of  1.9  with  25  units  of  free  acid. 

Following  discharge  from  the  hospital,  his  stools  became 
guaiac  negative.  He  has  remained  relatively  asymptomatic. 

Discussion 

An  extensive  review  of  pseudoxanthoma  elasticum 
has  been  recently  published.^ 

The  clinical  manifestations  are  usually  in  the  skin, 
which  loses  its  elasticity  and  develops  marked  sagging, 
in  the  neck,  axiliary  folds,  groins,  and  around  the  um- 
bilicus. Histologically  the  skin  shows  masses  of  abnor- 
mal elastic  staining  material  within  the  mid-dermis  and 
less  frequently  within  the  upper  or  lower  dermis.  Cal- 
cification of  the  elastic  fibers  in  the  arterioles  is  one  of 
the  earliest  recognizable  histological  changes.  This  may 
be  the  basic  underlying  defect  causing  various  organs 
systems  involvement.  Yellowish,  pebbly  lesions  are  seen 
also  in  the  skin  in  the  affected  areas.  These  have  the  ap- 
pearance of  xanthoma,  but  on  biopsy  no  xanthoma  cells 
are  present. 

Pseudoxanthoma  elasticum  lesions  presenting  as  a 
yellow  reticular  pattern  may  be  present  in  the  oral  mu- 
cosa. Redundant  folds  of  gastric  mucosa  have  been  re- 
ported on  gastroscopy.  These  findings  are  similar  in  ap- 
pearance to  those  in  the  skin  and  possibly  in  the  oral 
lesions.  Eight  patients  reported  by  Goodman^  were 
proctoscoped  and  rectal  biopsies  were  done.  Calcified 
elastic  tissue  in  these  biopsies  was  seen  only  in  one.  This 
IS  confusing  since  the  six  gross  abnormalities  were  noted 
in  the  redundant  mucosa;  and  in  three,  yellowish  plaques 
with  a granular  pattern  were  seen.  Whether  these  spe- 
cific areas  were  biopsied  was  not  stated  in  the  report. 
Two  patients  had  rectal  polyps  discovered  and  removed; 
these  polyps  were  benign. 
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Massive  bleeding  is  the  only  serious  gastrointestinal 
complication  in  the  illness."’  It  has  been  suggested  that 
bleeding  is  due  to  loss  of  elastic  fibers  around  the  small 
blood  vessels  in  the  stomach  or  bowel  with  resultant 
weakened  blood  vessels,  dilatation  of  the  small  arterioles 
and  ultimate  rupture  with  massive  bleeding.  The  fre- 
quency of  massive  bleeding  in  this  illness  is  difificult  to 
determine.  Conner  reviewed  106  cases.'’  Three  patients 
bled  massively  from  hemorrhoids  ( which  our  patient 
had  had  removed ) , one  patient  from  a duodenal  ulcer 
( which  our  patient  had ) , and  in  two  patients  no  specific 
cause  was  found.  In  twelve  patients  reported  by  Good- 
man ulcer  symptoms  were  present  in  four  and  another 
two  had  suggestive  symptoms.^  In  only  two  patients, 
however,  could  an  ulcer  be  demonstrated. 

The  ophthalmological  features  consist  of  "angioid” 
streaks."  The  exact  cause  of  this  remains  unclear  al- 
though vascular  changes  have  been  suggested.  The  loss 
of  vision  is  probably  due  to  alterations  of  retinal  struc- 
tures. Clinically  this  may  present  as  no  obvious  change 
in  vision  to  almost  complete  blindness.  Our  patient  falls 
into  the  latter  group,  although  he  still  retained  gross 
vision. 

The  cardiovascular  manifestations  involve  the  smaller 
arteries  of  the  extremeties  and  the  coronary  arteries. 
Asymptomatic  occlusion  of  the  ulna  and  radial  arteries 
is  a frequent  finding.  Coronary  insufficiency  due  to 
medial  calcification  of  the  coronary  arteries  has  been 
seen.  Our  patient  appeared  to  have  neither  of  these 
complications. 

Pseudoxanthoma  elasticum  is  an  inherited  disorder  of 
connective  tissue.  The  clinical  manifestations  probably 
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vary  from  mild  to  severe,  even  resulting  in  death.  Many 
patients  with  a "mild”  variation  of  this  disorder  un- 
doubtedly go  unrecognized  and  live  a '"normal”  life. 
Treatment  is  symptomatic  and  supportive. 

Summary 

A case  of  pseudoxanthoma  elasticum  with  gastroin- 
testinal bleeding  is  reported.  The  clinical  manifestations 
and  histological  findings  of  this  illness  are  reviewed. 
It  is  suggested  that  the  gastrointestinal  bleeding  in  this 
disease  may  be  due  to  peptic  ulcer. 
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Early  Jaundice  After  Open-Heart  Surgery-E.  Lockey  et  al  (National  Heart 
Hosp,  London) 

Thorax  22:165-169  (March)  1967 

Two  hundred  thirty-two  patients  were  studied.  Hyperbilirubinemia  was 
common,  with  clinical  jaundice  observed  in  13%.  The  incidence  was  55%  where 
the  mitral  valve  involvement  was  predominant,  and  5%  where  the  aortic  valve 
was  predominantly  involved.  It  was  less  than  2%  after  repair  of  congenital  lesions. 
The  highest  serum  bilirubin  value  occurred  between  the  second  and  tenth  post- 
operative day.  At  total  levels  less  than  about  4 mg/100  ml  the  unconjugated 
fraction  usually  exceeded  the  conjugated.  Serum  alkaline  phosphatase  was  normal 
in  the  first  postoperative  week  but  sometimes  slightly  raised  in  the  second.  Serum 
glutamic  pyruvic  transaminase  (SGPT)  was  normal  or  very  slightly  raised; 
bilirubinuria  was  present.  Centrilobular  congestion  with  no  evidence  of  extra- 
hepatic  biliary  obstruction  was  found  at  postmortem  examination,  and  liver  biopsy 
in  three  very  severely  jaundiced  patients  revealed  only  intrahepatic  cholestasis. 
Preoperative  chemical  evidence  of  liver  dysfunction  was  found  in  13  patients. 
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Ascendini^  Saphenous  Thrombophlebitis 

Rowland  B.  French,  M.D. 


Supcrhcial  thrombophlebitis  has  to  some  extent  in 
tlte  past  been  relegated  to  a fairly  unimportant  position 
relative  to  degree  of  danger  and  need  for  further  treat- 
ment. Zollinger'  reported  in  1964  the  need  for  a more 
aggressive  approach;  he  indicated  that  one  out  of  ten 
patients  with  superficial  thrombophlebitis  developed 
pulmonary  embolism.  He  suggested  ambulation  with 
elastic  stockings  if  the  phlebitis  was  below  the  knee; 
and  phlebitis  above  the  knee,  not  responding  to  com- 
pression and  ambulation,  should  be  treated  by  surgical 
ligation.  He  also  noted  thrombosis  to  the  very  orifice  of 
the  saphenous  femoral  junction  where  clinically  the  in- 
flammatory process  appeared  to  end  just  above  the  knee. 

Herrmann-  also  reported  in  1964  that  a thrombosis 
of  the  SLiperficial  veins  was  associated  with  repeated  dis- 
ability, and  with  much  confusion  as  to  treatment.  He 
suggested  early  excision  of  the  inflammed  vein  with  its 
blood  clot  through  multiple  small  button  hole  incisions 
under  local  anesthesia  as  the  therapy  of  choice,  without 
vein  stripping. 

Hafner'-'  reported  thrombectomy  as  the  therapy  of 
choice  if  the  thrombus  extended  into  the  femoral  vein 
together  with  the  division  and  ligation  of  saphenous 
trunk,  and  advised  operation  if  the  thrombus  extended 
within  2-.S  inches  of  saphenous  femoral  junction. 

The  following  case,  I believe,  illustrates  the  necessity 
of  vein  ligation  in  saphenous  thrombophlebitis  above 
the  knee  and  the  difficulty  of  clinical  evaluation  based 
on  the  level  of  tenderness,  redness  and  swelling. 

Case  Reports 

This  59-year-old  white  male  developed  redness,  tenderness 
and  swelling  on  the  medial  aspect  of  the  left  leg  extending 
just  above  and  below  the  knee  five  days  prior  to  being  seen, 
but  this  had  not  been  progressive  over  the  previous  two  days. 
The  diagnosis  was  made  of  superficial  thrombophlebitis  in  a 
varicose  saphenous  vein.  The  patient  was  placed  on  rest,  eleva- 
tion and  phenylbutazone  ( Butazolidin® ) with  continued  grad- 
ual improvement.  The  area  became  less  tender,  less  red  and 
swollen,  and  had  no  progression  cephalad  of  either  redness  or 
tenderness.  However,  despite  improvement,  it  was  felt  in  order 
to  return  the  patient  to  work  as  soon  as  possible  that  ligation 
of  the  saphenous  vein  be  accomplished,  and  the  patient  was 
admitted  to  the  hospital  after  five  days  of  conservative  therapy. 
BP- 160/80  — P 84  — R 20  — PE-essentially  normal  except  for 
leg  - Hemoglobin  15.5  gm.  - W.B.C.  6,000  — Polys  71%  — 
Lymphs  19%  “ monos  3%  ~ eos  5%  — baso  1%  — Urinalysis 
Specific  gravity  1.024  — Micro  occasional  WBC  — Albumin 
O - Sugar  O.  Under  local  anesthesia,  ligation  of  the  saphenous 
vein  flush  with  the  saphenous  femoral  junction  was  performed 


and  as  long  as  possible  portion  of  the  saphenous  vein  was  re- 
moved. Clinically,  redness,  swelling  and  tenderness  ended  in 
the  thigh  at  15  cm.  distal  to  the  saphenous  femoral  junction 
with  no  evidence  of  tenderness  proximal  to  this  point.  How- 
ever, at  operation,  the  clot  was  found  to  extend  to  within  1 
cm.  of  the  saphenous  femoral  junction  or  14  cm.  above  where 
any  clinical  evidence  of  dot  was  present.  Upon  opening  the 
vein,  the  clot  was  found  to  be  completely  loose,  unattached  at 
any  point  in  the  approximately  4 cm.  segment  adjacent  to  the 
junction.  Following  operation,  the  symptoms  subsided  rapidly 
on  no  medication.  The  patient  was  ambulatory  and  able  to 
return  to  work  shortly.  The  patient  had  had  moderately  severe 
varicose  veins  for  10  to  15  years,  not  caring  for  operative  pro- 
cedure. In  April  1964,  he  had  had  a similar  clot  in  the  other 
leg  and  the  saphenous  vein  was  also  ligated  at  that  time  at 
the  saphenous  femoral  junction  because  of  clinical  upward 
progression  of  symptoms.  However,  on  the  present  occasion, 
the  clinical  manifestations  were  lower  and  appeared  to  be  sub- 
siding. 

In  another  case,  a female,  age  23,  about  2 months  pregnant, 
had  ascending  superficial  phlebitis  of  the  left  saphenous  vein 
in  the  thigh.  She  also  had  ligation  performed  and  did  well.  In 
these  last  two  instances,  the  clot  was  not  yet  adjacent  to  the 
saphenous  femoral  junction  at  operation. 

Many  dififerent  forms  of  therapy  have  been  advised 
in  the  past  for  superficial  phlebitis  including  heat,  eleva- 
tion, Heparin,  vein  stripping  and  phenylbutazone.  The 
case  in  point  is  presented  largely  to  reemphasize  the 
danger  of  pulmonary  embolism  in  thrombophlebitis  of 
the  saphenous  system  above  the  knee.  Whether  clinically, 
the  process  is  ascending  or  not,  medical  therapy  is  time 
consuming,  with  time  loss  from  work,  and  dangerous; 
both  from  lulling  one  into  a false  sense  of  security  and 
from  still  retaining  the  possibility  of  embolism.  It  is 
suggested  that  saphenous  thrombopheblitis  above  the 
knee  may  be  almost  as  dangerous  as  deep  phlebitis  in  its 
immediate  sequelae.  Early  ligation,  at  the  saphenous 
femoral  junction,  should  be  seriously  considered  as  the 
best  form  of  treatment. 
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Comparison  of  Inconclusive  Smears  from  Gynecological 
and  Obstetrical  Clinics  of  Johns  Hopkins  Hospital 

Sister  Mary  Bernard  Skrocka  C.S.S.F.,  B.A.,  M.T.  (ASCP)  C.T.* 


Abstract 

SKROCKA,  Sister  Mary  Bernard  C.S.S.F.  (Cytopathol- 
ogy  Laboratory,  Johns  Hopkins  Hospital,  Baltimore, 
Maryland ) , Comparison  of  inconclusive  smears  from 
Gynecological  and  Obstetrical  Clinics  of  Johns  Hopkins 
Hospital. 

According  to  several  authors,  cervical  cancer  is  a 
slowly  evolving  process  through  stages  of  varying  epi- 
thelial cellular  abnormalities.  Exfoliated  cells  from  all 
these  "shades-of-gray”  lesions  are  referred  to  as  dyskary- 
otic  cells  which  reflect  the  severity  of  the  surface  epi- 
thelium. 

The  incidence  and  morphology  of  cytological  cellular 
atypias  in  Fast  ( combined  cervical  and  vaginal ) smears 
in  pregnant  and  nonpregnant  women  of  the  same  age 
group  as  seen  in  the  Gynecological  and  Obstetrical  Clin- 
ics of  the  Johns  Hopkins  Hospital  in  1964  are  compared. 

There  is  a minimal  difference  in  the  incidence  and 
morphology  of  dysplastic  lesions  in  both  groups.  Tliere- 
fore,  pregnant  and  nonpregnant  women  should  be  treat- 
ed similarly;  that  is,  by  close  observation  and  with 
histological  evaluation  when  indicated.  Since  it  is  not 
possible  to  predict  the  outcome  of  dysplasia,  it  is  sug- 
gested that  regardless  of  whether  the  patient  is  pregnant 
or  nonpregnant,  periodic  routine  smears  followed  by 
repeat  smears  and  biopsies  are  of  utmost  importance 
when  indicated. 

Introduction 

According  to  the  American  Cancer  Society,  in  1965 
ten  thousand  women  have  died  of  cervical  cancer  in  the 
Lhiited  States.  Though  this  figure  has  decreased  by  50% 
within  the  last  25  years,  there  are  still  thousands  of 
women  who  are  not  familiar  with  the  "Pap”  smear  for 
early  detection  of  cervical  cancer.  It  is  a generally  accept- 
ed concept  by  several  authors’--'®''”  that  cancer  of  the 
cervix  is  a slowly  evolving  process  through  stages  of 
varying  epithelial  cellular  abnormalities.  Papanicolaou” 
was  the  first  to  characterize  this  particular  group  of 
cellular  abnormalities  as  dyskaryosis;  that  i.s,  a state  of 
abnormal  nuclei.  Frost®  groups  these  abnormal  cellular 
transitions  as  a dyskaryotic  cell  series  or  "shades-of- 
gray”.  Reagan  et  aP-’  introduced  the  term  dysplasia  to 
designate  lesions  involving  the  dyskaryotic  cell  series  of 
the  cervix.  It  is  the  purpose  of  this  paper  to  compare 
the  incidence  and  morphology  of  these  cellular  atypias 
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more, Maryland  21205. 
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Table  1 


Inc  idence  According  To 
Smears  From  Gyn  And 
Age 

Cytologic  Diagncjsis  Of 
OB  Clinics  Regardless 
In  1964 

All 

Of 

Category 

GYN  Clinic 

OB  Clinic 

No. 

% 

No. 

% 

Unsatisfactory 

75 

1.9 

25 

0.9 

Negative 

3742 

89.0 

2299 

92.0 

Inconclusive 

361 

8.6 

174 

6.9 

Positive 

22 

0.5 

6 

0.2 

Total 

4200 

100  0 

2504 

100.0 

in  Fast  ( combined  cervical  and  vaginal ) smears  in  preg- 
nant and  nonpregnant  women  of  the  same  age  group  as 
seen  in  the  Gynecological  and  Obstetrical  Clinics  of 
Johns  Hopkins  Hospital  in  1964. 

These  abnormal  cervical  lesions  have  been  referred  to 
in  medical  literature  as  atypical  or  irregular  epithelium, 
anaplasia,  metaplasia,  hyperplasia  or  Basal  Cell  hyper- 
activity.Basically,  exfoliated  cells  from  all  these 
"shades-of-gray"  lesions  are  referred  to  as  dyskaryotic 
cells  which  reflect  the  severity  of  the  surface  epithelium. 
The  round  or  oval  nucleus  of  a dyskaryotic  cell  is  large 
and  hyperchromatic  with  a wrinkled  nuclear  membrane. 
The  chromatin  is  minimally  to  moderately  coarsely 
granular  and  evenly  distributed.  As  the  severity  of  the 
dysplasia  increases,  the  ability  of  tlie  cytoplasm  of  the 
dyskaryotic  cell  to  mature  decreases.®  Elaborate  and  de- 
tailed measurements  of  cells  and  assessment  of  their 
morphologic  features  by  Reagan  et  al,  confirmed  by 
Wied  et  al’*  brought  forth  significant  differences  in  the 
morphology  of  normal,  dyskaryotic  and  cancer  cells. 

At  Johns  Hopkins  Hospital,  upon  screening  a Fast 
smear,  when  the  most  severe  cellular  changes  observed 
are  interpreted  as  dyskaryotic  cells,  the  specimen  is 
classified  as  inconclusive  for  cancer.  This  indicates  the 
necessity  for  further  study  and  follow-up  of  the  patient. 
This  patient  may  have  cancer,  despite  the  fact  that  no 
cancer  cells  were  seen  on  this  particular  smear,  or  she 
may  have  some  degree  of  dysplasia.  These  lesions  may 
not  progress  and  may  even  revert  to  normal,  while  un- 
treated cancer  is  not  likely  to  do  so.’  It  is  believed  by 
several  authors’’®'"  that  dyskaryotic  cells  or  dysplasia 
antedate  cancer. 

Materials  and  Methods 

During  the  year  1964,  the  Johns  Hopkins  Hospital 
Cytopathology  Department  has  registered  4200  Fast 
smears  from  the  Gynecological  Clinic  and  2504  from 
the  Obstetrical  Clinic.  These  clinics  were  chosen  for 
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Table  2- A 

Fast  Smears  From  GYN  Clinic  In  1964 


- 

_ 

Age 

lO- 

■14 

15- 

•19 

20-: 

24 

25-29 

30-34 

35-39 

40 

-44 

Category 

yrs. 

yrs. 

yrs. 

yrs. 

yrs. 

yrs. 

yrs. 

No. 

% 

No. 

% 

No. 

% 

No.  % 

No. 

% 

No. 

% 

No. 

% 

Unsatislactory 

3 

1.2 

1 

0.2 

13  2.2 

6 

1.1 

8 

1.5 

11 

2.3 

Negative 

19 

1 ()().() 

223 

88.5 

415 

88.0 

503  86.0 

Al~t. 

89.0 

475 

89.5 

442 

92.0 

Inconclusive 

26 

10.3 

56 

11.8 

68  11.6 

49 

9.2 

45 

8.4 

26 

5.5 

Positive 

1 0.2 

4 

0.7 

3 

0.6 

1 

0.2 

Total 

19 

100.0 

252 

100.0 

All 

100.0 

585  100.0 

536 

100.0 

531 

100.0 

480 

100.0 

Table 

2-B 

Fast 

Smears 

From  OB  Clinic  In 

1964 

Age 


Category 

10-U 

yrs. 

15-19 

yrs. 

20-24 

yrs. 

25-29 

yrs. 

30-34 

yrs. 

35-39 

yrs. 

40-44 

yrs. 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

No. 

% 

No.  % 

Unsatisfactory 

1 

2.0 

5 

0.9 

6 

0.7 

7 

1.3 

4 

1.3 

2 

1.2 

Negative 

51 

98.0 

565 

94.0 

744 

92.3 

476 

90.5 

27  3 

90.0 

151 

90.4 

38  86.4 

Inconclusive 

33 

5.1 

55 

6.9 

42 

8.0 

24 

7.7 

13 

7.8 

6 13.6 

Positive 

1 

0.1 

1 

0.2 

3 

1.0 

1 

0.6 

Total 

52 

100.0 

603 

100.0 

806 

100.0 

526 

100.0 

304 

100.0 

167 

100.0 

44  100.0 

comparison  as  they  would  include  patients  of  the  same 
socioeconomic  status.  As  shown  in  Table  1,  the  incon- 
clusive smears  from  the  Gynecological  Clinic  number 
361  or  8.6%  in  comparison  to  the  Obstetrical  Clinic 
which  numbers  174  or  6.9%.  There  is  no  considerable 
variation  in  the  rate  of  incidence. 

For  closer  comparison  in  Table  2-A  and  Table  2-B, 
the  Gynecological  Clinic  patients  and  the  Obstetrical 
Clinic  patients  in  the  same  age  group  are  subdivided  by 
age  and  grouped  according  to  cytologic  diagnosis.  Here 
too,  the  incidence  of  inconclusive  smears  of  nonpregnant 
patients  compared  with  inconclusive  smears  of  pregnant 
patients  is  slightly  higher.  However,  as  noted  in  Table 
2-C,  the  inconclusive  smears  in  the  Gynecological  Clinic, 
though  increased  to  a high  11.9%  in  the  20-24  age 
group,  gradually  decrease  to  a low  5.5%  in  the  40-44 
age  group.  The  inconclusive  smears  in  the  Obstetrical 
Clinic,  on  the  other  hand,  show  a low  6.9%  in  the  20- 
24  age  group,  gradually  increasing  to  a high  13-6%  in 
the  40-44  age  group.  The  sudden  rise  of  the  percentage 
of  inconclusive  smears  in  the  Obstetrical  Clinic  because 
of  the  small  number  cannot  be  considered  significant. 
However,  it  seems  to  be  that  pregnant  women  in  the 
40-44  age  group  are  probably  multiparous  and  might 
well  have  a higher  incidence  of  atypical  cell  smears  than 
nonpregnant  women  in  the  same  age  group. 

In  the  25-29  year  age  group  of  the  Obstetrical  Clinic 
there  were  526  smears.  These  are  compared  with  the 
first  526  smears  of  the  same  age  group  from  the  Gyne- 
cological Clinic.  The  comparison  of  the  25-29  year  age 
groups  of  the  pregnant  and  nonpregnant  women  is 
shown  in  Table  3.  It  is  to  be  noted  that  the  total  incon- 
clusive category  for  cancer  in  the  Gynecological  Clinic 
in  12%  compared  with  the  Obstetrical  Clinic  8%,  in- 


dicating a 4%  increase  in  the  nonpregnant  group.  We 
must  note  that  the  patients  from  the  Obstetrical  Clinic 
are  asymptomatic  while  it  is  a symptomatic  patient  who 
visits  the  Gynecological  Clinic.  Therefore,  it  is  presumed 
that  there  would  be  a greater  possibility  of  an  incon- 
clusive smear  in  the  nonpregnant  patient. 

According  to  Moore  and  Taylor,'  cervical  lesions  in 
pregnant  women  behave  morphologically  in  a manner 
similar  to  that  in  which  they  behave  in  nonpregnant 
women  in  regard  to  subsequent  course.  They  also  found 
that  dysplasia  disappears  or  regresses  in  these  patients 
with  equal  frequency  in  one-third  to  one-half  of  the 
cases.  Therefore,  there  is  no  reason  to  restrict  further 
pregnancies  when  the  patient  has  a dysplasia,  but  these 
patients  deserve  a special  place  in  follow-up  clinic.  At 
Johns  Hopkins  Hospital  in  1964,  the  173  inconclusive 
Fast  smears  from  the  Obstetrical  Clinic  (age  group  10- 
44  years ) were  divided  into  first,  second,  and  third 
trimesters  and  also  six  weeks  postpartum  (Table  4). 
There  is  an  increase  in  inconclusive  smears  with  marked 
bizarre  cells  in  the  second  and  third  trimesrers.  The  de- 
gree of  dyskaryosis  increased  during  pregnancy  and 
began  to  regress  by  six  weeks  postpartum.  Because  of 
the  changes  that  take  place  in  the  cervix  during  preg- 
nancy, some  of  these  conditions  may  become  more 
florid,^®  regressing  thereafter.  It  is  to  be  questioned 
whether  increased  epithelial  cellular  abnormalities  are 
due  to  marked  proliferation  of  surface  epithelium  in 
pregnancy  or  related  to  high  levels  of  endogenous  estro- 
gen or  possibly,  to  high  incidence  of  Trichomonas  va- 
ginalis and  inflammation.' 

As  seen  in  Table  5,  the  presence  of  Trichomonas 
vaginalis  is  notably  increased  to  a high  52%  in  the 
obstetrical  patient,  as  compared  to  35%  in  the  gyne- 
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Table  2-C 

Comparison  Of  Percentage  Of  Inconclusive  Smears  In 
Same  Age  Groups  From  GYN  And  OB  Clinics  In  1964 


cological  patient.  This  organism  has  a high  incidence  of 
association  with  both  systemic  and  local  conditions  of 
great  clinical  significance.^  It  is  of  interest  to  note  in 
Table  6,  a moderate  decrease  of  incidence  of  Trichomo- 
nas vaginalis  in  postpartum  as  compared  with  the  inci- 
dence in  each  trimester  of  pregnancy. 

Having  reevaluated  the  first  available  1 1 inconclusive 
smears  from  the  Gynecological  Clinic  and  the  first  1 1 
available  inconclusive  smears  from  the  Obstetrical  Clinic, 
the  results  are  shown  in  Table  7-A  and  Table  7-B.  As 
already  mentioned  and  again  noted  in  Table  7-A  and 
Table  7-B,  there  is  an  increased  incidence  of  Trichomo- 
nas vaginalis  on  smears  from  the  Obstetrical  Clinic. 
Coinciding  with  this  is  also  the  marked  increase  of 
inflammation  in  pregnant  patients  in  comparison  to  the 
nonpregnant  group.  According  to  Koss,®  Trichomonas 
vaginalis  as  an  inflammatory  agent  may  produce  changes 
within  the  squamous  epithelium  of  the  cervix  that  are 
degenerate  in  nature  and  result  in  cytoplasmic  vacuoliza- 
tion, nuclear  enlargement,  pyknosis  and  fragmentation. 
In  1963,  Patten  and  Reagan^  reported  a work  in  which 
mice,  repeatedly  inoculated  with  Trichomonas  vaginalis 
per  vaginum  showed  impressive  epithelial  atypia.  Frost^ 
states  that  progressive  epithelial  cellular  changes  of 
regeneration  in  reaction  to  injury,  of  dysplasia  and  of 
neoplasia  are  frequently  found  together  with  regressive 
epithelial  cellular  changes  of  degeneration  in  association 


Table  3 


Comparison  Of  25-29  Age 
Gyn  And  OB  Clinics 

Group  From 
In  1964 

Category 

GYN  Clinic 

OB  Clinic 

No. 

% 

No. 

% 

Unsatisfactory 

8 

1.5 

7 

1.3 

Negative 

454 

86.3 

476 

90.5 

Inconclusive 

63 

12.0 

42 

8.0 

Positive 

1 

0.2 

1 

0.2 

Total 

526 

100.0 

526 

100.0 

Number  of  Smears  in  OB  Clinic  = 526 

These  are  compared 

with  first 

526  in 

GYN  Clinic 

Table  4 

Degree  Of  Abnormality  On  Inconclusive  Smears  From 
OB  Clinic  According  To  Trimesters  And  Postpartum 
(Ages  10-44) 


Trimester 

Inconclusive  1st  2nd  3rd  Postpartum 


No. 

% 

No. 

% 

No. 

% 

No. 

% 

Slightly 
bizarre  cells 

13 

69 

33 

51 

30 

51 

19 

64 

Moderately 
bizarre  cells 

5 

26 

21 

32 

19 

32 

7 

23 

Markedly 
bizarre  cells 

1 

5 

11 

17 

10 

17 

4 

13 

Total 

19 

100 

65 

100 

59 

100 

30 

100 

Table  5 


Incidence  Of  Trichomonas  Vaginalis  On  Inconclusive 
Smears  From  GYN  And  OB  Clinics  In  All  Age  Groups 


For  1964 

Trichomonas  vaginalis 

GYN  Clinic 

OB  Clinic 

No. 

% 

No. 

% 

Negative 

235 

65 

84 

48 

Positive 

126 

35 

90 

52 

Total 

361 

100 

174 

100 

Table  6 

TncidenceA)f  Trichomonas  Vaginalis  On  Inconclusive 
Fast  Smears  From  OB  Clinic  According  To  Trimesters 
And  6 Weeks  Postpartum 
(Ages  10-44) 

Trichomonas  Trimester 


vaginalis 

1st 

2nd 

3rd 

Postpartum 

No. 

% 

No. 

% 

No. 

% 

No.  % 

Negative 

7 

37 

36 

55 

23 

39 

18  60 

Positive 

12 

63 

29 

45 

36 

61 

12  40 

Total 

19 

100 

65  1 

00 

59  : 

100 

30  100 

with  the  organism.  According  to  Christopherson  and 
Parker,^  infestation  with  this  organism  can  produce  a 
degree  of  cytologic  atypia.  Underlying  this  obscuring 
and  degenerate  cellular  pattern  on  the  smear  may  be 
cancer  cells.  Therefore,  having  classified  these  smears  as 
inconclusive  due  to  the  presence  of  cellular  abnormali- 
ties, it  is  always  recommended  to  clear  the  infection,  to 
repeat  smears  and  request  a biopsy  if  indicated. 

Having  made  up  an  index  of  normal  cells  versus 
dyskaryotic  cells,  the  mean  value  of  the  N D Index  of 
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Table  7-A 


Study  of  1 1 Inconclusive  Smears  From  OB  Clinic  at  Johns  Hopkins  Hospital  From  1964 

Case  No. 

*D.l. 

**N  DI 

Trichomonas 
vaginalis  Inflammation 

Cytologic  diagnosis 
as  reported 

64F72.S 

0-47-53 

62-38 

+ 

4 + 

Markedly  bizarre 

64F2856 

0-25-75 

76-24 

4- 

4 + 

Slightly  bizarre 

64Ff712 

4-61-35 

74-26 

- 

3 + 

Markedly  bizarre 

64F4940 

14-52-34 

42-58 

+ 

4 + 

Markedly  bizarre 

64F7f42 

0-28-72 

62-38 

4 4- 

Moderately  bizarre 

64F8463 

0-21-79 

68-32 

+ 

3 + 

Slight-moderately  bizarre 

64F9395 

0-13-87 

75-25 

-E 

4 + 

Slightly  bizarre 

64F1 1626 

0-65-35 

72-28 

4 + 

Slight-moderately  bizarre 

64F 13458 

6-65-29 

88-12 

-I- 

3 + 

Moderately  bizarre 

64F13853 

6-57-37 

88-12 

+ 

3 + 

Moderately  bizarre 

64F 14030 

5-25-70 

74-26 

+ 

4 + 

Slightly  bizarre 

Mean  Value 

3-42-55 

71-29 

*D.I.  - Dyskaryotic  Index 

**N/D  I - Normal  cells/ Dyskaryotic  cells  Index  N.B. 

Trichomonas  vaginalis  is  present  in  10  out  of  11  cases 
Severe  (4  + ) inflammation  associated  with  7 out  of  11  cases. 

Table  7-B 

Study  of  1 1 Inconclusive  Smears  From  Gyn  Clinic  at  Johns  Hopkins  Hospital  in  1964 

Trichomonas  Cytologic  diagnosis 


Case  No. 

*D.I. 

**N/Dl 

vaginalis 

Inflammation 

as  reported 

64F85 

0-10-90 

82-18 

- 

1 + 

Slightly  bizarre 

64F573 

8-48-34 

67-33 

— 

1 + 

Markedly  bizarre 

64F1102 

5-44-51 

95-5 

- 

3 + 

Markedly  bizarre 

64F1369 

0-32-68 

63-37 

- 

4 + 

Slightly  bizarre 

64F1463 

2-47-51 

90-10 

-U 

3 + 

Slightly  bizarre 

64F2127 

0-14-86 

95-5 

- 

2 + 

Slightly  bizarre 

64F2722 

2-61-37 

87-13 

+ 

3 + 

Moderately  bizarre 

64F3124 

4-70-26 

80-20 

2 + 

Moderate-markedly 

bizarre 

64F3783 

3-41-56 

83-17 

- 

1 + 

Moderately  bizarre 

64F3901 

0-43-57 

88-12 

- 

2 + 

Slightly  bizarre 

64F4236 

2-39-59 

77-23 

+ 

2 + 

Slightly  bizarre 

Mean  Value 

2-42-56 

82-18 

*D.I.  - Dyskaryotic  Index 

**N/D  I - Normal  cells /Dyskaryotic  cells  Index  N.B. 
Trichomonas  vaginalis  is  present  in  4 out  of  11  cases 
Severe  (4  + ) inflammation  is  associated  with  1 out  of  1 1 cases. 


smears  from  the  Obstetrical  Clinic  was  71%/29%,  as 
compared  to  82%/ 18%  as  the  mean  value  from  the 
Gynecological  Clinic.  There  is  but  a slight  variation  in 
the  precentage  of  dyskaryotic  cells.  However,  due  to 
individual  range,  this  is  probably  not  statistically  signifi- 
cant. 

The  Dyskaryotic  Index  which  is  a ratio  of  the  per- 
centages of  immature,  moderately  mature,  and  mature 
dyskaryotic  cells, has  been  evaluated  on  each  of  the  11 
smears  in  Table  7-A  and  Table  7-B.  This  shows  the 
degree  of  cellular  abnormality  of  the  cervical  epithelium. 
There  has  been  very  little  difference  between  the  D/T 
of  the  pregnant  and  nonpregnant  patient  in  relation  to 
the  cytologic  diagnosis.  Therefore,  epithelial  abnormali- 
ties are  possible  in  the  pregnant  woman  as  well  as  the 


nonpregnant  woman  and  should  be  treated  in  the  same 
manner. 

Slimmary  and  Conclusions 
There  is  a minimal  difference  in  the  incidence  of  the 
"shades-of-gray”  lesions  or  dysplasia  in  pregnant  women 
and  nonpregnant  women.  Consequently,  both  groups 
should  be  treated  similarly;  that  is,  by  close  observation 
and  histological  evaluation  when  indicated. 

Trichomonas  vaginalis  is  more  prevalent  on  smears 
from  the  Obstetrical  Clinic  in  comparison  to  the  Gyne- 
cological Clinic.  Since  the  organism  may  produce  cellu- 
lar atypia  and  degenerative  changes,  it  would  seem  ad- 
visable to  clear  the  infection  and  repeat  the  smear  for 
better  evaluation. 
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Increased  inflammation,  more  frequently  seen  in  preg- 
nant women,  and  which  might  be  obscuring  cancer  cells, 
should  be  cleared  so  that  repeat  smears  might  be  evalu- 
ated. 

Cellular  morphology,  that  is,  the  Dyskaryotic  Index, 
is  found  to  be  similar  in  relation  to  cytologic  diagnosis 
in  both  pregnant  and  nonpregnant  women. 

Since  cellular  abnormalities  of  the  uterine  cervix  have 
been  demonstrated  on  174  smears  (6.9%)  from  the 
Obstetrical  Clinic,  it  is  to  the  advantage  of  the  asympto- 
matic patient  to  have  cytology  of  the  genital  tract  stud- 
ied during  her  pregnancy. 

Since  it  is  not  possible  to  predict  the  outcome  of 
dysplasia,  it  is  suggested  that,  regardless  of  whether  the 
patient  is  pregnant  or  nonpregnant,  repeat  smears  and 
biopsies  are  of  utmost  importance  when  indicated. 
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Development  of  a Computer-Assisted  Instruction  Program  in  a Medical  Center 
Environment-W.  G.  Harless  (Univ  of  Oklahoma  Medical  Center,  Oklahoma 
City) 

.7  Med  Educ  42:139-145  (Feb)  1967 

The  student  tutored  by  the  computer  has  been  severely  restricted  by  the 
computer’s  lack  of  imagination  concerning  the  interpretation  of  his  response. 
This  problem  is  finally  nearing  solution  by  use  of  the  key  letter  and  key  word 
algorithms  developed  by  programming  theorists.  A cardiologist  at  the  University 
of  Oklahoma  Medical  Center  has  prepared  a course  now  being  used  by  graduate 
students  in  the  medical  sciences.  The  course  is  called  Medical  Backgrounds  and  is 
designed  to  give  the  student  some  understanding  of  the  fundamentals  of  the 
medical  sciences.  Medical  etymology  and  terminology  is  certainly  an  important 
part  of  the  course.  The  computer-aided  instruction  technique  is  used  to  present 
a preview'  of  the  terminology  to  be  used  in  each  lecture.  After  the  lecture,  the 
student  is  exposed  to  a review  of  that  material  at  the  terminal  keyboard  and, 
during  the  same  session,  is  given  a preview  of  the  terminology  of  the  subject 
matter. 
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henaphen 
ith  Codeine 

Fac/7  capsule  contains: 

menobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Ispirin  {2V2  gr.) 162.0  mg. 

[henacetin  (3  gr.) 194.0  mg. 

lyoscyamine  sulfate 0.031  mg. 

lodeine  phosphate 'A  gr.  (No.  2), 

V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


® the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

AH'DOBINS 

A H.  ROBINS  CO.,  INC.,  Richmond.  Va.  23220  I X. 


why  wonder  about  a drug 

when  you  know 

BECLOMYCIN 

DEMETHYLCHLOBTETRACyCLlNE 

produces  l-2“extra”d^’  activity 

1 
I 

one  300  mg  tablet  b.Ld. 

or 

one  150  mg  capsule  q.Ld. 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  and  aged  — 
the  acutely  or  chronically  ill  — when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication— H\stor)/  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— \n  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


tial.  If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.l 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products.  j 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,l 
and  75  mg  of  demethylchlortetracycline  HCI.  j 


Days  123 
duration  of  therapy,  tetracycline 


duration  of  activity,  tetracycline 


[[ 

duration  of  therapy 


DECLOMYCIN  demethylchlortetracycline 


duration  cf  activity 
DECLOMYCIN  demethylchlortetracycline 


1-2  “extra”  days’  activity 

after  the  last  dose  to  protect  against  relapse 


After 

anorectal  surgery. . . 

\iETAMUCIt 

brand  of  psyllium  hydrophilic  mucilloid 


• Reduces  painful  strain. •• 

The  soft,  easily  propelled  bulk  created  by  Metamucil  al- 
lows comfortable  elimination  with  a minimum  of  effort 
and  irritation. 

• Softens  stools... 

Metamucil  absorbs  water  and  creates  a soft,  pliant  fecal 
mass  which  is  demulcent  to  mucosal  surfaces. 

• Relieves  irritation... 

Metamucil  provides  "smoothage”  to  prevent  the  forma- 
tion of  scybalous  concretions  and  to  lessen  painful  te- 
nesmus. 

• Encourages  healing... 

Softening  of  the  colonic  content  with  Metamucil  allays 
abrasive  pressure  and  congestion  at  denuded  postsurgical 
sites. 

• And  in  nonsurgical  conditions... 

Metamucil  minimizes  both  the  pressure  of  strain  on  per- 
ineal structures  and  the  physical  irritation  of  hard  masses 
on  local  lesions. 


Usual  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  powder  in  a glass  of 
cool  liquid,  or  one  packet  of  Instant  Mix  Metamucil  in  a glass 
of  water.  An  additional  glass  of  liquid  is  helpful. 

Metamucil  powder  contains  equal  amounts  of  refined,  purified 
psyllium  and  dextrose  furnishing  14  calories  and  a negligible 
amount  of  sodium  in  each  dose;  available  in  containers  of  4,  8 
and  16  ounces. 

Instant  Mix  Metamucil  furnishes  3 calories  and  0.25  Gm.  of 
sodium  in  each  dose;  available  in  cartons  of  16  and  30  single- 
dose packets. 


Research  in  the  Service  of  Medicine 


Chicago,  Illinois  60680 


at  the  site  of  infection 
(where  it  counts)... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^  ^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.'  ” Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.''^ 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  veiy  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
:on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
: responded  well  to  its  use. 

j The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
: cus  infections.  Good  therapeutic  results  have  been  obtained  in 
: soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
: treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
j should  be  employed  for  these  infections  only  in  patients  with  a 
! history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
I tible  bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
I or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
I Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
I known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
! existing  liver  disease  or  dysfunction. 

I Side-Effects : Data  obtained  from  seven  years’  use  of  propionyl 
! erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
■ that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
’ occur  during  or  following  courses  of  therapy  with  the  drug. 

I Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
; tive  of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
I result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  ^here  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or. other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately.  ' 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  wen 
characterized  by  increased  direct-reacting  bilirubin,  elevate( 
alkaline  i)hosphatase  levels,  negative  or  weakly  positive  cephalii 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutami. 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nor 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  no 
been  reported  in  other  patients  taking  prolonged  courses  of  thi 
medication.  Patients  with  chronic  infection  have  been  given  1 b 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  an( 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  o: 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  o: 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaun 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thes( 
patients’  families,  who  were  not  taking  the  drug,  had  episode: 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wen 
determined  in  a group  of  fifty-four  adults  and  children  who  tool 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  as 
rheumatic  fever  prophylaxis.  The  results  were  compared  witi 
those  of  a similar  group  of  forty-four  patients  who  received  pen- 
icillin. There  were  no  cases  of  jaundice  in  either  group.  Elevatioi 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  coursi 
of  treatment  was  observed  in  one  patient  treated  with  llosoni 
and  in  two  patients  treated  with  penicillin.  Seven  other  patient- 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicillii 
group  showed  elevations  in  one  of  the  tests  at  some  time  durinf 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wen 
I'eported  in  102  pediatric  patients  who  received  short-term  (ten 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec 
tions.  Results  of  liver  function  tests  in  these  patients  were  com 
parable  to  those  in  a similar  control  group  who  had  receivei 
penicillin.  , 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ei ' 
fects  are  observed  in  a small  proportion  of  individuals  as  a resul 
of  a local  stimulating  effect  of  the  medication  on  the  alimentar; 
tract;  however,  the  normal  intestinal  gram-negative  bacteria 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  us 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bod 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fc 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  ar 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosaj 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftet 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythr 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages- 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  a 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinati 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoiij 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.E,  125  and  250 rl 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.  (equivalent  to  basfj 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-c| 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equivah 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packag' 

ReU'Tcnces:  1.  Griffith.  R.  S-,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  2.47.'69,  1“ 

2.  Griffith,  R.  S..  and  Black,  H.  R. : Antibiotics  & Cheniother.,  i2.'398, 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland.  M.:  Am.  J.  M.  Sc.,  2.y.9;198,  196' 


Additional  information  available  to  physicians  upon  request, 
Eli  Lilly  and  Company , Indianapolis  y Indiana  Jf6206. 


0, 


NINETEEN  HUNDRED  AND  SIXTY-SEVEN-  APRIL 


85 


Dean  H.  Fisher.  M.D. 

COMMISSIONER 


State  Of  Maine 

Department  of  Health  and  Welfare 


Salmonellosis 

Charles  H.  Okey,  Ph.D.* 


Salmonellosis  is  the  term  used  presently  for  the  en- 
teric infections  caused  by  members  of  the  genus  Sal- 
monella. The  rapid  increase  in  reported  cases  and  the 
prediction  by  authorities  that  the  increase  will  continue, 
has  led  the  U.  S.  Public  Health  Service,  state  health  de- 
partments and  other  involved  people  to  focus  attention 
on  the  problem  and  to  employ  methods  for  control.  The 
number  of  cases  reported  in  I960  was  7,000;  in  1965, 
20,000  cases  were  known  to  health  departments.  The 
projected  estimate  for  1970  is  100,000.  There  is  general 
agreement  these  reported  cases  constitute  only  one  to 
two  percent  of  the  total  actual  number  of  people  affect- 
ed by  salmonellosis  each  year.  This  would  mean  any- 
where from  2,000  000  to  4,000,000  people  are  actually 
affected  by  the  disease  annually.  As  efforts  are  made  to 
assess  the  importance  of  salmonellosis,  it  is  obvious  that 
the  problem  is  large  and  is  growing  but  that  control 
measures  are  known  and  only  need  to  be  brought  to  bear 
in  order  to  minimize  its  impact  on  health. 

The  Salmonellae  were  described  first  in  the  last  half 
of  the  nineteenth  century,  both  as  pathogens  for  man 
and  for  animals.  The  name  was  taken  from  Dr.  D.  E. 
Salmon,  a veterinarian  in  the  Bureau  of  Animal  Indus- 
try, U.  S.  Department  of  Agriculture.  The  number  of 
serotypes,  or  distinct  causes  of  disease,  number  well  over 
one  thousand  at  the  present  time.  Their  distribution  is 
widespread  in  animals  and  man.  An  estimated  0.5% 
of  humans  harbor  one  or  more  of  the  serotypes  in  their 
intestinal  tract  and  can  serve  as  reservoirs  of  infection. 
The  percentage  of  carriers  in  the  animal  population  is 
much  higher  and  it  is  from  these  sources,  through  the 
use  of  animals  and  animal  products  as  food,  that  man 
receives  the  infecting  dose  of  Salmonellae. 

Salmonellae  are  thought  to  have  been  in  man’s  envir- 
onment for  as  long  as  man  has  been  in  existence.  A few 
of  the  group,  Salmonella  typhi  and  paratyphi,  S.  schott- 
mulleri  and  S.  hirschfeldii,  the  respective  causes  of  ty- 
phoid fever  and  the  paratyphoid  fevers,  have  become 
host-adapted  in  relation  to  man  so  that  they  produce  a 
severe  systemic  disease.  The  serotypes  that  are  host- 
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adapted  to  animals  but  not  to  man  produce  a milder  and 
shorter  duration  illness  in  man  and  it  is  these  organisms 
with  which  there  is  concern  at  present. 

Salmonellosis  cases  exhibit  symptoms  of  acute  gastro- 
enteritis twelve  to  forty  eight  hours  after  ingestion  of 
contaminated  food.  For  the  average  healthy  adult,  the 
number  of  organisms  ingested  must  be  considerable, 
probably  in  excess  of  100,000.  The  very  young,  the  aged 
and  those  debilitated  for  various  reasons,  show  a height- 
ened susceptibility  so  that  the  infecting  dose  must  be 
much  smaller.  The  severity  of  symptoms  range  from 
mild  abdominal  discomfort  with  a minimum  of  diarrhea, 
lasting  less  than  a day,  to  a severe  and  protracted  illness. 
A typhoid-like  illness  may  occur  due  to  a Salmonella 
serotype  other  than  the  typhoid  bacillus.  Focal  manifes- 
tations may  occur  either  as  part  of  a septicemia  or  as 
isolated  abscesses.  These  may  occur  in  almost  any  body 
part  but  particularly  in  the  appendix,  gallbladder,  urin- 
ary tract  and  joints.  Foci  may  occur  also  in  the  respira- 
tory tract,  heart  valves,  and  central  nervous  system. 

Laboratory  diagnosis  depends  upon  the  isolation  of 
the  salmonella  serotype  from  fecal  specimens  or  other 
appropriate  materials.  A variety  of  plating  media  and 
an  enrichment  broth  planted  simultaneously  is  the  most 
efficient  means  of  isolation.  It  may  be  necessary  to  cul- 
ture the  stool  or  other  source  on  several  occasions  be- 
fore success  in  isolating  the  organisms  is  obtained.  Con- 
firmation of  the  isolated  organism  in  the  Public  Health 
Laboratory  is  urged  in  strongest  terms.  Many  isolates 
resemble  the  Salmonellae  superficially  and  it  is  only  by 
using  a wide  variety  of  specialized  culture  media,  avail- 
able in  this  laboratory,  that  identification  is  possible. 
Furthermore,  Salmonellae  confirmed  in  this  laboratory 
are  submitted  to  Dr.  Melvin  Gershman,  University  of 
Maine,  for  definitive  study  by  serologic  methods.  This 
step  yields  the  serotype  designation  which  is  basic  to 
epidemiologic  studies.  Finally,  serotypes  are  reported  on 
a weekly  basis,  to  the  Salmonella  Surveillance  Unit  of 
the  National  Communicable  Disease  Center,  U.  S.  P.  H.  S., 
Atlanta,  where  data  on  these  organisms  are  summarized, 
analyzed,  published  and  distributed  to  health  agencies 
throughout  the  country.  It  is  from  these  data  that  clues 
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may  be  found  leading  to  the  discovery  of  outbreaks  of 
salmonellosis  having  tlieir  origin  in  food  products  dis- 
tributed in  interstate  commerce. 

Attempts  to  diagnose  salmonellosis  by  serologic  meth- 
ods is  of  dubious  value.  Repeated  studies  have  shown 
that  the  antibody  response  in  typical  gastroenteritis  cases 
is  far  too  erratic  to  be  dependable.  All  efforts  in  labora- 
tory diagnosis  should  be  directed  toward  isolation  of  the 
organism  from  the  stool,  except  in  the  less  frequently 
encountered  septicemia,  which  indicates  the  necessity 
of  blood  culture. 

Symptomatic  treatment  with  fluids  and  bland  diet  is 
usually  sufficient  in  almost  all  cases.  Only  if  the  illness 
persists  for  more  than  three  days  or  evidence  of  septi- 
cemia or  other  complications  is  seen,  should  antimicro- 
bial therapy  be  considered.  Furthermore,  the  choice  of 
an  antibiotic  should  be  based  on  the  kind  of  organism 
found  in  the  cultures.  Penbritin®  ( Ampicillin ) and 
Chloromycetin®  (chloramphenicol)  are  the  drugs  of 
choice  at  the  present  time.  Antibiotics  have  little  if  any 
effect  on  the  recovery  of  the  salmonellosis  patient  whose 
illness  is  uncomplicated.  If  the  twin  goals  of  clinical 
recovery  and  elimination  of  the  Salmonellae  are  the  ob- 
jectives, antibiotic  therapy  has  been  shown  to  have  a 
contrary  effect  on  the  carriage  of  the  organisms  in  the 
gastrointestinal  system.  Controlled  studies  have  shown 
that  antimicrobial  therapy  fosters  the  persistence  of  Sal- 
monellae. These  individuals  are  hazardous  to  their  asso- 
ciates, particularly  if  they  are  food  handlers.  Most  pa- 
tients will  have  negative  stools  in  three  to  four  weeks. 
About  5%  will  continue  to  have  positive  stools  for  a 
longer  period  and  about  0.25%  will  become  chronic  car- 
riers. Stool  surveys  of  groups  simultaneously  ingesting 
food  contaminated  with  Salmonellae  show  that  the  car- 
rier state  may  result  in  individuals  who  show  either 
mild  illness  or  even  complete  absence  of  symptoms. 

Following  recovery,  stool  cultures  should  be  made  in 
individuals  who  are  food  handlers  to  establish  whether 
they  are  carriers.  Health  regulations  require  negative  cul- 
tures on  stool  specimens  taken  on  each  of  three  consecu- 
tive days  before  returning  to  work  in  the  food  industry. 

The  epidemiology  of  salmonellosis  is  a continuing 
investigation.  It  was  believed,  for  many  years,  that  ani- 
mals and  man  were  the  important  reservoirs  for  Sal- 
monellae. These  species  served  as  direct  sources  of  con- 
tamination for  food  which,  if  improperly  cooked  and 
inadequately  refrigerated,  was  consumed  with  resultant 
illness.  Now  it  is  known  that  the  sources  are  almost  end- 
less in  variety  and  that  Salmonellae  are  all  but  ubiqui- 
tous. The  organisms  have  been  isolated  from  many  ani- 
mals including  all  the  domestic  varieties  such  as  cattle, 
sheep,  swine,  poultry  and  other  avian  species,  and  par- 
ticularly dogs  and  cats  who  harbor  the  bacteria  at  a 30% 
rate.  Many  insects  have  yielded  the  organisms.  Foods 
shown  to  carry  Salmonellae  are  poultry  and  poultry 
products,  beef,  pork,  dried  milk,  smoked  fish,  thyroid 
powder,  granulated  pepsin,  dried  liver  powder,  cake 
mixes,  special  dietary  prcxlucts  and  yeast  tablets.  Quite 
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recently,  carmine  dye  used  both  as  food  coloring  and  as 
a tracer  element  in  intestinal  studies  yielded  the  bacteria 
on  examination  by  culture  studies. 

In  an  era  when  foods  were  simple,  locally  produced 
and  distributed,  contaminated  food  stuffs  affected  peo- 
ple in  small  numbers  in  a restricted  area.  Now  that  fotxl 
technology  has  progressed  to  the  present  state,  process- 
ing is  more  sophisticated  and  distribution  is  regional  or 
even  national.  The  potential  for  widespread  epidemics 
of  salmonellosis  is  considerable.  Control,  as  pointed  out 
before,  is  possible  with  measures  now  available.  To  un- 
derstand the  control  measures  that  must  be  uniformly 
and  rigidly  applied,  some  facts  about  foodstuffs  must  be 
described. 

Protein  and  its  constituent,  nitrogen,  is  the  basic  in- 
gredient of  all  animal  feed  from  the  nutritional  point  of 
view.  The  supply  of  protein  is  limited  and  becoming  in- 
creasingly so.  Every  possible  source  of  this  nutrient  is 
being  used  in  modern  feeds.  Tankage,  offal  from  packing 
plants  and  fish  are  the  principle  forms  of  protein  that 
are  currently  utilized.  The  processes  of  preparing  the  raw 
materials  in  suitable  form  for  animal  feeds  do  not  now 
always  yield  a salmonella-free  product.  It  is  through  a 
lack  of  interest  or  economic  incentive  that  suppliers  do 
not  eliminate  the  bacteria  in  the  initial  processing,  or 
if  the  very  nature  of  the  process  does  eliminate  the  Sal- 
monellae, they  fail  to  prevent  the  reintroduction  of  the 
organisms  into  the  protein  materials  before  shipment. 
Suppliers  of  animal  by-products  take  the  view  these 
products  do  not  require  sanitary  handling  because  they 
are  intended  for  animal  rather  than  human  consump- 
tion. To  follow  the  Salmonellae  on  their  way  to  the 
human  gastrointestinal  system,  it  is  only  necessary  to 
list  the  stages  through  which  they  pass:  viable  bacteria 
in  raw  materials  which  go  into  protein  supplements, 
animal  feedstuffs  mixed  with  supplement  to  increase  the 
protein  content,  animals  receiving  these  feeds  either  de- 
velop clinical  illness  or  harbor  the  organisms  in  their 
intestinal  tracts,  animals  carrying  Salmonellae  contamin- 
ate a significant  percentage  of  all  carcasses  during  pro- 
cessing in  food  plants,  man  receives  contaminated  food. 

Processors  of  human  food  recognize  the  almost  im- 
possible goal  of  producing  salmonella-free  products  un- 
til the  raw  materials  of  their  industry  are  likewise  clean. 
In  turn,  the  animal  feed  manufacturers  say  the  same 
thing  about  the  protein  supplement  supplies.  In  recent 
months,  the  federal  Food  and  Drug  Administration  has 
concerned  itself  with  this  latter  problem  and  has  for- 
mally notified  the  industry  that  any  animal  by-product 
intended  for  animal  feed  and  found  to  be  contaminated 
with  salmonella,  is  adulterated  and  subject  to  seizure. 
If  these  measures  result  in  their  intended  objective  of 
salmonella-free  animal  by-products,  we  may  have  reached 
the  stage  where  the  primary  chain  of  transmission  for 
salmonella  from  animal-derived  food  will  be  broken. 

In  the  interim,  before  the  goal  is  reached,  the  home- 
maker and  the  hospital  dietitian  can  go  a long  way  to- 
Continued  on  Page  94 
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Maine  Heart  Association  Notes 

116  State  Street,  Augusta,  Maine 


Diabetes  and  Myocardial  Infarction 

. . . there  is  general  agreement  that  hyperglycemia  is  a common 
occurrence  after  infarction  and  that  more  often  than  not  this  hyper- 
glycemia is  transitory. 

...  In  a high  proportion  of  cases  acute  myocardial  infarction  is 
folloAved  by  an  immediate  disturbance  of  carbohydrate  metabolism 
manifested  by  hyperglycemia.  . . . this  ^vill  be  demonstrated  only  by 
postprandial  tests  or  glucose  tolerance  tests,  not  by  fasting  blood  sugar 
tests.  I’he  metabolic  abnormality  usually  disappears  within  a few  days; 
. . . Nevertheless,  a substantial  percentage  of  the  patients  with  hyper- 
glycemia after  myocardial  infarction  ultimately  prove  to  have  real 
diabetes. 

d he  practical  conclusions  . . . are  clear.  Any  patient  ^cho  has  a 
myocardial  infarction  shoidd  have  a postprandial  blood  sugar  test.  If 
it  is  above  normal,  he  shoidd,  from  then  on,  have  lifetime  surveillance. 

The  prudent  physician  will  advise  the  usual  dietary  precautions  for 
protection  against  the  development  of  active  diabetes. 

In  summary,  the  discovery  of  hyperglycemia  after  myocardial 
infarct  need  be  no  cause  for  pessimism,  but  it  should  alert  the  physician 
and  the  patient  to  the  need  for  precautions. 


Submitted  by  Jacob  It.  Dana,  M.D.,  Maine  Heart  Association. 

Reference  — Eilitorial,  The  New  England  Journal  of  Medicine,  Vol.  270,  page  296,  1967. 
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AMERICAN  CANCER  SOCIETY -MAINE  DIVISION,  INC. 

Brunswick,  Maine 


1967  Scientific  Session  of  the  American  Cancer  Society 
Sheraton-Dallas  Hotel,  Dallas,  Texas 
May  S,  1 967 


Theme:  Current  Concepts  in  Etiology  and  Diagnosis  of  Cancer 


Morning  Session,  9:00-12:00  Noon 

Viruses  and  Vaeoiiiation  in  Cancer 

James  T.  Grace,  Jr.,  M.D.,  Assistant  Director,  Roswell  Park 
Memorial  Institute,  Buffalo,  New  York 

Carcinogenic  Eff  ects  of  Tobacco  Usage 
Oscar  Auerbach,  M.D.,  Senior  Medical  Investigator,  Vet- 
erans Administration  Hospital,  East  Orange,  New  Jersey 

Carcinogenic  Eff  ects  of  Solar  Radiation  and  Prevention 
Measures 

Robert  G.  Freeman,  M.D.,  Associate  Professor  of  Derma- 
tology, Baylor  University  College  of  Medicine,  Houston,  Texas 

The  Carcinogenic  Hazards  of  Diagnostic  and  Therapeu- 
tic Radiation 

Justin  J.  Stein,  M.D.,  Professor  of  Radiology  and  Chief,  Ra- 
diation Therapy  Division,  University  of  California  Medical 
Center,  Los  Angeles,  California 

The  Carcinogenic  Hazards  of  Atomic  Radiation 

Elbert  DeCoursey,  M.D.,  Director  of  Research,  Trinity  Uni- 
versity, San  Antonio,  Texas 

Chemical  Carcinogenesis 

Paul  Kotin,  M.D.,  Scientific  Director  for  Etiology,  National 
Cancer  Institute,  Bethesda,  Maryland 


Afternoon  Session,  1:00-5:00  P.M. 

What  Constitutes  an  Adequate  Periodic  Health  Exam- 
ination? 

Emerson  Day,  M.D.,  Director,  Strang  Clinic,  New  York, 
I New  York 

The  Case  for  Periodic  Cancer  Detection  Examinations 
'Victor  A.  Gilbertsen,  M.D.,  Assistant  Professor  of  Sur- 
Igery  and  Director,  Cancer  Detection  Center,  University  of 
ilMinnesota,  Minneapolis,  Minnesota 


An  Evaluation  of  the  Annual  Checkup 

Thomas  W.  Clark,  M.D.,  Director,  University  of  Pennsyl- 
vania Diagnostic  Clinic,  Philadelphia,  Pennsylvania 

Proctoscopy  for  Cancer  Detection  in  Asymptomatic 
Patients  — What  Age  and  How  Often? 

Robert  J.  Rowe,  M.D.,  Doctors  Building,  3707  Gaston  Ave- 
nue, Dallas,  Texas 

The  Barium  Enema  in  Cancer  Checkups  — Indications 
and  How  Often? 

Robert  D.  Moreton,  M.D.,  Assistant  to  the  Director  and 
Professor  of  Radiology,  The  University  of  Texas,  M.D.  Ander- 
son Hospital  and  Tumor  Institute,  Houston,  Texas 

The  Pap  Smear  — What  Technique  and  How  Frequent? 

W.  A.  D.  Anderson,  M.D.,  Chairman,  Department  of  Path- 
ology, University  of  Miami  School  of  Medicine,  Coral  Gables, 
Florida 

Present  Role  of  Cytology  in  Cancer  Detection  (e.xclu- 
sive  of  Uterine  Cancer) 

William  M.  Christopherson,  M.D.,  Professor  and  Chair- 
man, Department  of  Pathology,  University  of  Louisville 
School  of  Medicine,  Louisville,  Kentucky 

Mammography  for  the  Detection  of  Breast  Lesions 

Robert  L.  Egan,  M.D.,  Chief,  Mammography  Section,  Emory 
University  Clinic,  Atlanta,  Georgia 

Thermography  and  Zerography  in  Breast  Diseases 
Jacob  Gershon-Cohen,  M.D.,  Director,  Department  of 
Radiology,  Albert  Einstein  Medical  Center,  Northern  Division, 
Philadelphia,  Pennsylvania 

Lynqjhangiography  in  the  Diagnosis  of  Cancer 
Harry  W.  Fischer,  M.D.,  Director  of  Radiology,  Wayne 
County  General  Hospital,  Eloise,  Michigan 

The  Use  of  Rsulioisotopic  Agents  in  the  Diagnosis  of 
Cancer 

Norman  B.  Ackerman,  M.D.,  Ph.D.,  Assistant  Professor  of 
Surgery,  Boston  University  Medical  Center,  University  Hos- 
pital, Boston,  Massachusetts 


Sessions  are  open  to  all  members  of  the  Medical  Professions  and  Students. 
No  advance  registration  or  registration  fee. 
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Necrology 


Heinrich  S.  Baar,  M.D.,  Ph.D. 
1 892  - 1967 

IN  MEMORIAM 


Heinrich  S.  Baar,  M.D.,  Ph.D.,  was  born  at  Jagielnica,  then 
part  of  the  Austro-Hungarian  Empire,  on  February  15,  1892. 
He  died  in  Birmingham,  England,  on  February  21,  1967. 

Following  his  early  education  in  Tarnopol,  he  attended  the 
University  of  Vienna  and  received  a doctorate  of  philosophy 
in  1914.  Dr.  Baar  began  his  professional  writing  at  the  age 
of  20,  when  he  was  working  in  the  Biological  Stations  of 
Trieste  and  Lunz  am  See.  After  a short  service  in  the  Austrian 
Army,  he  studied  medicine  in  Vienna  and  was  awarded  the 
doctor  of  medicine  degree  in  1919. 

During  the  1920's  and  30's,  he  was  a consultant  pediatrician, 
a research  fellow,  and  became  head  of  the  Infants'  Department 
at  the  Children's  Hospital  in  Vienna.  In  later  years.  Dr.  Baar 
served  as  pathologist  at  hospitals  in  Austria,  England,  and  the 
United  States,  and,  during  that  time,  he  authored  more  than 
100  articles.  In  1958,  he  became  director  of  pathology  at 
Pineland  Hospital  and  Training  Center  at  Pownal,  Maine,  and 
remained  there  until  his  retirement  in  1965. 


Much  of  his  research  dealt  with  pathology  of  the  blood, 
and  in  I960,  he  edited  an  important  textbook  entitled  "Disor- 
ders of  the  Blood  and  Blood  Forming  Organs  in  Childhood.” 
Dr.  Baar  was  elected  a "Founder  Fellow”  of  the  College  of 
Pathologists,  London,  England,  in  1964.  He  was  an  honorary 
member  of  the  British  Pediatric  Association,  a member  of  the 
Association  of  Physicians  in  Vienna,  and  the  Royal  Society  of 
Medicine,  and  several  other  medical  societies. 

Dr.  Baar  was  a scientist  of  rarely  found  brilliance.  His  dis- 
sertations were  knowledgeable,  inclusive,  exacting,  and  master- 
ful. Both  his  knowledge  of  scientific  literature  and  his  powers 
of  recall  deeply  impressed  those  who  had  the  privilege  of  work- 
ing with  him.  Born  into  an  age  that  saw  the  beginning  of  the 
great  medical  discoveries,  he  developed  an  intellectual  curiosity 
that  permeated  his  entire  being.  He  will  be  remembered  by 
his  friends  with  respect  and  fondness,  and,  perhaps,  as  a rare 
phenomenon  of  intellectual  perfection. 

Peter  W.  Bowman,  M.D. 


County  Society  Notes 


CUMBERLAND 

The  Cumberland  County  Medical  Society  met  at  Valle's 
Steak  House  in  Portland,  Maine  on  March  16,  1967  with 
eighty-five  members  and  guests  attending. 

Following  a social  hour  and  dinner  the  President,  Charles 
W.  Capron,  M.D.  called  the  meeting  to  order.  Dr.  Capron  an- 
nounced the  appointment  of  David  K.  Lovely,  M.D.  to  the 
Policy  Advisory  Committee  of  the  County  Commissioners  and 
the  appointment  of  Albert  Aranson,  M.D.  to  another  term  on 
the  Maine  Medical  Association  Health  Insurance  Committee. 
The  membership  voted  that  Thomas  F.  Conneen,  M.D.  would 
be  a delegate  to  the  Maine  Medical  Association  House  of  Dele- 
gates to  complete  the  slate  for  1967. 

William  L.  MacVane,  Jr.,  M.D.,  Program  Chairman,  intro- 
duced a panel  of  faculty  members  from  Westbrook  Junior  Col- 
lege who  discussed  the  two-year  nursing  program  which  has 
been  started  at  that  school.  Mr.  Edward  Blewett,  President  of 
the  College,  gave  the  history  and  background  of  the  program, 
both  nationally  and  locally;  Dean  Richard  Bond  described  the 
integration  of  the  nursing  program  with  the  general  academic 
and  social  activities  of  the  College;  Mrs.  Claudia  Watson,  head 
of  the  Nursing  Department,  told  of  the  marked  changes  which 
have  taken  place  in  training  nurses  and  how  these  changes  have 
been  reflected  at  Westbrook  Junior  College.  Each  of  the  speak- 
ers emphasized  that  this  course  will  graduate  girls  who  will  be 
prepared  for  the  R.N.  examinations  and  who  will  work  as 
bedside  nurses,  not  nurse  educators  or  as  practical  nurses. 

George  E.  Sullivan,  M.D.,  President  of  the  Maine  Medical 
Association,  discussed  bills  being  considered  by  the  present 
State  legislature  which  are  of  medical  concern.  He  also  pointed 
out  that  there  is  some  difference  of  opinion  in  the  medical  and 
educational  fields  as  to  the  effectiveness  of  the  two-year  vs  the 


three-year  nursing  program  and  he  expressed  hope  that,  with 
such  a shortage  of  nurses,  we  would  encourage  conventional 
nursing  courses  as  well  as  the  newer  ones. 

Howard  P.  Sawyer,  Jr.,  M.D.  discussed  the  proposed  legisla- 
tion referable  to  blood  banks  and  indicated  that  the  proposed 
non-profit  commercial  organization  would  duplicate  existing 
facilities.  Sumner  E.  Moulton,  M.D.,  Chairman  of  the  Utiliza- 
tion Committee  for  Extended  Care  Facilities,  again  asked  for 
more  information  regarding  the  patients  his  committee  must 
evaluate.  He  also  emphasized  the  present  policy  that  those 
eligible  are  persons  who  can  obtain  some  benefit  from  skilled 
nursing  care  and  pointed  out  that  each  patient  will  not  nec- 
essarily be  eligible  for  the  full  100  days  of  care. 

Stanley  B.  Sylvester,  M.D.,  Secretary 


ANDROSCOGGIN  j 

A meeting  of  the  Androscoggin  County  Medical  Associa-  t 
tion  was  held  at  St.  Mary's  General  Hospital  in  Lewiston, 
Maine  on  Febtuaty  16,  1967. 

The  meeting  was  called  to  order  by  the  President,  Daniel  R. 
Shields,  M.D.  with  nineteen  members  present.  j[ 

The  proposal  of  Paul  J.  Fortier,  M.D.  regarding  "privileged  5! 
communication  between  the  physician  and  his  patient  ’ was  ap- 
proved.  This  proposal  is  to  be  sent  to  Dr.  Hanley  to  be  ' 
placed  on  the  agenda  of  the  Interim  Meeting  of  the  Maine  i 
Medical  Association  House  of  Delegates.  * 

Dr.  Shields  discussed  the  December  meeting  with  lawyers  • ; 
and  the  Medical-Legal  Cooperation  Agreement.  It  was  voted  | i 
to  accept  this  agreement.  I , 

Eustache  N.  Giguere,  M.D.  read  a resolution  on  the  death  ' j 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 
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Ihe  ubiquitous  world  of  summer  allergies 

Donald  L.  Unger,  M.D.  • Clinical  Assistant  Professor,  Department  of  Medicine  (Allergy),  Stritch  School  of  Medicine  (Loyola). 


In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.'  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  hne 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.’’ 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

Gariy  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.^  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever.”  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.^  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another 


lagweed  is  the  "Big  Daddy”  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener- 
ally from  mid- August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 


in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  w hich  may  he  w indhorne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  ^ork  City,  in  which  90'  < or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  w'ere 
virtually  identical  in  all  five.' 

Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
■ States  and  portions  of  Canada  and  Mexico. 

'\^hile  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  w'ives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  w'ith  the  first 
frost.  Altcrnaria-sensitive  patients  are  in  their  glory 
when  there  is  snow'  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  w'ith  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 
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Helminthosporium  arc  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 

Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
tw'O  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  know'ii 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.'  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  catry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  betw'cen  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.'’  Both  of 
these  forms  of  insect  allergy  may  be  benehtted  by 
hyposensitization. 

I’he  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  bew  are,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
Linderbrush  w ith  the  Boy  Scouts  might  turn  into  a 
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nightmare  for  the  botanical ly  uninitiated  in  the 
causes  of  thus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  nor  have  noted  that  it  wasn’t 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  thus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  thus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

3nother  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.^  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.®  It  is  customary  to  write 
"heart  attack’’  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,”  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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of  Harold  S.  Pratt,  M.D.  It  was  voted  to  send  a copy  to  his 
widow  and  to  enscribe  a copy  on  the  Association’s  records. 

Mr.  Thomas  Kane,  Drs.  Henry  C.  Thacher,  Najib  Pandya 
and  Bournakel  served  on  the  panel  for  discussion  of  mental 
health  plans.  Mr.  Kane  traced  the  development  of  the  mental 
health  plan  pointing  out  it  was  unique  in  that  it  was  devel- 
oped outside  the  hospital  then  moved  to  the  hospital,  rather 
than  developing  in  the  hospital  then  moving  out  into  the  com- 
munity. Dr.  Pandya  discussed  the  types  of  treatment  to  be  in- 
stituted, some  of  course  depending  on  future  staffing  funds.  Dr. 
Thacher  discussed  the  services  to  be  provided  by  the  hospitals, 
again  some  projected  to  the  future,  and  outlined  the  24-hour 
emergency  care  and  services.  Dr.  Bournakel  outlined  the  area 
concept  as  provided  in  the  State  Survey. 

Donald  L.  Anderson,  M.D.,  Secretary 


KENNEBEC 

A combined  meeting  of  the  Kennebec  County  Medical  As- 
sociation and  the  Maine  Thoracic  Society  was  held  at  the  Fen- 
way-Maine  Motel  in  Waterville,  Maine  on  March  16,  1967. 

Dr.  Louis  Weinstein,  the  guest  speaker,  was  introduced  by 
the  President,  Robert  L.  Ohler,  M.D.  Dr.  Weinstein  discussed 
the  problem  of  "Endocarditis"  — the  pathogenesis,  symptoma- 
tology, diagnosis  and  treatment.  He  enumerated  the  numerous 
differences  between  subacute  bacterial  endocarditis  and  acute 
bacterial  endocarditis. 

A short  business  meeting  was  held  following  this.  Kevin 
Hill,  M.D.  reminded  the  Association  of  pending  legislation 
which  would  legalize  the  treatment  by  chiropractors  of  em- 
ployees under  the  Workmen's  Compensation  Law.  He  urged 
the  members  to  contact  their  representatives  regarding  this. 

Alta  Ashley,  M.D.  briefly  mentioned  the  problem  of  syphilis 
control. 

LUCIEN  F.  Veilleux,  M.D.,  Secretary 


AROOSTOOK 

Aroostook  County  Medical  Society  officers  for  1967; 
President,  Samuel  Rideout,  M.D.,  Fort  Fairfield 
Vice-President,  George  F.  Higgins,  M.D.,  Presque  Isle 
Secretary,  George  J.  Harrison,  M.D.,  Houlton 
Treasurer,  Clyde  I.  Swett,  M.D.,  Island  Falls 
Delegates  to  the  Maine  Medical  Association  House  of 
Delegates:  Drs.  John  B.  Madigan,  Houlton,  Melvin  R. 
Aungst,  Fort  Kent  and  H.  Douglas  Collins,  Caribou. 
Alternates:  Drs.  George  F.  Higgins,  Rodrigue  J.  Albert, 
Fort  Kent  and  Frederick  J.  Gregory,  Caribou 

George  J.  Harrison,  M.D.,  Secretary 


New  Members 

ANDROSCOGGIN 
Wallace  E.  Viles,  M.D.,  Turner  04282 

CUMBERLAND 

ean  J.  Bousquet,  M.D.,  Maine  Medical  Ctr.,  Portland  04102 
kbram  I.  Cohen,  M.D.,  Smith  St.,  Harrison  04040 

YORK 

hihp  G.  Whitney,  M.D.,  10  Amherst  St.,  Biddeford  04005 


COUNTY  SOCIETY  OFFICERS 
Androscoggin 

President,  Daniel  R.  Shields,  M.D.,  Lewiston 
Secretary,  Donald  L.  Anderson,  M.D.,  Lewiston 

Aroostook 

President,  Samuel  Rideout,  M.D.,  Fort  Fairfield 
Secretary,  George  J.  Harrison,  M.D.,  Houlton 

Cumberland 

President,  Charles  W.  Capron,  M.D.,  Portland 
Secretary,  Stanley  B.  Sylvester,  M.D.,  Portland 

Franklin 

President,  Paul  E.  Floyd,  M.D.,  Farmington 
Secretary,  Maynard  B.  Colley,  M.D.,  Farmington 

Hancock 

President,  Robert  D.  Wilson,  M.D.,  Bar  Harbor 
Secretary,  Russell  G.  Williamson,  M.D.,  Blue  Hill 

Kennebec 

President,  Robert  L.  Ohler,  M.D.,  Togus 
Secretary,  Lucien  F.  Veilleux,  M.D.,  Waterville 

Knox 

President,  Merrill  J.  King,  Jr.,  M.D.,  Rockland 
Secretary,  William  W.  Ward,  M.D.,  Rockland 

Fincoln-Sagadahoc 

President,  Charles  E.  Burden,  M.D.,  Bath 
Secretary,  George  W.  Bostwick,  M.D.,  Newcastle 

Oxford 

President,  Harry  L.  Harper,  M.D.,  South  Paris 
Secretary,  Walter  G.  Dixon,  M.D.,  Norway 

Penobscot 

President,  Jay  K.  Osier,  M.D.,  Bangor 
Secretary,  Charles  D.  McEvoy,  Jr.,  M.D.,  Bangor 

Piscataquis 

President,  Felix  M.  Garcia-Rey,  M.D.,  Milo 
Secretary,  Isaac  Nelson,  M.D.,  Greenville 

Somerset 

President,  Marian  L.  Strickland,  M.D.,  Canaan 
Secretary,  John  P.  Dow,  M.D.,  Pittsfield 

Waldo 

President,  John  R.  Webber,  M.D.,  Belfast 
Secretary,  Seth  H.  Read,  M.D.,  Belfast 

Washington 

President,  Robert  G.  MacBride,  M.D.,  Lubec 
Secretary,  Karl  V.  Larson,  M.D.,  East  Machias 

York 

President,  Eugene  P.  Wolfahrt,  M.D.,  Saco 
Secretary,  Charles  W.  Kinghorn,  M.D.,  Kittery 
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News,  Notes  and  Announcements 


New  England 

Obstetrical  and  Gynecological  Society 
Spring  Meeting 
Wednesday,  May  3,  1967 
Sheraton  Eastland  Motor  Hotel 
Portland,  Maine 

Morning  Program 

9:00  A.M.  Registration 

10:00  A.M.-12:30  PM.  State  of  Maine  Ballroom 
Gynecologic  Radiotherapy 

Robert  A.  Bearor,  M.D.,  Senior  Radiologist,  Maine 
Medical  Center 

Incidence  Trends  in  Cancer  of  the  Uterus 
Joseph  E.  Porter,  M.D.,  Chief  Pathologist,  Maine  Med- 
ical Center 

Joseph  F.  Stocks,  M.D.,  Resident  in  Pathology,  Maine 
Medical  Center 

Thyroid  Disease  in  Pregnancy 

Stanley  E.  Herrick,  Jr.,  M.D.,  Director,  Division  of 
Medical  Radioisotopes,  Maine  Medical  Center 

12:30  P.M.  Luncheon:  Hawaiian  Hut 

12:30  P.M.  Luncheon  and  Council  Meeting:  Sebago  Room 


Afternoon  Program 

2:00-4:30  P.M.  State  of  Maine  Ballroom 

Monitoring  the  Fetal  Heart  During  Labor 
Edward  J.  Quilligan,  M.D.,  Professor  and  Chairman  of 
Department  of  Obstetrics  and  Gynecology,  Yale  University 
School  of  Medicine 

Resuscitation  in  the  Delivery  Room 

Howard  P.  Sawyer,  Jr.,  M.D.,  Senior  Anesthesiologist, 
Maine  Medical  Center 

Panel  on  Pelvic  Congestion  Syndrome 

Eugene  C.  McCann,  M.D.,  Moderator,  Chief  Obstetrician 

and  Gynecologist,  Maine  Medical  Center 

Robert  M.  Morrison,  M.D.,  Junior  Obstetrician  and 
Gynecologist,  Maine  Medical  Center 

Buell  A.  Miller,  M.D.,  Associate  Medical  Staff,  Maine 
Medical  Center 

4:45  P.M.  General  Meeting  of  the  Society 

5:30  P.M.  Social  Hour:  Cast! ne  Room 

6:30  P.M.  Dinner:  State  of  Maine  Ballroom 
Miss  Patty  Delaney,  Soloist 

Entertainment:  Downcast  Humor 
Mr.  Steve  Merrill 

Non-members  as  well  as  members  of  the  New  England 
Obstetrical  and  Gynecological  Society  are  invited  to  attend. 


Department  of  Health  and  Welfare 
Division  of  Maternal  and  Child  Health 
Including  Services  for  Crippled  Children 

(By  Appointment  Only) 
Orthopedic  Clinics 

Augusta  — Augusta  General  Hospital 
1 :00  p.m. : Apr.  27 
Bangor  — St.  Joseph  Hospital 

9:00  a.m.  and  1:00  p.m.:  May  25 
Half-day  sessions:  Apr.  27,  June  22 
Fort  Fairfield  — Community  General  Hospital 
9:00  a.m.  and  12:30  p.m.:  May  8 
Fort  Kent  — Peoples  Benevolent  Hospital 
10:00  a.m. : May  9 

Lewiston  - Central  Maine  General  Hospital 
9:00  a.m.:  Apr.  21,  May  19,  June  16 
Machias  — Down  East  Community  Hospital 
9:00  a.m.:  Apr.  28 
Portland  — Maine  Medical  Center 
9:00  a.m.:  May  8,  June  12 
Presque  Isle  — Arthur  R.  Gould  Memorial  Hospital 
9:00  a.m.  and  12:30  p.m.:  May  10 
Rockland  — Knox  County  Hospital 
1 :30  p.m.:  May  18 
Rumford  - Community  Hospital 
1 :30  p.m.:  June  21 
Waterville  — Thayer  Hospital 
1 :30  p.m. : June  22 

Cardiac  Clinics 

Bangor  — Eastern  Maine  General  Hospital 
9:00  a.m.:  Apr.  28,  May  12,  26,  June  9,  23 
Portland  — Maine  Medical  Center 

9:00  a.m.:  Every  Friday  (holidays  excepted) 

Cleft  Palate  Evaluation  Clinic 

Portland  — Maine  Medical  Center 
10:00  a.m. : May  9 

Pediatric  Clinics 

Bangor  — Eastern  Maine  General  Hospital 
1:30  p.m.:  Apr.  28,  May  26,  June  23 
Presque  Isle  — Anhur  R.  Gould  Memorial  Hospital 
1 :30  p.m. : May  24,  June  21 

Clinics  for  Mentally  Retarded 
Preschool  Children 

Waterville  — Thayer  Hospital 

9:00  a.m.:  Apr.  26,  May  3,  17,  31,  June  7,  21 
Lewiston  — Central  Maine  General  Hospital 
9:00  a.m.:  May  8,  June  12 
Lewiston  — St.  Mary’s  General  Hospital 
9:00  a.m.:  Apr.  24,  May  22,  June  26 

Cystic  Fibrosis  Clinics 

Lewiston  — Central  Maine  General  Hospital 
9:00  a.m. : May  5,  June  2 
Portland  — Maine  Medical  Center 
9:00  a.m.:  Apr.  18,  May  16,  June  20 

Convulsive  Clinic 

Fort  Fairfield  - Community  General  Hospital 
1 :30  p.m. : May  3 
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Nutrition  and  Your  Health 
Annual  New  England  Health  Conference 
Southwick  Auditorium,  University  of  Vermont 
Hurlington,  Vermont 
May  17,  1967 

9:00  A.M.  Registration  and  Coffee  Hour 

Medical  Problems  Related  to  Nutrition 

Howard  J.  Farmer,  M.D.,  General  Practitioner,  St. 

Johnsbury,  Vermont 

Understanding  Psychological  Attitudes  of  Eating 

Dr.  Robert  B.  Lawson,  University  of  Vermont,  College 

of  Arts  and  Sciences,  Department  of  Psychology 

Let's  Eat  Lunch 

Blair  Williams,  University  of  Vermont,  College  of  Ag- 
riculture and  Home  Economics;  Chairman,  Department  of 
Home  Economics 

Lunch 

1:15  P.M. 

Food  Becomes  You 

Dr.  Norman  Alpert,  University  of  Vermont  College  of 
Medicine,  Professor  of  Physiology  and  Biophysics 

Promoting  Good  Nutrition 

Dr.  Mary  Hill,  U.S.  Department  of  Agriculture,  Nutri- 
tionist 

Nutrition  — The  Time  Tunnel 

Dr.  Phillip  White,  American  Medical  Association;  Sec- 
retary, Council  on  Nutrition 
Summary  and  Question-Answer  Period 


State  of  Maine  Hoard  of  Registration  of  Medicine 
Secretary  — George  E.  Sullivan,  M.D. 
Waterville,  Maine 


Physicians  Licensed  to  Practice  Medicine  and 
Surgery  in  the  State  of  Maine 
November  8-10,  1966 

Through  Examination 

Mehdi  Adeli,  M.D.,  3254  South  Union  Ave.,  Chicago,  111. 
Klaus  Anselm,  M.D.,  6 Autumn  St.,  Boston,  Mass. 

Ernesto  G.  Ballesteros,  M.D.,  292  Hammond  St.,  Bangor,  Me. 
|Kshitish  C.  Das,  M.D.,  Ypsilanti  State  Hosp.,  Ypsilanti,  Mich. 
|Tomas  A.  Duran-Quevedo,  M.D.,  42  Main  St.,  Livermore  Falls, 

L 

iThomas  A.  Farrell,  M.D.,  Hillside  Rd.,  Brunswick,  Me. 
raWilliam  J.  Finlayson,  M.D.,  171  Harrison  Ave.,  Boston,  Mass. 
HFrancisco  S.  Floro,  M.D.,  1927  Reid  Ave.,  Lorain,  Ohio 
Msmet  Hallac,  M.D.,  94  Sudbury  Lane,  Williamsville,  N.Y. 
i Anthony  B.  Hill,  M.D.,  Memorial  Hosp.,  Worcester,  Mass. 
Akram  M.  Hilmi,  M.D.,  34-34  77th  St.,  Jackson  Heights,  N.Y. 
[ulio  Joison,  M.D.,  The  Mount  Sinai  Hosp.,  New  York,  N.Y. 
fani  Karkalas,  M.D.,  Box  5,  Howard,  R.I. 

Vtuhlis  Y.  Kaya,  M.D.,  Cleveland  Metropolitan  Gen.  Hos., 
Cleveland,  Ohio 

-ucy  G.  Matriano,  M.D.,  350  Lenox  Rd.,  Brooklyn,  N.Y. 
avier  Quintero-Chica,  M.D.,  164-10  84th  Ave.,  Jamaica,  N.Y. 
irlinda  C.  Roldan,  M.D.,  Box  C,  Pownal,  Me. 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains; 

♦Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  he  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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TTuidUione 


Constantine  A.  Sarantopoulos,  M.D.,  425  N.  7th  St.,  Martins 
Ferry,  Ohio 

Sargit  Singh,  M.D.,  5260  Kent  St.,  Halifax,  N.S. 

Aaly  Tambe,  M.D.,  St.  Vincent  Charity  Hosp.,  Cleveland,  Ohio 
Francis  L.  Turner,  M.D.,  27  Frost  Lane,  Cornwall,  N.Y. 

Elisabeth  E.  von  Felbert,  M.D.,  647  Albany  Ave.,  Brooklyn, 
N.Y. 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


1S 


Each  tablet  contains: 

Potassium  Iodide 19.a  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Cai.  tion:  May  be  habit  forming.  . , 21  Utg. 

Ephedrine  HCl 16  mg. 

FbDERAI,  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  L'sual  for  aminophylline-cphcdrine- 

phcnobarbiial.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

dosage: 

One  tablet,  wdth  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


ML'DR.ANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolatc 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MLIDRANi:  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat  pharmaceuticals  since  1856 


Through  Reciprocity 

Jose  V.  Amorin,  Jr.,  M.D.,  297  Center  St.,  Bangor 
Real  Bernard,  M.D.,  B.P.  128,  Beauceville,  Can. 

Robert  C.  Britt,  M.D.,  135  Adam  St.,  Tonawanda,  N.Y. 

Dennis  J.  Carlson,  M.D.,  10  Hampshire  Rd.,  Durham,  N.H. 
Carmel  L.  Davy,  M.D.,  61  Thomas  St.,  Portland,  Me. 

Kamel  J.  Hassan,  M.D.,  7109  Amy  Lane,  Bethesda,  Md. 

Paul  J.  Jabar,  M.D.,  Box  71,  Clinton,  Me. 

Alinawaz  K.  Moghal,  M.D.,  Ottawa  Civic  Hosp.,  Ottawa,  Can. 
Lincoln  Opper,  M.D.,  Camden,  Me. 

Martin  E.  Robinson,  M.D.,  Hopewell  Jet.,  N.Y. 

Donald  M.  Robertson,  M.D.,  Milbridge,  Me. 

Carl  F.  Root,  M.D.,  Freeport,  Me. 

David  M.  Sensenig,  M.D.,  431  State  St.,  Bangor,  Me. 

Terrance  J.  Sheehan,  M.D.,  Clinton  Rd.,  Cape  Eilzabeth,  Me. 
Randall  H.  Silver,  M.D.,  Maine  Coast  Mem.  Hosp.,  Ellsworth, 
Me. 

James  H.  Thaidigsman,  M.D.,  Temple  Univ.  Hosp.,  Philadel- 
phia, Pa. 


DEPARTMENT  OE  HEALTH  AND  WELEARE 
Continued  from  Page  86 

ward  insuring  food  safety  by  thorough  cooking  and 
prompt,  low  temperature  refrigeration  of  all  foods  po- 
tentially contaminated  with  Salmonellae.  Protection  of 
foods  from  contamination  by  human  carriers  is  best  ac- 
complished by  continuous  education  in  good  food  han- 
dling technics  and  strict  supervision  of  food  handlers. 
It  should  be  mandatory  for  food  handlers  to  consult  a 
physician  if  symptoms  of  gastroenteritis  develop.  The 
yield  of  carriers  from  this  requirement  would  be  greater 
and  much  more  meaningful  than  the  food  handler  stool 
examination  used  as  part  of  a preemployment  examina- 
tion. An  exception  to  this  condemnation  of  routine  stool 
examination  would  be  to  recommend  it  for  hospital, 
convalescent  and  nursing  home  personnel.  The  hyper- 
susceptibility of  patients  in  these  institutions  necessitates 
the  use  of  every  possible  device  to  insure  a salmonella- 
free  environment,  including  the  personnel. 

To  recapitulate,  salmonellosis  is  a present  and  in- 
creasing threat  to  health  and  productivity.  The  bacteria 
are  widespread  but  may  be  prevented  from  causing  ill- 
ness by  safe  food  handling  practices  and  by  reducing 
the  sources  of  the  organisms.  Accurate  diagnosis  de 
pends  upon  adequate  culturing  service  in  the  labora- 
tory. Antimicrobial  drug  therapy  should  be  used  only 
when  the  illness  persists  or  complications  are  observed. 
Prompt  and  complete  reporting  of  all  cases  will  make  it 
possible  for  health  authorities  to  assess  the  problem  lo- 
cally and  to  initiate  efforts  toward  tracing  the  source 
of  the  organisms. 


People  keep  asking  us: 


Why  do  you  call  the 


a sanitation  system 
instead  of  a vacuum  cleaner?^’’ 


(The  problem  ol  overcomirrg  increasing  air  pollution  is  one  ol  the  most  urgent  lacing  your  instrtutron  arrd  the  entire  comn^un 
oday  How  FILTER  QUEEN  through  its  unigue,  patented  Eilter  Cone  helps  combat  air  pollution  while  it  deans,  should 
ol  vL  interest  to  every  member  ol  your  hospital  stall.  We  hope  you  will  mark  these  pages  and  route  them  accordrngF]. 


1.  Every  hospital  has  its  dust  and  odor  problems, 


Dramatic  smoke  test 
shows  how 
FDILTE^  QUEIEINl 


removes  air-horne 
contaminants  and 
offensive  odors 


helps  purify 
le  air  while  it  cleans! 


at  is  why  we  call  ^DDJiriEI^  QOIEIE^ 

anitation  system  instead  of  a vacuum  cleaner! 


W OF  THE  HUNDREDS  OF 
OSPITALS  NOW  USING 
FILTER  QUEEN: 


cleaning  method  that  does  so  much  more  it  has  to  be  called  a Sanitation  System. 


Tununity  Hospital Fresno,  California 

lorial  Hospital Atlanta,  Georgia 

)ital Columbus.  Ohio 

ity  General  Hospital Paris,  Tennessee 

Hospital Detroit,  Michigan 

Hospital Ft.  Lauderdale,  Florida 

> City  Genl.  Hospital..  Los  Angeles,  California 

)rial  Hospitals Boston,  Massachusetts 

lege  of  Virginia Richmond.  Virginia 

■n  Hospital Minneapolis,  Minnesota 

spital Summit,  New  Jersey 

Hospital Port  Huron,  Michigan 

Honolulu,  Hawaii 

emorial  Hospital Anderson,  Indiana 

ty  Hospital Worcester,  Massachusetts 


The  FILTER  QUEEN  sanitary  filter  cone 
is  a scientifically-designed  dust  separator, 
composed  of  a special  long-fibred  mat  of 
pure  cellulose,  chemically  treated  to  give  it 
the  necessary  strength  and  air-filtering 
characteristics. 

FILTER  QUEEN  is  a product  of  HEALTH-MOR,  INC., 
203  North  Wabash  Ave.,  Chicago.  III.  60601. 

In  Canada:  Filter  Queen  Corp.  Ltd., 

252  Victoria  St.,  Toronto,  Ont. 

In  Mexico:  Industrias  Filter  Queen,  S.  A., 
Jardin  No.  330,  Col  del  Gas,  Mexico  15,  0.  F. 


You'll  Imd  FILTER  QUEEN  Saniiation  Sysiems 
listed  in  your  Yellow  Pages  under  "Vacuum 
Cleaners".  IThat's  because  FILTER  QUEEN 
IS  fast  replacing  ordinary  yacuum  cleaners.l 


The  engineers  who  perfected  the  FILTER  QUEEN  machine  clearly  recog- 
nized that  all  bag-type  vacuum  cleaners  cannot  operate  with  maximum 
efficiency  because  they  use  a porous  bag.  So,  to  make  suction  cleaning  action 
truly  efficient,  they  had  to  find  a way  to  overcome  the  leakage  in  dust  and 
dirt  that  so  often  occurs  whenever  a porous  bag  is  used. 

The  highly  successful  result  was  an  entirely  different  air  flow  principle, 
known  today  as  Cyclonic  Cleaning  Action.  By  using  Cyclonic  Cleaning 
Action,  FILTER  QUEEN’S  designers  succeeded  in  not  only  collecting  the 
dust  and  dirt  normally  collected  by  vacuuming;  they  also  succeeded  in  trap- 
ping almost  invisible  airborne  contaminants  that  formerly  escaped  back  to 
repollute  the  air. 

The  difference  between  FILTER  QUEEN’S  remarkable  Cyclonic  Cleaning 
Action  and  ordinary  vacuuming  becomes  immediately  apparent  when  the 
Smoke  Test  pictured  at  left  is  made.  Smoke,  other  contaminants  and  offen- 
sive odors  virtually  disappear.  The  room  not  only  smells  clean— it  is  clean! 

The  key  to  this  almost  magic  action  is  FILTER  QUEEN’S  patented  Sani- 
tary Filter  Cone.  (See  illustration.)  Inrushing  air,  laden  with  dirt  and  dust, 
is  deflected  by  a patented  inlet  guide  as  it  enters  the  FILTER  QUEEN  con- 
tainer, then  is  whirled  away  by  centrifugal  force.  Foreign  matter  heavier 
than  air  is  forced  to  the  bottom  and  the  sides. 

Clean  air  is  filtered  through  our  exclusive  Sanitary  Filter  Cone  above  floor 
level,  leaving  smoke  as  well  as  dirt  and  dust  trapped  in  the  container.  That 
is  why  hundreds  of  hospitals  and  other  institutions  insist  on  the  FILTER 
QUEEN  Sanitation  System  over  any  type  of  vacuum  cleaner. 

Ask  your  local  FILTER  QUEEN  Distributor  to  make  FILTER  QUEEN’S 
dramatic  Smoke  Test  in  your  hospital.  Then  you  will  AWOIU  why  we  proudly 
call  it  a FILTER  QUEEN  Sanitation  System  instead  of  a "vacuum  cleaner.’’ 

DOCUiyiENTARY  PROOF:  /T  e would  hke  to  send  you,  with  our  compliments,  an  article  en- 
titled "Air  Hygiene  for  Hospitals”  which  appeared  in  the  Journal  of  the  American  Medical 
Association.  In  this  article  it  is  explained  what  happened  to  airborne  contaminants  when  a 
FILTER  QUEEN  was  used  in  a series  of  rigidly  controlled  tests  conducted  at  the  Harvard 
Medical  School.  If  rite  to  Health-Mor,  Inc,.,  203  North  If  abash  Ave.,  Chicago,  Illinois  60601 
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"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY 


For  the  taste 
you  never 
get  tired  of. 


ENDORSED  BY  THE  MAINE  MEDICAL  ASSOCIATION 

Eor  Its  Members 


MALPRACTICE  INSURANCE 

HARTFORD  INSURANCE  GROUP 

Noyes  & Chapman 

General  Insurance 

465  Congress  St. 

Portland,  Maine 

Serving  Maine  doctors  for  over  90  years 


LAWRENCE  D.  CHAPMAN 


772-2841 


Photo  professionally  posed 


Mike  expects  a penicillin  inlection. 
He’s  about  to  be  pleasantly  surprised. 


I His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen»Vee®  K (potassium  phenoxymethyl  penicillin). 

, It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
■ minutes.  Higher  serum  levels  generally  last  longer 
i than  \with  oral  penicillin  G. 

Indications:  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 

! Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
I disease. 

j Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
I or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
I treafing  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
i and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilific  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur:  if  so,  discontinue  and  take  appropriate  measures. 
Treat  ^-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms: 
history  of  penicillin  sensifivity 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units):  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 
per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


Vee  K 


ORAL  pgj,  . 

(potassium  phenoxymethyl  penicillin) 


when  he  jus't  cen’t  sleep 

T uinall 

Sodium  Amobapbital  and; 


Tinal  helps  wakeful  patients  fall  asleep  fast,  stay 
ateep  all  night. 

liJications.  Tuinal,  comprised  of  equal  parts  of  Seconal® 
Solium  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodi- 
m!  (sodium  amobarbital,  Lilly),  is  indicated  for  prompt 
ail  moderately  long-acting  hypnosis. 

C|(iitraindications;  Barbiturates  should  not  be  adminis- 
tfef'd  to  anyone  with  a history  of  porphyria,  nor  should 
thiy  be  given  in  the  presence  of  uncontrolled  pain,  be- 
case  excitement  may  result. 

Wrning;  May  be  habit-forming. 

if^iQufions;  Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 


Dosage:  1 to  3 grains  at  bedtime. 
Supplied:  V4,  t'A  , and  3-grain  Pulvules®. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  . Indianapolis,  Indiana  46206 


700196 


There  are  10,300* 
undetected  diabetics  in 

Maine 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 

Why  Wait? 


♦Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhardt,  Indiana,  U.S. A. 
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Ames 


Picture  of 
low  back  pain 


treated  with 
Parafon  Forte^iABLEis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Kafon  Forte  helps  to  relieve  pain, 

ajiore  mobility  . . . stop  pain-spasm  feedback 

[e'6  is  why.  Parafon  Forte  provides : 

^salicylate  analgesic  equal  to  aspirin  for  the  relief 
ff,]iin/-2  yet  unlikely  to  produce  the  irritation  to  the 
a^ric  mucosa  so  often  associated  with  salicylate 
i^apys 

skeletal  muscle  relaxant  shown  to  have  up  to  a 
hiur  span  of  action/-®  and  to  retain  effectiveness 
eion  continued  administration/-’^  but  which  does  not 
ivj  the  central  effects  of  tranquilizing  compounds, 
rfecribe  Parafon  Forte  for  lasting  spasmolysis 
ittmalgesia  in  sprains,  strains,  myalgias,  low  back 
bursitis  and  other  musculoskeletal  disorders. 
)Ui  patients  will  appreciate  the  restored  comfort 
idjasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “ McNE  I L”— bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  44:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  125:340,  1960.  6.  Settel,  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 
27:189,  1966.  *u.s.  patent  no.  2,895,377 

MCNEIL  LABORATORIES,  INC.,  FORT  WASHI NGTON,  PA. 
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^'’George  wants  to  know  if  ifs  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock^ 


f 

'i 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINr  LP 


PITMAN-MOORE  Divi  sion  of  The  Dow  Chemical  Company,  Indianapolis 
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USE  ‘polysporin: 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


® 


brand 


POLYSPORIN^ 

MIYMYXIN  B BACrritAM  ! 

, OINTMENT  I 

Wp  prevent  infection 
^^«rns,  and  abrasioi^^ 
aid  in  healing*  | 


BLUE  CROSS  AND  OTHER  INSURANCES  ARE  ACCEPTED 


sP|nii 

ANDREW  FERGUS,  M.D. 
Diplomate,  American  Board  of 
Psychiatry 
Chief  of  Staff 


PHILIP  BLINDER,  M.D. 
Psychiatrist 
Sec.  of  Staff 


• Utilizing  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 


The  Utterback  Private  Hospital 
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Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine 

Beautiful  Grounds,  Large  Rooms  with  Bath.  Mental  Health,  Care  for  the  Aged  and  Convalescent  Care. 


Reasonable  Rates 


“Livingston... vertigo  is  my  doom!" 
Cried  Stanley  in  his  doctor’s  room. 


Said  the  doc,  "For  your  ills 
I've  got  just  the  pills.” 


Said  Stan, 

"Antivert,  I presume.’ 


Mvert  estops  vertigo 

(meclizine  HCI,  niacin) 


Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients’ 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo.  Meniere’s  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation. severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low.  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg. /kg. /day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg. /kg. /day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./ day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t i d.  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians'  market  survey  organi- 
zation. 2.  Seal,  J.  C-:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Nepbdh^ 

geriatric  supplement 

helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  2000  U.S.P.  units 

Vitamin  D (ergocalciferol,  U.S.P.)  200  U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  0.5  mg. 

Vitamin  Bj  (riboflavin,  U.S.P.)  0.5  mg. 

Vitamin  B6  (pyridoxme  HCI,  U.S.P.)  0.5  mg. 

Niacinamide,  U.S.P.  50  mg. 

Calcium  pantothenate,  U.S.P.  5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate)  5 I.U. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  0.033  mg. 

Molybdenum  (from  sodium  molybdate)  0.066  mg. 

Copper  (from  copper  sulfate)  0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 

Magnesium  (from  magnesium  sulfate)  2 mg. 

Iodine  (from  potassium  iodide)  0.05  mg. 

Potassium  (from  potassium  sulfate)  1.66  mg. 

Zinc  (from  zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate)  3.40  mg. 

Vitamin  B12  (cobalamin  concentrate,  N.F.,  as 
StabletsS)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.)  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N F.  1.0  mg. 

Ethinyl  Estradiol,  U.S.P.  0.006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride)  50  mg. 

L-Glutamic  acid  30  mg. 


•Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS  PFIZER  & CO.,  INC 
NEW  YORK,  N Y 10017 


The  battle  with  bacteria:  cystitis 


Artist’s  conception  of  cystoscopic  view  of 
bladder  showing  congested  blood  vessels 
and  edema  around  ureteral  orifice. 


Bonsider  Ganlanol  (sulfamethoxazole) 


For  vigorous  treatment  of 
G.U.  infections  before  the  in- 
vaders become  entrenched . . . 

Gantanol  (sulfamethoxazole) 
offers  a comprehensive  spec- 
trum of  antibacterial  ef- 
fectiveness against  most 
common  gram-negative  as 
well  as  gram-positive  invad- 
ers. In  addition,  it  provides 
satisfactory  concentrations  in 
blood  and  urine  with  ready  diffusion  into  inter- 
lial  fluids  for  antibacterial  activity  at  foci  of  bacterial 


asion. 


|h  antibacterial  activity  against  £.  coli  and  other  corn- 
urinary  pathogens. . .A  review  of  153  cases  of  acute 
infections  reported  in  the  literature  shows  that 


re  prescribing,  please  consult  complete  product 
mation,  a summary  of  which  follows: 

[traindicated  in  sulfonamide-sensitive  patients, 
;nant  females  at  term,  premature  infants,  or  new- 
infants  during  first  three  months  of  life. 

lings:  Use  only  after  critical  appraisal  in  patients 
iver  damage,  renal  damage,  urinary  obstruction 
lood  dyscrasias.  If  toxic  or  hypersensitivity  reac- 
or  blood  dyscrasias  occur,  discontinue  therapy.  In 
mittent  or  prolonged  therapy,  blood  counts  and 
jand  kidney  function  tests  should  be  performed. 

lutions:  Observe  usual  sulfonamide  therapy  pre- 
,ons,  including  maintenance  of  an  adequate  fluid 
e.  Use  with  caution  in  patients  with  histories  of 
ies  and/or  asthma.  Patients  with  impaired  renal 
ion  should  be  followed  closely  since  renal  impair- 
may  cause  excessive  drug  accumulation.  Occa- 
I failures  may  occur  due  to  resistant  microorgan- 
Not  effective  in  virus  or  rickettsial  infections. 


I 


'se  Reactions:  Headache,  nausea,  vomiting,  urti- 
diarrhea,  hepatitis,  pancreatitis,  blood  dyscra- 
neuropathy,  drug  fever,  skin  rash,  Stevens-John- 


90%  responded  to  Gantanol  (sulfamethoxazole),  with 
over  one-half  of  these  patients  showing  excellent  relief 
of  symptoms. Even  in  stubborn  chronic  G.U.  infec- 
tions, almost  60%  of  450  patients  improved  on  Gantanol 
(sulfamethoxazole),  including  many  who  had  not  re- 
sponded to  other  antibacterials.^-^ 

Generally  uncomplicated  therapy  enhances  the  favor- 
able clinical  results... Of  the  total  686  patients  from 
the  studies  cited, only  three  discontinued  therapy  be- 
cause of  side  effects.  Most  of  the  side  effects  reported 
(approximately  3%)  were  mild  and  included  nausea 
and/or  vomiting,  skin  rash,  dizziness,  headache,  gas- 
tritis, generalized  uneasiness  and  itching. 

1.  Peters,  J.  H.:  J.  Urol..  1962.  2.  Draper,  J.  W„  et  a/.;  South.  M.  J., 

57:920,  1964.  3.  Stewart,  B.  L.:  J.  Urol.,  87:491,  1962.  4.  Hagstrom,  R.  S.: 
Rocky  Mountain  M.  J.,  59:(2),  37,  1962.  5.  Arnold,  J.  H,:  Clin.  Med.,  71:552. 
1964.  6.  Nelson,  C.  G.:  Colorado  GP,  3:(3),  2,  1961. 


son  syndrome,  injection  of  the  conjunctiva  and  sclera, 
petechiae,  purpura,  hematuria  or  crystalluria  may  oc- 
cur, in  which  case  the  dosage  should  be  decreased  or 
the  drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially,  then  2 tablets  b.i.d. 
or  t.i.d.  depending  upon  severity  of  infection.  Children 
— 1 tablet/ 20  lbs  initially,  followed  by  V2  tablet/ 20  lbs 
b.i.d. 

How  Supplied:  Tablets,  0.5  Gm,  bottles 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


when  there  are  bacterial  invaders 
In  the  bladder,  prostate  or  kidneys 

Ganlanol 

(sulfamethoxazole) 


of  50. 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS; 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

OEXTRO-AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Conlraindicolions:  Dextro-amphetamine  sulfate;  in 
hyperexcitabilily  and  in  agitated  prepsychotic 
states.  Previaus  allergic  or  idiosyncratic  reactions 
to  meprobomate. 

Precautions.  Use  with  caution  in  patients  hypersensi- 
tive to  sympothomimetic  compounds,  who  have 
coronary  or  cordiovosculor  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
omounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quontities  of  drugs.  Excessive  ond  prolonged  use  in 
susceptible  persons,  e g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  hos  continued  for  weeks  or  months, 
reduce  dosage  groduolly.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
os  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  ovoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grond  mol  ottocks.  Prescribe  cautiously  and  In 
small  quantities  to  patients  with  suicidol  tendencies. 
Side  Ellecis:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitobility, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
olso  been  observed,  especiolly  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nauseo,  vomiting,  diarrheo,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associoted  with  otaxia,-  the  symptom  con  usuolly  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions;  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A cose  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chiol  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (I  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly,  post  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyonomid  Company, 
Pearl  River,  New  York 
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INFLAMMATION 


t 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
orticosteroids  influence 
e inflammatory  reaction 


orking  with  phase-contrast  cine- 
icrography  on  living  animal  tissue, 
)ctors  Thomas  E Dougherty  and 
ivid  Berliner  of  the  University  of 
ah  College  of  Medicine  have  actu- 
y filmed  cellular  events  that  occur 
ring  the  inflammatory  reaction, 
is  remarkable  study*  and  addi- 
nal  work  by  these  investigators,  as 
1 as  by  others,  have  established  a 
V theoretical  biologic  basis  for  the 
iinflammatory  effect  of  the  corti- 
teroids.  (It  must  be  noted  that 
jer  theories,  such  as  the  lysosome 
so-called  “suicide  bag”  theory, 
e been  postulated,  although  it  is 
e likely  that  there  are  more 
;^larities  than  differences  among 
various  theoretical  models.) 

ic  inflammatory  wave 
of  destruction 

lis  investigation  an  injurious  in- 
on  of  gelatin  is  used  to  set  off  an 
mmatory  reaction  in  living 
le  tissue.  What  follows  is  a wave 
■structive  cellular  activity  that 
prises  the  inflammatory  re- 
|se  to  injury.  Mast  cells  (which 
In  heparin,  serotonin  and  hista- 
i)  take  up  water,  swell  and  rup- 
releasing  their  contents,  which 
xic  outside  the  mast  cell  waU. 
toxins,  in  turn,  cause  disinte- 
n of  other  cells  (such  as  fibro- 
i)  and  the  release  of  additional 
material.  Capillaries,  too,  take 
ter  and  leak  unformed  blood 
nts,  causing  edema.  And  poly- 
onuclears,  lymphocytes  and 
elial  cells  invade  the  inflamed 
s a result  of  all  these  changes, 
llular  environment  reaches  a 
if  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


1 


How  advances  in 
chemical  design 
\ave  achieved 
greater 

steroid  potency 


The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


CHjOH 

I 


Hydrocortisone 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  7 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  lielp  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  jiredict- 
ing  therajjeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay^'" 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone— show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hyd  rocortisone. 
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The  Antigranuloma  Assay^~*  also  I 
utilizes  adrenalectomized  rats.  Gran-  i 
ulomas  are  induced  by  subcutaneous  | 
implantation  of  cotton  pellets  on  j 
either  side  of  the  thorax.  The  degree  f 
of  granuloma  inhibition  achieved  by  1 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved  | 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these  ' 
methods  correlate  well  with  other  as-  < 
says  and  with  the  milligram  poten-  i 
cies  of  topical  steroids  in  current 
clinical  use.  I 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

‘Complete  bibliography  on  request.  tExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
I some  patients  with  dry  lesions,  the  solu- 
' tion  may  increase  dryness,  scaling  or 
I itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
jon  pregnancy,  the  safety  of  their  use  on 
jpregnant  females  has  not  absolutely 
|been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References;  1.  Lemer,  L.  J.,  Bianchi,  A.. 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activifles. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  publish^. 


fluocinolone  acetonide— an  original  steroid  from 

SYNTEXE 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


For  inflammatory 
dermatoses. . . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


You  can't  set  her  free. 
But  you  can  help  her 
feel  less  anxious. 


You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  T ransient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 
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IF  ADVERTISED 
IN  THE  J0URN4T 
IT  IS  GOOD 


Therapeutic  Effects:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal. hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Avaifabiiity:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Geigy 


Tandearil*  helps  osteoarthritic 

oxyphenbutazone  jojntS  ITIOVe  agalP 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 


3 out  of  4 osteoarthritics  com- 
pletely  or  markedly  improved 


Sperling,  I L : 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
T reatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964 

76.9%  of  407  patients 

Watts,  T W , Jr  T reatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin  Med.  73:65,  1966. 

84.6%  of  39  patients 

TA-4919  PC 


For  the  tense  patient  1 tat 


rememberthf 
extra  tablet  at  bedtirrif 


(diazepam 

Roche® 


Before  prescribing,, please  consult  complete  product 
information,  a summary  of  which  follows: 
Contraindications:  Infants,  patients  with  history  of 
convulsive  disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  patients  (not  more  than  1 mg,  one  or  two 
times  daily)  to  preclude  ataxia  or  oversedation.  Advise 
patients  against  possibly  hazardous  procedures  until 
correct  maintenanpe  dosage  is  established;  driving 
during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recom- 
mended. .Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established. 
Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advis- 
able in  long-term  use.  Cease  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitehient,  depression,  stimu- 
lation, sleep  disturbances,  hallucinations);  changes  in 
LEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCI. 

Dosage  — Adults;  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d^  alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cere- 
bral palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients;  1 or  2 mg/ day  initially,  increase 
gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
50  for  convenience  and  economy  in  prescribing. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  ln< 

Nutley,  N.J.  07110 
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Something  special 

Darvon"  Compound- 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride 
227  mg.  aspirin,  162  mg.  phenacetin,  and 
o?..1  mg.  caffeine.  ■ 
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Additional  information  available 
to  the  medical  profession  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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whatever  their  color, 
shape,  or  size... 

Benadryr 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 

for  controi  of 
aliergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  ootu 


PARKE-DAVIS 


HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


easurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


\ND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


BALTIMORE,  MARYLAND  21201 


Diagnosis; 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative’' 


Therapy: 

two  500  mg.  Caplets®  q.i  I 

(initial  adult  dose) 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive  organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
severe  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  lor  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  lor  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 
the  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  is  gained.  Infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  lor  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
bottles  of  1000.  250  mg.  lor  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
Society  lor  Microbiology,  1965,  p.  722. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 


NegGram 

Brand  of 

nalidixic  acM 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal  ; 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic^ 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in  \ 

more  than  2 out  of  3 patients  with  either  chronic  ^ 
or  acute  gram-negative  infections.''  ■ 

*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused  i 

by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter,  i 

Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the  , 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent.  | 
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MALPRACTICE  INSURANCE 

HARTFORD  INSURANCE  GROUP 

Noyes  & Chapman 

General  Insurance 

465  Congress  St. 

Portland,  Maine 

Serving  Maine  doctors  for  over  90  years 

LAWRENCE  D.  CHAPMAN  772-2841 


BLUE  CROSS  AND  OTHER  INSURANCES  ARE  ACCEPTED 


ANDREW  FERGUS,  M.D. 
Diplomate,  American  Board  of 
Psychiatry 
Chief  of  Staff 


PHILIP  BLINDER,  M.D. 
Psychiatrist 
Sec.  of  Staff 


• Utilizing  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 


The  Utter  back  Private  Hospital  | 

31  Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine  i| 


Beautiful  Grounds,  Large  Rooms  with  Bath,  Mental  Health, 


Care  for  the  Aged  and  Convalescent  Care. 


Reasonable  Rates 


‘‘Take  a laxative” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient, 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Ingelheim 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax. 

a gentle  persuasion 


4809 


Geigy 


why  wonder  about  a drug 

ivhenyou  know 

0ECLOMYCIIV 

OEMETHYLCHLORTETRACYCLINE 

s effective  b.Ld 


Ifs  made  for  b.i.d. 


:jctive  in  a wide  range  of  everyday  infections  — respira- 
R/,  urinary  tract  and  others — in  the  young  and  aged  — 
p acutely  or  chronically  ill  — when  the  offending  organ- 

1IS  are  tetracycline-sensitive. 

)fra/nd/cat/on  — History  of  hypersensitivity  to  demethyl- 
Drtetracycline. 

rn/ng— In  renal  impairment,  usual  doses  may  lead  to 
essive  systemic  accumulation  and  liver  toxicity.  Under 
|h  conditions,  lower  than  usual  doses  are  indicated 
J,  if  therapy  is  prolonged,  serum  level  determinations 
/ be  advisable.  A photodynamic  reaction  to  natural  or 
ficial  sunlight  has  been  observed.  Small  amounts  of 
g and  short  exposure  may  produce  an  exaggerated 
burn  reaction  which  may  range  from  erythema  to 
5re  skin  manifestations.  In  a smaller  proportion,  pho- 
lergic  reactions  have  been  reported.  Patients  should 
id  direct  exposure  to  sunlight  and  discontinue  drug  at 
first  evidence  of  skin  discomfort. 

cautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
■ organisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 


)ERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

4 1 7-6—4076 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


JUDGE  ANTIBIOTIC 


‘NEOSPORIN^ 


brand 


POLYMYXIN  B-BAGITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


i 


Picture  of 
bursitis 

iarafon  Forte  helps  to  relieve  pain, 

3‘store  mobility  . . . stop  pain-spasm  feedback 

.'ere  is  why.  Parafon  Forte  provides : 
tnonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
c paind-2  yet  unlikely  to  produce  the  irritation  to  the 
t stric  mucosa  so  often  associated  with  salicylate 
terapy^ 

a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6iour  span  of  action,^-®  and  to  retain  effectiveness 
een  on  continued  administration,®*'^  but  which  does  not 
hve  the  central  effects  of  tranquilizing  compounds. 
I escribe  Parafon  Forte  for  lasting  spasmolysis 
ad  analgesia  in  sprains,  strains,  myalgias,  low  back 
pin,  bursitis  and  other  musculoskeletal  disorders, 
liur  patients  will  appreciate  the  restored  comfort 
ad  lasting  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte®iABLEis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Cautions  and  side  effects:  Use  witli  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Sttpplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Theraiieutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  ct  al.i  Gastroenterology  44:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  i25:340,  1960.  5.  Settel,  E.:  Clin.  Med.  6 :1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 
27:189,  1966.  *u.s.  patent  no.  2,895,677 
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EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide ]9f)  mg. 

-■\minophylline 130  mg. 

Phcnobarl)ltal,  Caution:  .May  be  habit  forming.  . . 21  lUg. 

Ephedrine  HCl 16  mg. 

i,.\vv  rrohihits 

DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophvllinc-ephcdrine- 

phenobarbilal.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 


i)osac;f. 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 
Dispensed  in  bottles  of  100  and  1000  tablets. 


ML’DR.ANfi  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  .Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

ML'DRANI'^  GG  F.LIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  .Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Idixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

VVM.  P.  POVTHRES.S  & CO.,  INC. 

RICHMOND,  VIRGINI,^  23217 
.Manufacturers  of  ethicat pharmaceuticals  since  1856 


VALIUM 


(diazepam)RocIie' 


i 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning;  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  ai 
needed  or  tolerated.  As  is  true  of  all  CNS-acting^ 
drugs,  until  correct  maintenance  dosage  is  estab-^ 
lished,  advise  patients  against  possibly  hazardousf 
procedures  requiring  complete  mental  alertness  oi 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  otheii 
psychotropic  agents  is  not  recommended.  If  sucD 
combination  therapy  is  used,  carefully  consider  indi 
vidual  pharmacologic  effects  — particularly  witi 
known  compounds  which  may  potentiate  action  ol 
Valium  (diazepam),  such  as  phenothiazines,  bar 
biturates,  MAO  inhibitors  and  other  antidepressants  ■ 
Advise  patients  against  simultaneous  ingestion  oi 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg 
nancy  not  established.  Employ  usual  precautions  ir 
treatment  of  anxiety  states  with  evidence  of  impend 
ing  depression;  suicidal  tendencies  may  be  present; 
and  protective  measures  necessary.  Observe  usua  _ 
precautions  in  impaired  renal  or  hepatic  function ' 
Periodic  blood  counts  and  liver  function  tests  ad  ' 
visable  in  long-term  use.  Cease  therapy  gradually.  ; 

Side  Effects:  Side  effects  (usually  dose-related)  arc., 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache 
incontinence,  slurred  speech,  tremor  and  skin  rash;k(u 


paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states 
hallucinations)  ; changes  in  EEC  patterns  during  anc 
after  drug  treatment.  Abrupt  cessation  after  pro 
longed  overdosage  may  produce  withdrawal  symp 
toms  (convulsions,  tremor,  abdominal  and  musclf|| 
cramps,  vomiting,  sweating)  similar  to  those  seerjii 
with  barbiturates,  meprobamate  and  chlordiazepoxilJ 
ide  HCl.  iir 


Dosage  — Adults:  Mild  to  moderate  psychoneurotii 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho 
neurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol 
ism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 m: 
t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebra 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatrii 
patients:  1 or  2 mg/day  initially,  increase  gradual!] 
as  needed  and  tolerated.  (See  Precautions) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  50  and  500. 
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MPORTANT  NEW  INSIGHTS  INTO  HUMA^ 
lESPONSE  TO  EMOTIONAL  STRESS; 


impressive  new  confirmation  of  the  effectiveness  of 
alium®(diazepani) 


sk  your  Roche  representative  to  arrange  a 
resentation  of  this  important  and  fascinating 
'ew  technique  of  research  in  emotional  stress 
j a new  methodology .. .quantitative,  objective 
ileasurement  with  double-blind  controls. 


hease  see  opposite  page  for  important 
describing  information. 
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what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

H^time 
to  tine. 

Tuberculin, 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


Ihe  ubiquitous  world  of  summer  allergies 

Donald  L.  Unger,  M.D.  • Clinical  Assistant  Professor,  Department  of  Medicine  (Allergy),  Stritch  School  of  Medicine  (Loyola). 


In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.^  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  fine 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.” 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

0arly  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.^  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  w'ell 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever.”  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.^  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another 
excuse  not  to  mow  the  lawn  after  July  4. 

lagweed  is  the  "Big  Daddy”  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener- 
ally from  mid-August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 





in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five.'* 

Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 

Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt. ^ Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.^  Both  of 
these  forms  of  insect  allergy  may  be  benefitted  by 
hyposensitization. 

The  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 

( Concluded  on  following  page) 
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If  hile  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 


to  relieve  #(l)f  summer  allergies 
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Triaminic 

Each  timed-release  tablet  contains  phenylpro- 
panolamine hydrochloride  50  mg.,  pheniramine 
maleate  25  mg.  and  pyrilamine  maleate  25  mg. 


It’s  a comforting  thing  to  know 


For  product  information  see  following  page 


{Advertisement) 


nightmare  for  the  botanical ly  uninitiated  in  the 
causes  of  thus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn’t 
clover  he  jumped  through,  bur  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  rhus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  rhus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

Another  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  m rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlor tetracycline.^  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.®  It  is  customary  to  write 
"heart  attack”  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,”  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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How  can  he 
be  a sport 
with  a 


For  summer  allergies,  summer 
colds, ornasal  congestiondueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  triaminic. 
It’s  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  mid-after- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 
tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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Blessed  event? 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosjjhorated  carbohydrate 
solution 

emesis  control 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract.* *  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.^ 

*As  shown  by  in  vitro  studies. 

1.  Crunden.  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 

65:311  (Feb.)  1953. 


RORER 


Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 

!igue  is  part  of  her  prob- 
em,  Alertonic  can  help 
;ounteract  accompanying 
ipathy  and  inertia.  It 
lelps  lift  mood,  stimulate 
ippetite,  and  establish 
lew  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  1 5 % 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tahlespoonful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  B,)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyri- 
do.xine  hydrochloride  (vitamin  B,j),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline,!  100  mg.;  inositol,!  100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
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Pulmonary  Emphysema’ 
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Introduction 


The  role  of  bronchiolitis  in  the  pathogenesis  of  pul- 
monary emphysema  is  an  important  one  and  one  that  is 
still  not  fully  appreciated.  This  lack  of  appreciation  is 
due  in  part  to  conflicting  information  gained  from  basic 
pathologic-anatomical  research.  Although  most  published 
studies  were  made  on  emphysematous  lungs  removed 
from  patients  dead  of  the  disease,  interpretation  of  the 
results  differed  significantly  in  a number  of  instances. 

Amberson  and  Spain, ^ Spain  and  Kaufman,"  Reid® 
and  McLean’*  reported  the  finding  of  acute  and  chronic 
bronchiolitis  with  resulting  fibrosis,  and  all  of  them 
attributed  the  associated  pulmonary  parenchymal  damage 
to  small  airway  obstruction.  Anderson  and  Foraker®  also 
found  bronchiolar  inflammation,  but  in  addition,  they 
noted  an  accompanying  alveolitis  and  emphasized  its 
importance  as  the  cause  of  respiratory  tissue  destruction. 
Leopold  and  Gough'’  concluded  that  bronchiolitis  was  a 
constant  part  of  centrilobular  emphysema.  However, 
1 they  found  bronchiolar  narrowing  in  only  12%  of  their 
specimens  and  complete  obliteration  of  the  lumen  in 
I none.  Wyatt  and  his  associates,’’®  in  an  elaborate  study 
of  the  pathomorphology  of  the  emphysematous  complex, 
I reported  that  the  earliest  changes  were  an  irregular  dis- 
i tention  and  subsequent  dissolution  of  the  first  three 
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respiratory  bronchiolar  divisions.  Although  these  authors 
also  noted  the  presence  of  bronchiolitis,  they  were  of 
the  opinion  that  it  was  significant  in  only  about  half  of 
the  lungs  examined. 

In  more  recent  reports,  the  bronchioles  in  lungs  with 
advanced  emphysema  were  described  as  being  but  little 
changed  from  normal;  their  authors  believed  that  the 
important  pathological  lesions  involved  only  related 
structures.  Wright"  and  Snider  et  aP“  noted  marked 
attenuation  of  medium-sized  bronchi  and  attributed  air- 
way obstruction  to  their  collapse  during  expiration. 
Pratt  and  his  associates*'  focused  their  attention  on 
prominent  perforations  in  the  alveolar  walls  and  con- 
cluded that  the  progressive  loss  of  terminal  air  sacs  was 
the  principal  abnormality  in  pulmonary  emphysema. 

Differing  interpretations  of  results  gained  from  the 
study  of  like  materials  can  be  attributed  in  parr  to  the 
nature  of  the  specimens  and  to  the  various  methods 
employed  by  the  several  investigators.  Experience  has 
now  clearly  shown  that  lung  destruction  in  fatal  emphy- 
sema is  usually  so  extensive  that  any  evaluation  of  early 
bronchiolar  or  parenchymal  lesions  is  difficult  at  best. 
Approaches  to  the  problem  frequently  reflected  the 
author's  professional  background.  Pathologists  employed 
gross  and  histopathologic  techniques  while  pathophysiol- 
ogists tended  to  utilize  fume  fixation  of  expanded  lungs 
and  macroscopic  examination  by  stereomicroscopy.  After 
trying  all  of  the  described  methods,  workers  in  this  lab- 
oratory are  of  the  opinion  that  small  airway  disease  can 
best  be  evaluated  by  scrutinizing  serial  sections  of  dis- 
sected segments  of  the  bronchiolar  tree. 

While  reviewing  lungs  from  the  routine  autopsy  ser- 
vice, a surprisingly  high  incidence  of  subclinical,  but 
readily  apparent,  localized  pulmonary  emphysema  was 
noted.  Both  gross  and  microscopic  changes  satisfied  all 
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of  tlie  criteria  set  down  by  the  Expert  Committee  of 
the  World  Health  Organization'-'  for  the  pathologic 
diagnosis  of  that  disease.  In  a preliminary  study  it  was 
found  ( 1 ) that  these  emphysematous  lesions  varied 
from  mild  injury  of  a peripheral  secondary  lobule  to 
almost  total  destruction  of  one  or  more  pulmonary  seg- 
ments, and  ( 2 ) they  increased  in  number  and  size  with 
advancing  age. 

The  ready  availability  of  lungs  containing  a spectrum 
of  minimal  to  moderately  developed,  subclinical,  emphy- 
sematous foci  suggested  the  possibility  of  collecting  a 
series  of  specimens  showing  sequential  stages  of  the 
advancing  disease.  The  study  of  such  a composite,  na- 
turally occurring,  experimental  model  should  provide 
an  opportunity  to  scrutinize  and  evaluate  early,  morbid 
bronchiolar  and  parenchymal  changes  without  the  prob- 
lems associated  with  the  extensive  lung  destruction  of 
fatal  chronic  obstructive  pulmonary  emphysema.  A de- 
scription of  that  study  follows. 

Material  and  Methods 

Forty  lungs  were  collected  from  the  autopsy  service. 
Postmortem  examinations  were  carried  out  on  30  pa- 
tients because  of  fatal  trauma  or  unexplained  sudcfen 
death  in  an  apparently  healthy  individual.  The  remain- 
ing 10  patients  died  during  hospitalization  for  non- 
pulmonary  disease. 

Specimen  selection  was  made  on  the  basis  of  the 
following  conditions:  ( 1 ) The  presence  of  one  or  more 
macroscopic  areas  of  localized  pulmonary  emphysema, 
( 2 ) the  absence,  on  gross  examination,  of  coexistent 
pathologic  conditions  known  to  cause  emphysematous 
changes  in  the  lungs,  and  ( 3 ) the  absence  of  clinical, 
laboratory  and  roentgenologic  evidence  of  respiratory 
disease. 

All  lungs  were  fixed  at  a level  of  inflation  approxi- 
mating full  inspiration  by  { a ) introducing  a solution 
of  equal  parts  of  10%  formalin  and  70%  alcohol  into 
the  bronchial  tree,  or  ( b ) by  passing  warm  formalin 
vapor  into  an  exteriorized  bronchus  after  the  lung  had 
been  suspended  in  an  airtight  negative  pressure  chamber 
and  expanded  by  reducing  the  pressure  within  the  sealed 
compartment. 

The  processing  of  fixed  specimens  was  modified  to  fit 
the  severity  of  the  disease.  Those  divisions  of  the  bron- 
chial tree  which  directly  supplied  emphysematous  paren- 
chyma were  resected  intact  from  4 of  the  more  exten- 
sively damaged  lungs.  This  was  accomplished  by  strip- 
ping away  all  normal-appearing  pulmonary  tissue  be- 
tween the  line  of  excision  and  the  proximal  edge  of  the 
area  of  parenchymal  emphysema. 

One,  two  or  three  peripheral  secondary  lobules  were 
removed  as  an  intact  unit  from  24  of  the  less  severely 
involved  lungs  by  dividing  the  appropriate  interlobular 
septae.  The  bronchiolar  tree  and  its  attendant  pulmonary 
arteriole  were  resected  from  15  of  these  in  such  a way 
as  to  leave  only  emphysematous  lung  attached.  The  re- 
maining 9 specimens  consisted  of  single,  peripheral  sec- 


Fig.  1.  Right  lung  containing  relatively  extensive,  but 
still  subclinical,  emphysema.  Localized  disease  in  the 
apical  and  posterior  segments  of  the  upper  lobe  have 
become  confluent.  The  anterior  segment  is  involved  to 
a much  lesser  degree.  The  middle  and  lower  lobes  are 
within  normal  limits. 

ondary  lobules  with  minimal  centrilobular  emphysema. 
As  they  constituted  the  best  examples  of  early  disease, 
the  intact  lobule  was  serially  sectioned.  Parenchymal 
destruction  in  the  12  remaining  lungs  was  too  extensive 
to  be  processed  as  an  intact  unit,  so  representative  areas 
were  selected  by  stereomicroscopy  and  samples  removed 
for  more  detailed  study. 

All  embedded  tissues  were  sectioned  serially  at  5 
and/or  15  micra.  The  9 intact  single  peripheral  secon- 
dary lobules  were  cut  at  right  angles  to  the  main  bron- 
chiolar axis.  Parafirn  sections  were  stained  in  rotation 
with  hematoxylin  and  eosin,  by  the  Goldner-Foote  mod- 
ification of  Masson's  Trichrome  stain  and  with  Weigert’s 
resorcin-fuschin  stain  for  elastic  tissue.  As  part  of  the 
microscopic  examination,  bronchiolar  measurements 
were  taken  with  a micrometer  attachment. 

Camera  lucida  drawings  of  consecutive  intermediate, 
terminal,  and  respiratory  bronchioles  were  prepared 
from  the  serial  sections  of  3 resected  peripheral  secon- 
dary lobules.  The  tracings  of  one  of  the  more  typical 
examples  were  transferred  to  sheet  plastic,  and  a model 
of  the  diseased  segment  of  the  bronchiolar  tree  was 
constructed  at  50X  magnification. 

Control  specimens  were  obtained  either  from  un- 
involved pulmonary  parenchyma  within  the  same  lobe 
as  the  emphysematous  lesion  to  be  studied,  or  from  an 
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Fig.  2.  Partially  disseaed  peripheral  secondary  lobule 
immersed  in  water.  The  main  airway,  an  intermediate 
bronchiole  (IB),  enters  at  left,  gives  off  a large  lateral 
branch  and  continues  on  as  a first  order  conducting 
bronchiole  (CB).  The  latter  appears  slightly  bent,  mod- 
erately twisted  and  locally  dilated.  After  giving  rise  to 
several  terminal  conducting  bronchioles,  the  principal 
airway  divides  into  two  respiratory  bronchioles  at  (R). 
Coalescent  parabronchiolar  bullae  can  be  seen  along  the 
surface  of  the  principal  airway  and  many  of  its  branches. 
Confluent  collections  of  panbronchiolar  fibrosis  (F)  are 
shown  at  the  top  just  proximal  to  an  area  of  well 
developed,  subpleural  emphysema  (E) . X 30 

identical  location  in  another  normal  lung  that  had  been 
previously  matched  for  race,  sex  and  age. 

Results 

Specimens  were  collected  from  37  males  and  3 fe- 
males. Twenty-two  males  were  white.  Their  ages  ranged 
from  25  to  90  years,  with  an  average  of  56.9  years. 
Fourteen  males  were  negro.  Their  ages  ranged  from  21 
to  80  years  with  an  average  of  42  years.  The  remaining 
male  was  a 48-year-old  oriental.  The  3 females  were  27, 
32  and  45  year-old  negresses.  The  average  age  for  the 
entire  group  was  47.3  years. 

One  of  the  more  extensively  diseased  specimens  in- 
cluded in  the  study  is  shown  in  Fig.  1.  It  is  of  interest 
because  it  illustrates  the  degree  to  which  pulmonar)'  em- 
physema can  develop  and  still  not  be  clinically  apparent. 

Structural  alterations  of  the  bronchial  tree  were  most 
obvious  during  the  dissection  of  emphysematous  peri- 
pheral secondar}-  lobules.  Conducting  bronchioles  showed 
minimal  to  moderate  torsion,  frequent  segmental  dila- 
tation, and  moderate  to  marked  angulation  ( Fig.  2 ) . 
! Anatomical  distortion  w^as  most  pronounced,  however, 
■ in  first  order  respiratory  bronchioles.  One  or  more 
; branches  of  a terminal  bronchiole  either  formed  a 90- 
degree  angle  with  the  parent  airway  at  the  point  of 
■bifurcation  or  appeared  as  a round  or  sausage-shaped 
idilatation  from  which  2 to  4 second  order  divisions 
;arose  (Fig.  3). 

! Small  parabronchiolar  emphysematous  bullae  were 
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Fig.  3.  Partially  dissected  peripheral  bronchiolar  tree 
supplying  emphysematous  lung.  The  specimen  was  pho- 
tographed while  immersed  in  water.  The  terminal  con- 
duaing  bronchiole  (TC)  divides  into  three  respiratory 
bronchioles.  A peripheral  orifice  of  the  sharply  angu- 
lated  superior  branch  (Rl)  opens  directly  into  emphy- 
sematous lung.  The  middle  branch  (R2)  ends  in  three 
rounded  dilatations  having  a cloverleaf  pattern;  their 
destroyed  subdivisions  have  become  part  of  the  emphy- 
sematous process.  The  inferior  branch  (R3)  appears  as 
a cylindrical  dilatation  with  a terminal  orifice  that  also 
opens  direaly  into  emphysematous  lung.  Confluent 
parabronchiolar  bullae  surround  numerous  segments  of 
the  terminal  conducting  and  respiratory  bronchioles. 

X 60 

found  closely  attached  to  both  conducting  and  respira- 
tory bronchioles  (Figs.  2 and  3).  Communication  be- 
tween these  single  or  confluent  air  sacs  and  the  lumen 
of  the  larger  airway  could  be  demonstrated  in  most  in- 
stances through  a residual,  narrowed  orifice  in  the 
bronchiolar  wall.  This  and  other  observations  suggested 
that  parabronchiolar  bullae  were  remnants  of  destroyed 
right-angle  monopodial  branches  (Fig.  7). 

The  smallest  foci  of  emphysema  were  usually  found 
near  the  center  of  the  outer  half  of  diseased  peripheral 
secondary-  lobules.  Directly  related  functional  respiratory- 
units  just  distal  to  inflammatory  foci  in  intermediate  and 
terminal  conducting  bronchioles  had  been  damaged  or 
destroyed.  As  the  disease  progressed,  the  pathologic 
process  expanded  peripherally  until  it  reached  the  pleura 
and  lateral  fibrous  septae.  The  apex  of  the  secondary- 
lobule  was  usually  the  last  to  be  destroyed. 

The  following  measurements  exemplify-  the  size  of 
airways  which  appeared  to  play  a critical  role  in  the 
pathogenesis  of  obstructive  pulmonary-  emphysema.  Seg- 
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Fig.  4.  Chronic  bronchiolitis  affecting  a terminal  con- 
ducting bronchiole.  This  was  not  only  the  most  common 
type  of  small  airway  lesion  found  in  this  study,  but  its 
histopathologic  changes  closely  resemble  those  found  in 
lungs  from  patients  with  the  fatal  form  of  the  disease. 
The  pulmonary  arteriole  on  the  left  is  not  remarkable. 

X 150 

ments  of  the  bronchiolar  tree  studied  by  serial  sections 
ranged  from  10.92  to  20.71  mm  in  length  with  an  aver- 
age of  11.68  mm.  They  directly  supplied  emphysematous 
foci  and  contained  from  1 to  3 separate  pathologic 
lesions  measuring  from  0.5  to  2 mm  in  length.  Although 
luminal  narrowing  was  found  in  intermediate  bronchi- 
oles with  transverse  external  diameters  of  3-40  x 2.33 
mm,  significant  obstruction  occurred  most  frequently  in 
terminal  conducting  bronchioles  with  transverse  exter- 
nal diameters  ranging  from  0.925  x 0.740  mm  to  0.407 
X 0.222  mm.  Transverse  internal  diameters  in  the  latter 
group  varied  from  0.740  x 0.444  mm  to  0.148  x 0.074 
mm.  When  compared  with  the  controls,  the  airways  of 
diseased  bronchioles  were  reduced  from  50  to  80%  of 
normal. 

Pathologic  changes  in  the  bronchiolar  tree  varied  in 
type  and  severity  from  segment  to  segment.  Although 
there  was  some  overlapping,  the  histopathologic  findings 
were  sufiiciently  distinct  to  be  classified  as  follows: 

I.  Chronic  Bronchiolitis,  the  most  common  type  of 
small  airway  disease,  was  found  in  both  intermediate  and 
terminal  bronchioles.  Microscopically,  it  was  character- 
ized by:  (a)  a peribronchiolar  cuff  of  lymphocytes,  plas- 
ma cells  and  histiocytes  with  extension  of  the  cellular 
infiltrate  into  the  underlying  wall  and  mucosa;  (bj  nor- 
mal-appearing or  atrophied,  but  never  hypertrophied, 
smooth  muscle  bundles;  in  the  more  severe  lesions  small 
groups  of  myofibrils  had  been  replaced  by  fibrous  tissue; 

(c)  pronounced  thickening  of  the  basement  membrane; 

(d)  hyperplasia  and/or  metaplasia  or  bronchiolar  epi- 
thelium so  that  naturally  occurring  cuboidal  cells  had 
been  converted  into  active  goblet  cells,  pseudostratified 
columnar  or  squamous  epithelium,  and  ( e ) the  presence 
of  thick,  tenacious,  mucocellular  plugs  in  bronchiolar 
lumens  ( Fig.  4 ) . 

II.  Bronchiolar  Fibrosis  could  be  divided  on  the  basis 
of  the  location  of  lesions  into  the  following:  (a)  In- 


Fig.  5.  A segment  of  terminal  conducting  bronchiole 
completely  obliterated  by  intraluminal  fibrosis.  Intersti- 
tial inflammatory  mononuclear  cells  are  still  present. 
The  degree  of  structural  damage  is  indicated  by  the 
relative  sizes  of  the  occluded  bronchiole  and  its  associat- 
ed pulmonary  arteriole  shown  on  the  left.  Intimal 
proliferation  can  be  seen  on  the  side  of  the  blood  vessel 
nearest  the  bronchiolar  lesion.  X 150 

traluminal  fibrosis  was  an  infrequent  finding.  It  charac- 
teristically consisted  of  a collection  of  fibrocollagenous 
tissue  projecting  from  one  side  of  the  bronchiolar  wall 
and  partially  blocking  the  lumen.  ( b ) Obliterative  fibro- 
sis marked  the  site  of  an  almost  totally  occluded  lumen. 
The  lesion  appeared  as  single  or  paired  residual  collec- 
tions of  tightly  entangled  collagen  fibers  with  varying 
numbers  of  mononuclear  cells  persisting  in  their  inter- 
stices (Fig.  5).  Free  and  intracytoplasm ic  hemosiderin 
granules  were  prominent  in  some  instances.  Fragmented 
myofibrils  and  small  spaces  lined  by  cuboidal  epithelium 
were  frequently  all  that  remained  of  the  airway.  The 
length  of  occluded  segments  in  this  group  of  specimens 
varied  from  0.510  to  0.945  mm.  (c)  Peribronchiolar 
fibrosis  resulted  from  a much  more  extensively  destruc- 
tive pathologic  process.  Pulmonary  parenchyma  was  re- 
placed by  residual  scars  measuring  from  1.5  to  7.8  mm 
in  greatest  diameter.  Individual  lesions  encompassed 
from  2 to  5 bronchioles  with  surrounding  respiratory 
units.  In  some  specimens,  adjacent  foci  had  coalesced 
to  form  relatively  large  collections  of  fibrous  tissue  ( Fig. 
2).  Histologic  preparations  of  tissue  blocks  from  the 
scarred  lung  showed  a loose  mesh  of  collagen  fibers,  in- 
terstitial collections  of  mononuclear  cells,  varying-sized 
residual  spaces,  old  blood  pigment  and  deposits  of  car- 
bon particles.  Small  spaces  lined  by  atavistic  bronchiolar 
epithelium  indicated  the  location  of  a destroyed  airway 
( Fig.  6).  All  conducting  and  functional  respiratory  units 
distal  to  the  foci  of  fibrosis  were  either  markedly  dilated 
or  completely  destroyed;  in  most  instances,  they  formed 
the  proximal  edge  of  the  emphysematous  process. 

III.  Bronchiolar  "Valves”  were  of  two  types  and  each 
one  appeared  to  be  quite  capable  of  causing  mechanical 
airway  obstruction. 

(a)  Branch  Flap  Valves  were  found  at  points  of  bi- 
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Fig.  6.  Panbronchiolar  fibrosis.  A loose  network  of 
fibrocollagenous  tissue  has  replaced  the  bronchiole  and 
several  tiers  of  surrounding  alveoli.  The  mononuclear 
cell  infiltrate  suggests  continued  inflammatory  activity'. 
The  larger,  amorphous,  dark-staining  granules  are  hemo- 
siderin pigment.  Some  of  the  residual  air  spaces  are 
lined  by  cuboidal  epithelium.  Although  the  outer  coat 
of  the  pulmonary  arteriole  at  the  lower  left  blended 
with  the  scar,  no  thrombi  were  found.  X 150 

furcation  and  could  be  divided  into  the  following  types: 
( 1 ) A fibrous  tissue  lip  containing  lymphocytes  in 
large  numbers,  fewer  plasma  cells  and  histiocytes,  extra- 
j cellular  collections  of  particulate  carbon  and  smaller 
i clumps  of  hemosiderin  granules  significantly  narrowed 
. the  lateral  orifice  of  the  right-angle  monopodial 
! branches.  Limited  mobility  of  this  fibrocellular  flap  pre- 
vented  complete  occlusion  of  the  airway  - usually  a 
' respiratory  bronchiole.  Distal  to  the  constricted  opening, 
I morbid  bronchiolar  changes  ranged  from  moderate  dila- 
I ration  to  almost  total  destruction.  In  the  latter  instances, 
1 a parabronchiolar  bleb  was  all  that  remained  of  the  air- 
I way  ( Figs.  2,  3,  7). 

I ( 2 ) Terminal  orifices  of  first  or  second  order  respira- 
! tory  bronchioles  were  deformed  in  such  a way  as  to 
; create  an  even  more  effective  tissue  branch  valve.  The 
less  stable,  outer,  alveolar-containing  part  of  the  wall 
• had  broken  away  from  adjacent  supporting  respiratory 
units,  and,  as  a result,  was  freely  movable.  Reconstruc- 
tions of  serial  sections  showed  that  the  detached  flap 
could  permit  the  easy  passage  of  air  during  inspiration 
, and  effectively  block  its  egress  during  expiration.  The 
1 terminal  orifice  always  opened  directly  into  a parenchy- 
I mal  bulla  or  subpleural  bleb. 


Fig.  7.  Narrowed  lateral  orifice  of  destroyed  right- 
angle  monopodial  bronchiolar  branch.  A dense  concen- 
tration of  inflammatory  cells  and  carbon  particles  are 
present  in  the  wall  of  the  opening  which  connects  a 
terminal  conducting  bronchiole  (TCj  with  an  emphy- 
sematous bleb  ( B).  At  this  level  cellular  debris  is  seen 
partially  blocking  the  foramen.  All  supporting  connec- 
tive tissue  has  been  destroyed  transforming  the  adjacent 
bronchiolar  wall  into  a tissue  valve  which  can  close 
when  the  pressure  within  the  bleb  becomes  sufficiently 
high.  The  bifurcating  pulmonary  arteriole  to  the  left  is 
not  remarkable.  X 150 


Fig.  8.  Segmental  compression  valve  formed  by  a first 
order  respiratory  bronchiole  (Rl,  the  right  branch  of  a 
terminal  conducting  bronchiole.  The  section  was  taken 
at  the  level  of  bifurcation.  Fragments  of  destroyed  alveo- 
lar walls  can  be  seen  as  tissue  tags  on  the  outer,  mov- 
able wall  of  the  valve.  The  parabronchiolar  bulla  ( B) 
has  extended  to  partially  involve  the  outer  wall  of  the 
left  respiratory  bronchiolar  division  (L).  The  incision 
in  the  right  lateral  wall  of  the  specimen  was  made  dur- 
ing the  dissection  to  permit  stereomicroscopic  inspection 
of  the  lumen.  The  divisions  of  the  pulmonary  arteriole 
seen  below  their  respective  bronchioles  are  not  remark- 
able. X 150 

(b)  Segmental  Compression  Valves  were  also  lesions 
of  high  order  respiratory  bronchioles.  They  too,  re- 
sulted from  the  destruction  of  supporting  respiratory 
parenchymal  attachments  to  that  part  of  the  bronchiolar 
wall  not  anchored  by  fibrous  tissue  to  the  pulmonary  ar- 
teriole (Fig.  8).  The  involved  segment  in  this  type  of 
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Fig.  9.  Schema  showing  the  pathogenesis  of  chronic  obstructive  pulmonary  emphysema  as  suggested 
by  the  results  of  the  present  study.  Those  conditions  considered  to  be  clinically  and/or  pathologically 
more  important  are  shown  in  capital  letters.  An  interrupted  line  is  used  to  connect  chronic  bronchiolitis 
and  obstructive  pulmonary  emphysema  because  the  blocking  mechanism  in  this  type  of  airway  lesion  ap- 
pears to  be  functional  rather  than  anatomical. 

lesion,  however,  was  located  in  the  body  rather  than  at 
the  end  of  the  airway.  The  findings  indicate  that  this 
type  of  valve  became  operational  only  after  all  support- 
ing structures  were  destroyed  and  the  detached  portion 
of  the  bronchiolar  wall  was  sufficiently  mobile  to  re- 
spond to  differential  changes  in  pressure  during  respira- 
tion. The  degree  of  tension  within  adjacent  parabron- 
chiolar  bullae  appeared  to  be  the  controlling  factor;  a 
relative  increase  could  compress  the  wall  and  narrow 
the  airway. 

Discussion 

Early  and  minimal  emphysema  cannot  be  detected 
clinically.  Even  when  the  pathologic  process  is  well  de- 
veloped, roentgenograms  of  the  chest  are  of  little  value 
in  defining  the  true  limits  of  lung  destruction.  Pulmon- 
ary function  studies  and  blood  gas  determinations  pro- 
vide a dependable  index  of  the  disease’s  severity  only 
after  the  reduction  in  respiratory  reserve  approaches  a 


critical  level.  A detailed  anatomical  examination  of  the 
resected  lung  is,  therefore,  still  the  best  source  of  re- 
liable information  about  the  very  early  and  fundamental 
bronchiolar  and  functional  parenchymal  lesions  in 
chronic  obstructive  pulmonary  emphysema.  The  indi- 
cated role  of  small  airway  disease  in  the  pathogenesis  of 
this  pathological  process  is  shown  in  Eig.  9.  Intermedi- 
ate, conducting,  and  first  order  respiratory  bronchioles 
are  natural  sites  of  smoldering  infection  with  conse- 
quent luminal  alteration  for  the  following  reasons:  (1) 
They  all  lack  the  means  for  primary  defense  which  are 
normally  present  in  the  larger  divisions  of  the  bronchial 
tree,  e.g.,  cilia,  mucus  production,  etc.;  (2)  Terminal 
conducting  bronchioles  constitute  the  narrowest  air  pas- 
sages in  the  lung,  and  (3)  Respiratory  bronchioles  are 
normally  weakened  structurally  by  the  presence  of  al- 
veoli in  their  walls.  In  all  but  one  instance,  the  actual 
bronchiolar  lesions  responsible  for  obstruction  were  sim- 
ply manifestations  of  natural  inflammation  and  repair. 
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Like  their  larger  parent  structures,  conducting  and 
first  order  respiratory  bronchioles  lengthen  and  dilate 
during  the  inspiratory  phase  of  respiration  and  shorten 
and  contract  during  expiration.  Airway  obstruction  in 
two  of  the  three  main  types  of  pathologic  changes 
described  above  were  clearly  mechanical  in  nature.  It 
would  appear,  therefore,  that  they  would  only  slightly 
impede  a column  of  air  moving  into  the  lung  but  more 
effectively  block  its  egress.  Over  a period  of  time,  in- 
creasing volumes  of  trapped  air  could  cause  (a)  pro- 
gressive distention  of  respiratory  units  distal  to  the  ob- 
struction (s) , (b)  compression  of  blood  vessels  in  their 
walls,  (c)  nutritional  atrophy  of  their  supporting  struc- 
tures, and  ( d ) eventual  rupture  with  coalescence  of 
terminal  respiratory  bronchioles,  alveolar  ducts  and  al- 
veoli to  form  emphysematous  bullae.  If  this  primary 
process  repeats  itself  in  numerous  secondary  lobules 
throughout  the  lung  over  a long  period  of  time,  all  of 
the  signs  and  symptoms  of  chronic  obstructive  pul- 
monary emphysema  eventually  become  readily  appar- 
ent. 

Airw'ay  obstruction  by  the  third  type  of  lesion,  chronic 
bronchiolitis,  appears  to  be  more  functional  than  me- 
chanical. It  would  be  reasonable  to  assume  that  coexis- 
tent intramural  and  peribronchiolar  inflammatory  in- 
filtrates, a thickened  basement  membrane,  and  fibrous 
replacement  of  adjacent  myofibrils  could  limit  dilatation 
and  contraction  of  the  involved  segment  during  the 
respiratory  cycle.  An  actual  luminal  blcKk  apparently  oc- 
curs only  when  the  above  conditions  are  superimposed 
on  localized  mucosal  hyperplasia  and/or  mucocellular 
plugs.  The  latter  situation  is  not  an  uncommon  finding 
in  routine  paraffin  sections  of  emphysematous  lungs. 

The  findings  in  this  study  also  suggest  the  possibility 
that  untreated  bronchiolitis  can  be  a self-perpetuating 
disease.  Small  airways  that  have  become  twisted,  locally 
dilated  and/or  angulated  very  probably  have  lost  their 
natural  ability  to  expand  and  contract  as  the  patient 
breathes.  Mucus,  fluid  secretions,  cellular  detritis  that 
are  incompletely  expelled  tend  to  form  pools.  Retained 
debris  in  this  situation  makes  an  excellent  culture  media 
for  invading  organisms.  Clinical  evidence  indicates  that 
I patients  can  carry  their  smoldering  infections  for  long 
I periods  of  time.  Periodic  acute  flare-ups  are  not  uncom- 
« mon,  and  the  stage  is  continually  set  for  the  start  of  a 
; new  cycle  of  bronchopulmonary  destruction. 

Thickening  of  the  basement  membrane  is  one  of  the 
k more  striking  bronchiolar  changes  in  lungs  afflicted  by 
|t  chronic  obstructive  emphysema.  Explanations  of  this 
jp  particular  response  to  inflammation  have  never  been 
I;!  really  satisfactory.  It  has  been  generally  accepted,  how- 
ever,  that  the  thickening  is  due  to  hyperplasia  of  reticu- 
lin  and  elastic  tissue  fibers;  both  tissues  can  be  readily 
demonstrated  histochemically. 

Recently  reported  saidies  by  Pierce  and  his  asso- 
ti  ciates^^  have  raised  some  doubt  about  the  validity  of 
i|  this  concept.  Using  immunohistochemical  techniques, 
1 they  have  presented  convincing  evidence  that  basement 
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membranes  are  antigen ically  and  chemically  definable 
mucoproteins  which  are  synthesized  by  adjacent  epithe- 
lial cells.  Subsequent  studies  using  proteolytic  tech- 
niques^® have  further  indicated  that  these  mucoproteins 
are  chemically  distinct  from  the  scleroproteins.  Although 
there  is  as  yet  no  proven  relationship  between  the  degree 
of  epithelial  hyperplasia  and  basement  membrane  thick- 
ening, it  was  of  interest  to  note  in  the  present  study 
that  hyperplastic  bronchiolar  lining  cells  were  almost 
always  anchored  to  an  unusually  prominent,  subjacent 
connective  tissue  base  that  frequently  appeared  to  be 
several  layers  thick. 

Summary 

Lungs  with  anatomical  emphysema  that  ranged  from 
focal  centrilobular  damage  to  extensive  lobar  destruction 
were  removed  at  autopsy  from  40  individuals  who  had 
no  known  history  of  respiratory  disease.  After  special 
fixation,  the  emphysematous  lesions  were  resected  and 
arranged  in  order  of  progressive  enlargement  to  form 
a composite,  naturally  occurring  experimental  model  for 
the  study  of  early  and  evolving  small  airway  disease. 
This  approach  to  the  problem  was  designed  to  overcome 
the  difficulties  so  frequently  encountered  in  the  search 
for  still  present  small  airways  showing  early  lesions  in 
end-stage  emphysematous  lungs  from  patients  dead  of 
the  disease.  Supplying  bronchiolar  segments  with  at- 
tached damaged  respiratory  tissue  were  removed  by 
manual  dissection,  serially  sectioned  as  an  intact  unit, 
differentially  stained,  and  scrutinized  microscopically. 
Spatial  deformities  of  the  bronchiolar  tree  that  are  not 
apparent  in  routine  gross  pathological  examinations  and 
specific,  obstructive  bronchiolar  lesions  were  described 
and  classified.  Probable  mechanisms  by  which  they  in- 
terfere with  the  passage  of  air,  produce  anatomical  em- 
physema, and  foster  a smoldering  bronchopulmonary  in- 
fection were  considered. 
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Passage  of  the  Miller-Abbott  Tube 

Tibor  Dobv,  M.D.* 


On  occasion  hours  of  valuable  time  is  lost  in  trying  to 
advance  a Miller-Abbott  tube  into  the  duodenum  and 
beyond  without  success.  As  the  attempt  at  decompres- 
sion is  usually  accompanied  by  partial  or  complete  me- 
chanical obstruction,  valuable  time  is  lost  by  the  surgeon 
in  his  attempt  to  relieve  the  obstruction  and  to  solve 
this  menacing  problem.  The  restoration  of  electrolyte 
balance  and  normal  blood  pressure,  and  getting  the 
patient  out  of  shock  may  at  times  be  delayed.  This  does 
not  mean  only  a time  loss  but  also  loss  of  opportunity 
for  the  patient  to  regain  homeostasis. 

The  two  main  causes  of  inability  to  pass  the  Miller- 
Abbott  tube  are; 

1.  The  accumulation  of  gas  in  the  small  bowel.  This 
pushes  the  duodenum  and  stomach  upward  and  the 
resulting  change  in  the  position  of  the  pyloric 
canal  makes  the  path  of  the  tube  kinked  or  twisted. 
Probably  this  is  what  explains  Wangensteen’s 
statement:  "Unfortunately  in  the  patients  with  the 
greatest  distention,  in  which  quick  intubation  of 
the  duodenum  is  most  important,  in  these  very 
patients,  the  greatest  difficulty  is  had,  almost  in- 
variably. The  greater  the  distention,  apparently, 
the  greater  difficulty  in  securing  early  migration  of 
the  tube  out  of  the  stomach.” 

2.  Spasm  of  the  pyloric  canal  is  usually  the  main 
problem.  We  do  not  give  these  patients  contrast 
material  routinely  and  therefore  we  are  not  aware 
of  the  tremendously  increased  peristaltic  activity 
of  the  antrum  and  spasticity  of  the  pyloric  ring. 
However,  if  one  watches  the  Mercury  filled  Silver- 
sten  bag  of  the  tube  being  moulded  by  violent 
peristaltic  waves  and  the  inability  for  it  to  pass 
the  tight  pyloric  ring,  then  one  becomes  aware  of 
the  functional  pathology  in  that  region. 

The  administration  of  spasmolytic  agents  alone  does 
not  help  in  most  of  the  cases,  and  they  are  frequently 
not  used  at  all.  A recent  publication  using  the  topical 
application  of  Xylocaine®  for  relaxation  of  the  duodenal 
loop  for  diagnostic  purposes  gave  me  the  idea,  that 
probably  it  could  be  used  as  well  to  relax  the  pyloric 
spasm  in  obstruction. 

The  following  is  a designation  of  how  topical  Xylo- 
caine was  used  in  two  cases  at  the  Mercy  Hospital. 

1.  The  patient  is  given  0.5  mgm.  Atropine  Sulfate  s.c. 

2.  The  patient  is  positioned  with  the  right  side  down 
and  the  tube  directed  toward  the  pylorus  under 
fluoroscopic  control. 

3.  Xylocaine  Viscous®  is  injected  through  the  "suc- 
tion” part  of  the  Miller-Abbott  tube. 

‘Department  of  Radiology,  Mercy  Hospital,  Portland,  Maine 
04101. 


In  both  of  our  cases  the  tube  and  Mercury  bag  slipped 
into  the  duodenum  after  a half  hour  with  the  patient’s 
right  side  down.  In  neither  of  the  cases  did  the  Miller- 
Abbott  tube  with  the  bag  slide  into  the  duodenum  in 
the  same  position  for  several  hours  before  the  injection 
of  Xylocaine  Viscous. 

This  material  is  very  viscous  and  has  to  be  shaken 
before  used.  It  was  difficult  to  push  10  cc.  of  it  through 
the  tube  in  our  first  case  and  I think  only  a few  cc.’s 
reached  the  prepyloric  area,  because  the  rest  was  stick- 
ing to  the  wall  of  the  tube.  Realizing  this  difficulty,  in 
our  second  case  we  injected  a solution  of  5 cc.  Xylocaine 
Viscous  with  5 cc.  normal  saline,  which  lowered  the 
viscosity  somewhat  and  made  the  injection  less  difficult. 
Even  so,  it  took  a few  minutes  to  push  the  solution 
through  the  suction  tube.  Injection  of  5 cc.  of  saline 
afterwards  to  wash  the  sticky  Xylocaine  Viscous  off  the 
wall  is  recommended.  Warming  Xylocaine  Viscous  to 
bttdy  temperature  also  decreases  viscosity.  The  short 
histories  of  our  two  cases  follow. 

Case  Reports 

1. )  A 2 5 -year-old  female  patient  had  an  exploratory  lapa- 
rotomy with  appendectomy  1 and  V2  years  prior  to  admission  j 
at  which  time  pelvic  inflammatory  disease  was  also  noted.  This 
time  she  was  admitted  because  of  severe  cramps  for  5-'  days,  j 
temperature  103°  and  a blown-up  feeling  of  her  abdomen.  ! 
Abdominal  examination  revealed  marked  distention  and  high- 
pitched  bowel  sounds.  She  was  tender  in  the  lower  abdomen. 

On  pelvic  examination  extreme  tenderness  was  noted  in  both  ! 

adnexae,  more  marked  on  the  left.  White  blood  count  5000  1 

with  88  polys.  Sedimentation  rate  39.  The  diagnosis  was  pelvic  f 
cellulitis  causing  partial  bowel  obstruction  which  was  com- 
plicated  by  ileus.  The  x-rays  were  found  to  be  consistent  with  I' 
mechanical  obstruction,  with  air  fluid  levels  in  the  markedly  j 

distended  small  bowel  and  practically  no  gas  in  the  colon.  1 

Antibiotics  and  supportive  therapy  were  given  and  a Miller-  | 

Abbott  tube  introduced.  The  next  day  it  was  found  that  the  j 

Miller-Abbott  tube  was  coiled  in  the  fundus  of  the  stomach.  ; 

The  patient  was  sent  to  the  X-ray  Department  to  position  the  i' 

tube.  After  positioning  of  the  tube  with  the  tip  directed  toward  | 

the  pyloric  canal,  the  patient  was  sent  back  to  the  ward  and  ) 

after  three  hours  of  waiting  the  tube  still  did  not  pass  the  j 

pylorus.  Marked  moulding  of  the  Silversten  Mercury  bag  was  j 

seen  under  fluoroscopy.  To  prevent  further  delay,  we  gave  j 

the  patient  0.5  mg.  Atropine  Sulfate  S.E.  and  10  cc.  Xylocaine  j 

Viscous  through  the  suction  part  of  the  Miller-Abbott  tube. 

In  a half  hour  the  tip  of  the  tube  was  observed  to  have 
slipped  into  the  duodenum  and  carried  further  without  dif- 
ficulty. j 

2. )  A 33-year-old  man  admitted  for  his  fulminating  ulcera- 
tive colitis  with  several  perforations  and  abscess  formation  [ 
along  the  ascending  colon  and  descending  colon.  In  this  des-  ! 
perate  situation  after  long  deliberation  it  was  decided  to  try 

to  help  the  patient  with  resection  of  part  of  the  colon  and 
drainage  of  the  abscesses.  He  experienced  several  episodes  of 
breakdown  of  sutures.  The  patient  had  a downhill  course  and 
vomited  profusely.  The  electrolyte  balance  could  be  maintained 
only  by  intravenous  saline  and  nothing  was  tolerated  by  mouth.  i 


NINETEEN  HUNDRED  AND  SIXTi^-SEVEN— MAY 


It  was  essential  to  establish  the  site  of  obstruction,  which  w'as 
strongly  suspected  because  of  the  constant  vomiting  and  also 
the  accumulation  of  fluid  and  gas  in  the  stomach  and  in  sev- 
eral small  bowel  loops.  In  the  course  of  manipulations  with 
the  Miller-Abbott  tube  it  finally  came  to  the  point  that  the  tip 
of  the  tube  apparently  was  lying  in  the  cap  of  the  duodenum, 
but  the  Silversten  bag  with  the  Mercury  was  caught  in  front 
of  the  pylorus  being  moulded  with  the  violent  peristaltic 
waves  in  the  distal  antrum.  Many  hours  of  trial  and  reposi- 
tioning of  the  Miller-Abbott  tube  and  finally  three  hours  of 
waiting  with  the  patient  in  the  right  side  down  position,  still 
did  not  help  in  getting  the  bag  through  the  pylorus.  In  the 
proper  position  we  injected  into  the  suction  tube  5.0  cc.  of 
Xylocaine  Viscous  mixed  with  equal  amount  of  saline  and  in- 
jected 0.5  mg.  Atropine  Sulfate  S.C.  Within  a half  hour  the 
Mercury-filled  bag  was  carried  through  the  pylorus  and  with- 
in a few  minutes  the  tube  was  fowarded  to  the  ligamentum 
Treitz  and  further.  The  downhill  course  of  the  patient  w^as 
reversed. 

The  patient  finally  succumbed  to  the  multiple  abscesses,  and 
peritonitis;  how'ever,  at  a certain  point  the  downhill  course  of 
his  disease  was  stopped  by  being  able  to  foward  the  Miller- 
Abbott  tube. 

These  two  cases  certainly  are  not  sufficient  for  final 
evaluation.  Liotta  in  his  study  for  diagnostic  purposes 
used  20  cc.  of  Xylocaine  Viscous  in  more  than  500  cases 
wdthout  any  ill  effects.  Rarely  in  men  did  urinary  reten- 
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tion  occur  in  the  evening,  with  spontaneous  return  of 
urinary  function  the  following  morning.  In  the  vast 
majority  of  his  cases  however,  he  did  not  observe  even 
this  minor  difficulty.  In  our  two  cases  no  ill  effects  were 
noted. 

We  should  keep  in  mind  Wangensteen’s  words:  "If 
efforts  at  conservative  decompression  are  persisted  for 
too  long,  the  distended  lower  ridges  of  the  bowel  are 
damaged  and  the  patient  comes  to  operation  a worse 
risk  than  if  operation  had  been  performed  earlier.”  If 
we  think  of  this  statement,  we  are  led  to  believe  that 
the  described  method  is  certainly  worth  the  trial. 
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Infant  Resuscitation* 

Francis  X.  Mack,  M.D.** 


It  is  indeed  a pleasure  to  welcome  the  New  England 
Society  of  Nurse  Anesthetists  to  Portland,  Maine,  and 
on  behalf  of  the  Anesthesiology  Staff  at  Mercy  Hospital, 
1 wish  to  extend  Greetings  and  Best  Wishes. 

The  last  time  1 appeared  before  the  New  England 
Society  of  Nurse  Anesthetists,  which  was  several  years 
back,  1 had  the  opportunity  to  deliver  a paper  at  the 
Bradford  Hotel  in  Boston.  On  that  occasion,  1 believe 
I spoke  on  a rather  non-scientific  subject  entitled  "The 
Relationship  of  the  Nurse  Anesthetist  and  the  Physician 
Anesthesiologist." 

In  that  presentation,  we  noted  the  great  number  of 
Nurse  Anesthetists  needed  throughout  the  country  to 
cover  the  Anesthetic  needs  of  the  hospitals.  That  state- 
ment is  related  especially  to  the  field  of  Obstetrical 
Anesthesia,  for  we  note  in  a recent  survey  that,  "One 
is  struck  by  the  dearth  of  participation  of  Anesthesia 
Residents  in  the  field  of  Obstetrical  Anesthesia  as  re- 
flected by  the  fact  that  in  only  15  of  439  Maternity 
Hospitals,  do  Anesthesia  Residency  Programs  exist.” 

Consequently,  we  find  in  the  Survey  of  the  United 
States  today  that  the  distribution  is  as  follows; 


Nurse  Anesthetists 

31% 

O R.  Personnel; 

Aides  & Orderlies 

27% 

Obstetricians 

21% 

Physician  Anesthesiologists 

14% 

Anesthesia  Residents 

7% 

As  Doctor  Hingson  noted  in  Anesthesiology,  July- 
August  1965:  "It  would  seem  that  Anesthesia  Care  and 
this  includes  Resuscitation  of  the  Newborn  Infant  is 
definitely  Second  Class!”  He  has  noted  in  his  survey  that 
there  is  an  increasing  incidence  of  Cerebral  Palsy,  a 
30%  mortality  rate  of  infants  born  to  diabetic  mothers, 
4-6%  mortality  in  breech  deliveries,  20-30%  mortality 
in  premature  separation  of  the  placenta,  10-15%  mor- 
tality in  infants  weighing  less  than  two  ( 2 ) Kilograms 
and  so  on  down  the  line.  I think  it  is  quite  obvious  from 
these  figures  that  much  of  the  mortality  could  be  re- 
duced not  only  if  better  anesthetists  were  available  for 
parturient  but  also  if  the  undertaking  of  infant  or  new- 
born resuscitation  were  employed  which  recognized 
some  of  the  fundamental,  basic  principles  of  Respiratory 
Physiology. 

We  are  all  well  aware  of  the  fact  that  following  ad- 
ministration to  the  mother,  the  placental  transfer  to  the 
fetus,  anesthetics  and  narcotics,  Vasopressors  and  Oxy- 
toxics  — these  same  drugs  obtund  fetal  reflexes  and  un- 

* Delivered  before  N.E.S.N.A.  Workshop,  Portland,  Maine 
9/9/66. 

* ‘Director,  Department  of  Anesthesiology,  Mercy  Hospital, 
Portland,  Maine  04101. 


doubtedly  reduce  the  infants’  chances  of  breathing  and 
responding  satisfactorily  to  its  new  environment. 

Circulatory  dynamics  are  altered  and  the  closure  of 
fetal  circulatory  shunts  are  definitely  impeded. 

Mechanical  causes  of  fetal  depression,  we  are  all 
aware,  include  all  those  causes  which  produce  some 
hypoxia,  either  just  before  or  during  delivery;  such  as, 
premature  separation  of  the  placenta,  a prolapsed  cord, 
thrombosis  of  the  cord  and  severe  traumatic  delivery 
of  the  infant.  There  are  other  mechanical  factors  in-  | 

volved  which  may  be  related  to  all  anomalous  condi-  j 

tions  of  the  infant  particularly  concerning  its  pulmon-  I 

ary  or  cardiovascular  structures.  Acquired  conditions  j 

such  as  pulmonary  infections,  hyaline  membrane  and  | 

other  related  disorders  come  under  our  scrutiny  here  ! 

and  these  are  the  infants  who  must  receive  some  resus-  j 

citation  if  they  are  to  survive.  ( Other  causes  of  insuffi- 
cient respiration  of  the  neonate  include: 

1.  Amniotic  fluid  aspirated 

2.  Upper  respiratory  obstruction 

3.  Pneumothorax 

4.  Diaphragmatic  hernia 

5.  Unilateral  hydrothorax. ) 

Techniques  for  cardiorespiratory  resuscitation  have 
been  described  as  early  as  1780  by  Sheele  and  in  1885  by 
Dr.  John  Snow.  Many  techniques  in  the  past  century 
have  been  described,  some  of  them  with  a good  deal  of 
logical  and  scientific  thought  behind  them  and  others 
which  are  extremely  dangerous.  Even  today  because  of 
the  lack  of  sufficient  data  and  knowledge;  however,  there 
is  rare  agreement  among  authors  as  to  the  most  efficient 
and  safe  method  of  resuscitation  of  the  newborn  infant. 

To  provide  a few  more  important  statistics,  ( and  I 
do  not  wish  to  burden  you  with  them ) , it  has  been  re- 
ported by  several  authors  that  more  than  35%  of  all 
deaths  in  the  first  year  of  life  occur  within  the  first  24 
hours  and  approximately  50%  of  these  deaths  are  re- 
lated to  cardiorespiratory  pathology  and  anoxia. 

How  many  neurological  defects  resulting  from  pro- 
longed respiratory  depression  will  probably  never  be 
known  but  we  do  recognize  that  neurological  tissue  is 
one  of  the  first  tissues  of  the  body  to  suffer  from  oxygen 
lack;  therefore,  let  it  be  clearly  understood  in  the  light 
of  these  findings  that  the  prevention  and/or  treatment 
of  cardiorespiratory  depression  is  clearly  a Delivery 
Room  procedure  and  quite  aptly,  it  is  within  the  prov- 
ince of  the  Delivery  Room  personnel  to  be  familiar 
with  and  to  be  able  to  expedite  in  a most  deft  manner 
the  most  modern  and  proper  methods  of  resuscitation  at 
hand.  This  particularly  applies  to  the  Anesthetist  since 
that  person  should  be  more  versed  in  the  art  of  resus- 
citation than  any  other  person  present. 
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Table  1* 

Normal  Infants  Respiratory  V.C.,  T.V.,  IRV  & ERV 
Normal  3 KG  Infant 
3 KG  Infant  With  Resp.  Distress 


36 

0.3 

5 

4.4 

29 

40 

1440 


Respiratory  Rate/Miniue 
Dead  Space/ Tidal  Volume  Ratio 
Intraesophageal  Pressure  Diff.  (cm.HO) 
Compliance  (ml. /cm /HO) 
Resistance  (cm.HO/ Liter /Sec.) 
Total  Work/Breath  (gm.cm.) 
Total  Work/Minute  (gm.cm.) 


70 

0.6 

18 

1.0 

23 

111 

7770 


*Table  from  lAC-Vol.  3,  No.  2,  February,  1963  - (Reproduced  from  paper  by  Clement  A.  Smith, 
M.D.,  "The  Newborn  Infant.”  Based  on  C.  D.  Cook,  et  al..  Exhibit.  Vlllth  International  Congress 
of  Pediatrics,  Copenhagen,  1956) 


What  is  the  strongest  stimulus  to  respiration  in  the 
newborn?  Probably  the  asphyxial  stimulus;  i.e.,  the  in- 
creased CO2  and  depressed  O2  level  of  the  blood  acting 
upon  the  respiratory  center.  Certainly  there  are  others 
such  as,  the  tactile,  thermal  and  enterceptive  types  - and 
yet  - we  all  recognize  that  breathing  of  the  infant  can 
start  with  adequate  umbilical  circulation  without  severe 
asphyxia.  We  also  recognize  that  the  respiratory  center 
in  the  medulla  of  the  infant  is  less  resistant  to  hypoxia 
and  asphyxia  than  in  the  adult.  There  is  no  question 
that  up  to  six  ( 6 ) hours  after  birth  the  respiratory  cen- 
ter can  become  more  severely  depressed  with  a very 
high  CO2  in  the  infants  blood  and,  therefore,  further 
depresses  respiration.  The  so-called  last  line  of  defense, 
I the  carotid  body  chemoreceptors,  in  the  newborn,  are 
probably  poorly  developed  as  evidenced  by  the  fact 
i that  if  you  expose  an  infant  to  10  or  12%  O2  there  is 
little  or  no  increase  in  respiratory  rate  such  as  there  is 
Q in  an  adult.  Therefore,  we  can  safely  say,  that  the  hy- 
^ poxic  infant  requires  more  acute  attention  to  correct 
I the  hypoxia  deficiency  than  an  adult.  The  pH.  of  in- 
ti fants  blood  has  been  studied  very  little  and  there  have 
t!  been  so  many  interpretations  of  its  alteration  that  we 

(won’t  mention  the  effect. 

Infants,  frequently  at  birth,  will  ordinarily  develop 
negative  intrathoracic  pressures  between  25-50  cm  H^O 
'■  to  attain  normal  tidal  values  - in  severe  cases  of  respira- 


tory distress  - they  have  been  recorded  as  high  as  70 
cm  of  H-O.  We  acknowledge  that  pressures  as  high  as 
25-30  cm  of  H_.0  positive  pressure  will  rupture  an  in- 
fant’s lung  however  and  consequently  very  rarely  will 
we  exceed  this  pressure  for  a period  of  .3  seconds. 

It  is  also  well  known  that  during  intra-uterine  life 
only  10-20%  of  the  Right  Heart  blood  goes  through 
the  lung.  Normally  in  the  newborn,  this  increases  to 
75%  but  if  there  is  prolonged  anoxia,  pulmonary  vas- 
cular resistance  increases  and  instead  of  75%  of  the 
blood  coming  from  the  right  ventricle,  which  should 
now  go  through  the  pulmonary  vasculature,  it  will  be 
shunted  through  the  foramen  orale  or  the  ductus  ar- 
teriosus and  prevent  these  from  closing  normally.  This 
is  another  solid  reason  for  properly  resuscitating  a baby 
as  early  as  possible  and  not  allowing  prolonged  anoxia. 

Forty-five  (45%)  percent  of  those  that  died  had  se- 
vere respiratory  distress  primarily  and  at  autopsy  re- 
vealed either  hyaline  membrane  disease  or  atelectasis. 

Table  4 shows  it  takes  over  four  (4)  days  to  get  the 
O2  sanitation  up  to  normal  even  in  normal  infants.  At 
the  end  of  four  (4)  days  it  is  only  82  mm  in  Hg. 

Birth  Asphyxia  includes  the  increased  COo  and  acido- 
sis with  a fall  in  pH.  CO2  increases  at  the  rate  of  10  of 
Hg/mm  in  the  apneic  infant  and  increased  respiratory 
acidosis  definitely  leads  to  cardiac  depression  and  there- 
fore increased  metabolic  acidosis  which  further  aggra- 
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Table  2* 


( Mortality  Rate  as  Related  to  Prematurity  ) 

Mortality  and  autopsies  showing  hyaline  membrane  formation,  Boston  Lying-in  Hospital, 
public  and  private  wards,  1959  and  1961  (excluding  Joslin  Diabetic  Clinic) 


Birth  \\" eight  ( kg.) 

Live  Born 

No. 

Died 

(%) 

No. 

Autopsies 

H.M.S. 

No. 

(%) 

<1 

40 

37 

(93%) 

35 

9 

(26%) 

1.0— 1.5 

60 

27 

(45%) 

23 

16 

(70%) 

1.5— 2.0 

157 

16 

(10%) 

15 

8 

(53%) 

2.0— 2.5 

425 

20 

(4.5%) 

20 

9 

(45%) 

AIK  2.5 

682 

100 

(14.5%) 

93 

42 

(45%) 

All>2.5 

10,146 

40 

(0.4%) 

32 

4 

(12.5%) 

‘Table  from  lAC-Vol.  3,  No.  2,  February,  1965  — (Reproduced  from  paper  by  Clement  A.  Smith,  M.D.,  "The  Newborn  Infant.”) 
Data  mainly  the  work  of  Drs.  Peter  Auld,  Nicholas  Nelson,  L.  Samuel  Prod'hom,  Henry  Levison,  R.  Wesley  Boston,  and  Miss 
Ruth  Cherry. 


vates  cardiac  depression.  All  factors  taken  into  consid- 
eration today  lead  us  to  believe  now  that  newborn  resus- 
citation should  be  undertaken  as  swiftly  and  smoothly 
as  possible  to  prevent  deterioration  and  possible  harmful 
effects  of  hypoxia  hypercarbia  and  acidosis. 

We  do  not  believe  in  nor  do  we  subscribe  to  the 
theory  that,  "Let  nature  take  its  course"  and  the  apneic 
infant  will  initiate  his  own  respirations  without  aid  and 
at  the  same  time,  we  do  not  believe  in  injudicious  haste 
with  rapid,  improper  means  of  providing  resuscitation 
where  more  harm  than  good  might  be  done. 

Recommendations  for  the  prevention  of  depression 
of  the  newborn; 

1 . Light  anesthesia  and  prepartum  medication. 

2.  Prevention  of  hypertension  in  the  mother. 

3.  Oj  administration  to  the  mother  in  case  of  evi- 
dence of  depressed  fetus  either  by  EKG,  Brady- 
cardia or  Meconium  staining. 

Diagnosis  of  the  depressed  infant  is  relatively  simple 
by  the  Apgar  Scoring  Method: 

7-10  = Healthy  Infant 
4-6  = Somewhat  depressed 
0-3  = Severely  depressed 

Apgar  System  does  have  its  faults  and  some  hospitals 
have  given  up  this  method  but  for  general  purposes  it 
is  still  well  recognized  as  evidenced  by  a Collaborative 
Study  of  over  32,000  Cerebral  Palsy  infants  in  thirteen 
(13)  University  Centers  that  the  Score  was  remarkably 
consistent  by  Drage  Kennedy  and  Schwartz  ( 1964  OBS 
& GYN ) . 

Procedures  recommended  for  resuscitation: 

1.  Position: 

(a)  Semilateral  recumbent  for  drainage  of 
upper  respiratory  tract  and  preventing 
tongue  from  occluding  airway. 

(b)  Observe  patient:  - if  he  is  retracting  - 
not  breathing  at  all  — watch  color. 

2.  Prevent  aspiration  by  gentle  suction  of  pharynx 
- infant  may  hold  breath  till  asphyxiated.  Stim- 
ulate by  pharyngeal  manipulation  — use  of  bulb 


should  be  gentle  and  very  brief.  "Milking"  the 
trachea  is  mentioned  only  to  be  condemned. 
Babies  needing  help  are  those  with  Score  6 or 
under. 

3.  0_.  may  be  blown  over  face  but  frequently  just 
putting  mask  to  face  will  cause  infant  reflexly 
to  hold  breath.  Squeezing  chest  or  abdomen  are 
ineffective  and  may  do  more  harm  than  good. 
Putting  child  in  cold  and  hot  water  is  only 
mentioned  to  be  condemned  for  precious  min- 
utes may  be  lost  in  such  futile  gestures. 

4.  IPPB  properly  administered  by  mask  may  be 
attempted  here,  but  again  the  child  with  such 
vagotonic  reflexes  may  undergo  laryngeal  spasm 
and  this  may  be  ineffective.  0-_.  cannot  cause 
retrolental  fibroplasia  unless  it’s  over  a few  hours 
at  high  concentration. 

5.  Use  an  O airway  and  give  0_.  by  IPPB  and 
hold  chin  up:  - 25-35  cm  of  HjO  should  not 
be  exceeded. 

The  severely  depressed  infant  with  a score  of  0-4: 

We  recommend  that  all  of  these  infants  be  first  suc- 
tioned and  then  intubated  after  placing  the  infant  in  a 
supine  position  on  a small  table  in  the  Delivery  Room 
and  with  an  Assistant  standing  at  the  childs  side,  with 
one  hand  under  the  post  chest  wall  and  elevating  the 
chest  about  2-4  inches  off  the  table  with  head  in  ex- 
tended position,  the  blade  of  the  laryngoscope  ( Miller ) 
is  introduced  gently  into  the  mouth.  The  epiglottis  is 
then  visualized  and  lifted  anteriorly  — gently  — to  expose 
the  vocal  cords.  Frequently  the  infant  is  so  depressed 
that  there  are  no  pharyngeal  or  laryngeal  reflexes  and 
the  O endo  tube  is  inserted.  This  tube  is  one  that  has 
an  Ayer  or  V connector.  One  end  of  the  Y is  then  con- 
nected to  the  tube  of  O,  from  an  E tank.  This  0-_.  tube  | 
is  connected  to  an  HjO  manometer  attached  to  the 
stand.  This  manometer  is  in  water  which  will  allow  a 
maximum  pressure  of  30  cm  and  by  intermittently  plac- 
ing the  thumb  over  the  open  Y end,  IPPB  pressure  is 
applied  but  not  exceeding  the  30  cm  which  is  relatively 
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Table  3*  

(Alveolar  and  Arterial  Shunt  shows  Normal  Amounts) 
Oxygen  and  carbon  dioxide  gradients  in  normal  adults  and  normal  infants. 


In  Normal  Adult*  * Normal  Newborn  Infant^ 

(All  values  in  mm.  Hg) 


PAOo 

104 

107.0 

± 

6.3 

Pao. 

95 

79.3 

10.4 

A-a  PO2  gradient 

9 

27.2 

± 

9.6 

PACO2 

38  — 40 

32.7 

4.0 

PaC02 

40 

34.8 

± 

6.5 

a-A  PCO2  gradient 

0 — 2 

1.9 

± 

4.0 

•Table  from  lAC-Vol.  3,  No.  2,  February,  1965  — (Reproduced  from  paper  by  Clement  A.  Smith,  M.D.,  "The  Newborn  In- 
fant.” ) The  tables  are  from  those  exhibited  by  Prod'hom,  Cherry,  Nelson,  Levison  and  Smith  at  Eleventh  International  Con- 
gress of  Pediatrics  at  Lisbon  in  1962. 

**Comroe  et  al.,  Riley  et  al. 

t n = 19,  BW  = 1.70  - 3.74  kg.,  age  = 6 h - 74  h. 

Compare  sides.  Causes:  Either  shunting  or  inability  of  to  cross  pulmonary 

A = Alveolar  alveolar  membrane, 

a = Arterial 


Table  4* 


Changes  IN  (A-a)  P02  In  Newborn  Infants 

Age 

20m 

1 h 

4 h 

24  h 

2-4  d 

Adults 

Number  of  Infants 

13 

15 

12 

15 

20 

— 

Pao2  mm.  Hg 

55  ± 8 

58  ± 12 

68  ± 9 

70  ± 8 

82  ± 12 

95 

PAO2  mm.  Hg 

101  ± 8 

98  ± 9 

102  ± 7 

107  ± 8 

108  ± 12 

104 

PAOj — Pa02  mm.  Hg 

47  ± 6 

40  ± 15 

34  ± 12 

37  ± 7 

26  ± 11 

10 

Venous  Admixture  % 

37  ± 9 

33  ± 14 

23  ± 9 

20  ± 6 

13  ± 7 

7 

True  R — L Shunt  % 

— 

24  ± 4 

22  ± 5 

24  ± 4 

— 

2 - 4 

•Table  from  lAC-Vol.  3,  No.  2,  February,  1965  - (Reproduced  from  paper  by  Clement  A.  Smith,  M.D.,  "The  Newborn  In- 
fant.”) The  tables  are  from  those  exhibited  by  Prod’hom,  Cherry,  Nelson,  Levison  and  Smith  at  Eleventh  International  Congress  of 
Pediatrics  at  Lisbon  in  1962. 


safe  in  the  newborn  infant.  The  incidence  of  infants 
requiring  endotracheal  intubation  is  only  2-3%  but  at 
some  Centers  has  been  reported  at  18%  of  operative  ob- 
stetrics. Aspiration  of  the  tracheobronchial  tree  can  be 
effective  by  placing  a small  lubricated  catheter  down  the 
Y tube  into  the  trachea  but  frequently  the  yield  is  very 
small. 

A few  puffs  through  the  tube  may  stimulate  respira- 
i|  tion  spontaneously  but  frequently  in  a very  severely 

1 depressed  infant,  it  may  take  as  long  as  15-20  minutes 
for  the  infant  to  breathe  with  any  spontaneity.  At  any 
rate,  the  tube  should  be  left  in  until  the  heart  rate  is 
over  100,  color  is  good  and  respiration  somewhere 
within  normal  limits.  Such  prompt  action  even  in  the 
)|  face  of  the  severest  odds,  even  when  no  heart  beat  is 
’i  discernible,  at  the  outset,  may  be  a lifesaving  procedure. 
I If  the  heart  beat  is  not  discernible  within  a few  min- 
‘ utes  of  such  respiratory  resuscitation  and  cardiac  arrest 
I is  suspected,  we  place  the  index  and  middle  fingers  of 
;;  the  right  hand  over  the  middle  1 /3  of  the  sternum  and 
1 at  70  per-minute,  compressions  are  undertaken. 

I It  is  not  within  the  scope  of  this  presentation  to  in- 
W elude  drug  therapy  for  these  infants;  suffice  it  to  say 
! that  all  analeptics  such  as  picrotoxin,  Metrazol®,  Cora- 


mine®  alpha  lobeline  are  to  be  condemned.  For  these 
only  increase  the  metabolism  of  neurologic  tissue  in  the 
face  of  an  already  asphyxiated  neural  tissue. 

If  intra-cardiac  adrenalin  is  to  be  used,  it  should  be 
used  in  minute  doses  of  .05-. 1 mgm. 

Resuscitative  equipment 

1.  First  of  all  it  should  be  the  duty  of  the  anes- 
thetist to  check  all  equipment  prior  to  each  use 
and  see  that  it  all  works  properly;  Oxygen 
tanks,  flowmeters,  tubes,  masks,  etc.  An  endo- 
tracheal tray  with  proper  Ayer  tubes,  laryngo- 
scope ( Miller  preferably ) and  suction  cathe- 
ters, etc.,  should  be  available  in  every  Delivery 
Room. 

Positive-negative  ventilators 

2.  The  E.  & J.,  the  Emerson  and  the  Handy  Ven- 
tilators all  are  examples  of  resuscitation  pro- 
ducing 22  cm  H2O  positive  and  -12  negative 
pressure  in  closed  systems.  Negative  pressure 
can  cause  pulmonary  edema  and  also  the  face 
masks  frequently  do  not  provide  a good  seal. 

The  Kreiselman  apparatus  is  also  a very  common 
piece  of  equipment  but  has  several  serious  drawbacks. 

Tank  respirators  are  cumbersome  and  Rocker  beds 
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are  of  no  value  in  the  presence  of  the  unexpanded  or 
atelectatic  lungs. 

Ambu  bag  with  a relatively  safe  pressure  of  40  cm 
of  H-O  should  be  part  of  the  armamentarium  of  a de- 
livery room. 

Hypctthermia  can  produce  deleterious  results  and  in 
our  opinion  should  never  be  used. 

Hyperbaric  Oxygen  has  shown  promise  but  recent 
results  are  discouraging. 

Intragastric  Oxygen  tried  in  1950  has  been  proven 
to  be  quite  harmful  and  should  never  be  attempted;  in 
fact,  we  believe  all  resuscitated  infants  should  have  a 


catheter  passed  into  the  stomach  and  mild  suction  ap- 
plied for  a brief  period  in  order  to  deflate  any  gas  or 
fluid  which  passed  down  the  esophagus  during  the  at- 
tempted post-pressure  resuscitation. 

In  conclusion  we  advocate: 

1.  Prompt  oxygenation  and/or  resuscitation  of  the 
depressed  newborn. 

2.  A healthy  knowledge  of  the  techniques  of  re- 
suscitation. 

3.  Familiarity  with  new  equipment. 

4.  Never  hesitate  to  resuscitate  the  depressed  in- 
fant. 


PHYSICIAN  COOPERATION  REQUESTED 

The  incidence  of  multiple  myeloma  in  Maine  appears  to  be  disproportionately 
high.  Thirty-four  cases  have  been  diagnosed  during  the  last  21  months.  The  Re- 
search Department  of  the  Maine  Medical  Center  is  interested  in  making  a survey 
of  the  population  of  the  State  in  regard  to  the  overall  incidence  of  multiple  myelo- 
ma and  Waldenstrom’s  macroglobulinemia. 

We  would  greatly  appreciate  the  following  information  and  materials  on  pa- 
tients with  definite  or  strongly  suspected  diagnosis : 

a)  10  cc  serum  or  plasma 

b)  100  cc  urine,  if  possible  (regardless  of  proteinuria) 

c)  name,  address  and  age  of  patient 

d)  name  and  address  of  physician 

e)  brief  clinical  abstract 

Patients  who  live  within  traveling  distance  of  the  Maine  Medical  Center  can 
arrange  to  come  directly  to  the  laboratory  for  collecting  specimens,  (call  - 775- 
5454,  ext.  228) 

Extensive  studies  will  be  performed  on  these  samples  at  no  charge.  Data  of  in- 
terest will  be  sent  directly  to  the  patient’s  physician  and  collected  data  will  be  sub- 
mitted to  The  Journal  of  the  Maine  Medical  Association  in  article  form. 

Peter  W.  Rand,  M.D.  Robert  F.  Ritchie,  M.D. 

Director  Director 

Cardiovascular  Research  Laboratory  Rheumatic  Disease  Laboratory 
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chronic 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  cpiantities  of  vitamins  B and  C,  are  fonmilated  to  meet  the 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Siresscans 

Stress  Formula  Vitamins  Lederle 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Each  capsule  contains: 

Vitamin  B|  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  Bjj  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien* 
cies.  Supplied  in  decorative  '‘reminder” 
jars  of  30  and  100;  bottles  of  500. 


hen  the  battle  with  bacteria  is  in  the  e.u.  trai 


I 


Artist’s  conception  of  acute  infection 

showing  G.U.  pathogens  with  predominance  of  E.  coli. 


ionsider  Gantanoi  (sulfamethoxazole) 


For  vigorous  treatment  of 
G.U.  infections  before  the  in- 
vaders become  entrenched  . . . 

Gantanoi  (sulfamethoxazole) 
offers  a comprehensive  spec- 
trum of  antibacterial  effec- 
tiveness against  most  com- 
mon gram-negative  as  well  as 
gram-positive  invaders.  In  ad- 
dition, it  provides  satisfactory 
concentrations  in  the  blood 
and  urine  with  ready  diffusion 
interstitial  fluids  for  antibacterial  activity  at  foci 
bacterial  invasion. 


h antibacterial  activity  against  E.  coli  and  other 
imon  urinary  pathogens. . .A  review  of  153  cases  of 
Ite  G.U.  infections  reported  in  the  literature  shows 


that  90%  responded  to  Gantanoi  (sulfamethoxazole), 
with  over  one-half  of  these  patients  showing  excellent 
relief  of  symptoms. Even  in  stubborn  chronic  G.U. 
infections,  almost  60%  of  450  patients  improved  on 
Gantanoi  (sulfamethoxazole),  including  many  who  had 
not  responded  to  other  antibacterials. i-s 

Generally  uncomplicated  therapy  enhances  the  favor- 
able clinical  results. ..Of  the  total  686  patients  from  the 
studies  cited, only  three  discontinued  therapy  be- 
cause of  side  effects.  Most  of  the  side  effects  reported 
(approximately  3%)  were  mild  and  included  nausea 
and/or  vomiting,  skin  rash,  dizziness,  headache,  gas- 
tritis, generalized  uneasiness  and  itching. 

1.  Peters,  J.  H.:  J.  Urol.,  Sl-.lAl,  1962.  2.  Draper,  J.  W.,  et  a!.:  South. 
M.  J.,  57:920,  1964.  3,  Stewart,  B.  L.:  J.  Urol.,  87:491,  1962.  4.  Hag- 
strom,  R.  S.:  Rocky  Mountain  M.  J.,  59:(2),  37,  1962.  5.  Arnold,  J.  H.: 
Clin.  Med.,  71:552,  1964.  6.  Nelson,  C.  G.:  Colorado  GP,  3:(3),  2,  1961. 


)re  prescribing,  please  consult  complete  product 
rmation,  a summary  of  which  follows: 

traindicated  in  sulfonamide-sensitive  patients, 
|nant  females  at  term,  premature  infants,  or  new- 
it  infants  during  first  three  months  of  life. 

|iings:  Use  only  after  critical  appraisal  in  patients 
t liver  damage,  renal  damage,  urinary  obstruction 
lood  dyscrasias.  If  toxic  or  hypersensitivity  reac- 
s or  blood  dyscrasias  occur,  discontinue  therapy.  In 
Ixmittent  or  prolonged  therapy,  blood  counts  and 
Cand  kidney  function  tests  should  be  performed. 

tfutions:  Observe  usual  sulfonamide  therapy  pre- 
Uons,  including  maintenance  of  an  adequate  fluid 
tie.  Use  with  caution  in  patients  with  histories  of 
gies  and/or  asthma.  Patients  with  impaired  renal 
ion  should  be  followed  closely  since  renal  impair- 
may  cause  excessive  drug  accumulation.  Occa- 
failures  may  occur  due  to  resistant  microorgan- 
Not  effective  in  virus  or  rickettsial  infections. 

'se  Reactions:  Headache,  nausea,  vomiting,  urti- 
diarrhea,  hepatitis,  pancreatitis,  blood  dyscra- 
neuropathy,  drug  fever,  skin  rash,  Stevens-John- 


W 

j 


son  syndrome,  injection  of  the  conjunctiva  and  sclera, 
petechiae,  purpura,  hematuria  or  crystalluria  may  oc- 
cur, in  which  case  the  dosage  should  be  decreased  or 
the  drug  withdrawn. 

Dosage:  Adults  — 4 tablets  initially,  then  2 tablets  b.i.d. 
or  t.i.d.  depending  upon  severity  of  infection.  Children 
— 1 tablet/ 20  lbs  initially,  followed  by  Vz  tablet/20  lbs 
b.i.d. 

How  Supplied:  Tablets,  0.5  Gm, 
bottles  of  50. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 

when  there  are  bacterial  invaders  in 
the  bladder,  prostate  or  kidneys 

Ganlanof 

(s  u If  am  e th  ox  azole ) 


)estroys 
Prichomonads 
Wherever 
'hey  Are 


1 


Flag;  1 seeks  out  the  sites  where  trichomo- 
nads  hide.  Only  a systemic  agent  can. 
Flagyl  does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the 
inner  crypts,  glands  and  cavities  of  the 
genitourinary  tract  in  both  women  and 
men.  Consequently,  Flagyl  is  capable  not 
only  of  curing  trichomoniasis  in  women 
but  also  of  preventing  reinfection. 

Correctly  used,  with  due  attention  to 
repeat  courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  up  to  100 
per  cent  cure  in  large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration — \n  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vag- 
inal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men  in  whom  trichomonads  have  been 
demonstrated:  one  250-mg.  oral  tablet  twice 
daily  for  ten  days. 

Contraindications  — Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution— Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  espe- 
cially if  a second  course  is  necessary. 

Side  Effects— Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste,  furry  tongue  and 
headache.  Other  effects,  all  reported  in  an  inci- 
dence of  less  than  1 per  cent,  are  diarrhea,  diz- 
ziness, vaginal  dryness  and  burning,  dry  mouth, 
rash,  urticaria,  gastritis,  drowsiness,  insomnia, 
pruritus,  sore  tongue,  darkened  urine,  anorexia, 
vomiting,  epigastric  distress,  dysuria,  depres- 
sion, vertigo,  incoordination,  ataxia,  ab- 
dominal cramping,  constipation,  stomatitis, 
numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis, 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decreased  libido,  nasal  conges- 
tion, proctitis  and  pyuria.  Elimination  of 
trichomonads  may  aggravate  candidiasis. 


Research  in  the  Service  of  Medicine 


Did  Dorothy  Larson  show  you 
her  ankles  in  private? 

Now  she  shows  them  in  public, 


Your  office  examination  would  have  confirmed 
that  Mrs.  Larson  was  up  to  her  knees  in  edema.  Her 
heart  was  beginning  to  fail.  And  her  ankles  had 
disappeared  under  an  inch  of  salty  water . 


Along  with  digitalis,  you  might  have  prescribed 
Hygroton.  To  get  rid  of  the  edema.  And  to  keep  it 
from  coming  back.  And  you  prescribe  Hygroton  the 
same  way  you  usually  prescribe  digitalis;  just  once 
a day. 


Tablet  for  tablet,  Hygroton  is  just  about  the  most 
effective  diuretic  going.  And  it  costs  a fraction  of 
what  Mrs.  Larson  would  have  to  spend  for  equiva- 
lent therapy  with  short-acting  diuretics. 


In  fact,  Hygroton  is  an  awfully  nice  way  to  treat  the 
Mrs.  Larsons  in  your  practice.  Justtell  them  you 
can  get  their  ankles  back  at  half  price. 


Indications:  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 
Contraindications:  Hypersensitivity  and  most  cases  of 
severe  renal  or  hepatic  disease. 


Warning;  With  administration  of  enteric-coated  potas- 
sium supplements,  the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  concomitant  antihyper- 


tensive agents  by  at  least  one-half.  Discontinue  iiij. 


BUN  rises  or  liver  dysfunction  is  aggravated.  Electif 
imbalance  and  potassium  depletion  may  occur:  tata 
cial  care  in  cirrhosis  or  severe  ischemic  heart  disj| 


specii 


II 


Hygroton 

chlorthalidone 


n |tients  receiving  corticosteroids.  ACTH,  or  digi- 
^ restriction  is  not  recommended. 

Dizziness,  weakness,  nausea,  vomiting. 
^|:emia,  hyperuricemia,  headache,  muscle  cramps 


postural  hypotension,  constipation,  leukopenia,  throm 
bocytopenia,  agranulocytosis,  impotence,  dysuria.  trai 
sient  myopia,  skin  reactions,  including  urticaria  and 
purpura,  epigastric  pain,  or  G.l.  symptoms  after 
prolonged  administration. 


Average  Dosage:  One  tablet  (1 00  mg  ) with  breakfast 
daily  or  every  other  day. 

Availability:  Tablets  of  1 00  mg,  6524-V(B) 

For  full  details,  see  prescribing  information. 


...so  you  might  say 
Hygroton 

is  good  public  relations 
for  Mrs.  Larson 

Because  it  gets  her  out  in  public  in  the  first  place. 

At  43,  Mrs.  Larson  worries  about  appearances  and 
swollen  ankles  don't  help. 

But  Hygroton's  cosmetic  effect  is  only  half  the 
story.  Hygroton  and  digitalis  therapy  helps  her  get 
back  in  the  swing  of  things.  Gives  her  a second 
wind.  Gets  rid  of  the  extra  pillow  she  needed  for  a 
good  night’s  sleep.  Now  she  even  likes  to  take 
walks.  Justforthefun  of  it! 

When  hertroubles  began,  Mrs.  Larson  thoughtthey 
were  the  signs  of  the  change  of  life.  It's  a change 
all  right,  but  one  you  can  treat.  And  you  can  count 
on  Hygroton  to  help  keep  her  in  public  instead  of 
in  the  hospital. 

See  preceding  pages  for  brief  summary 
of  prescribing  information. 


Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley.  New  York 


NINETEEN  HUNDRED  AND  SIXTY-SEVEN— MAY 
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Maine  Medical  Association 

Program4n'Brief— 114th  Annual  Session 


The  Samoset  — Rockland,  Maine 
Sunday  — Monday  — Tuesday 

June  11,  12,  13,  1967 


Sunday,  June  11 

9 :30  A.M.  First  Meeting  of  the  House  of  Delegates 
Presentation  of  the  A.  H.  Robins’  Physician 
Award  for  Community  Service 

12:30  P.M.  Luncheon 

3:00  P.M.  Second  Meeting  of  the  House  of  Dele- 
gates 

6:30  P.M.  Dinner 

Speaker:  To  be  announced 


Monday,  June  12 

9:00  A.M.  to  12:00  NOON 

9:00  A.M.  Film  - The  Underweight  Newborn 
Discussion  by  Philip  G.  Good,  M.D.,  Pedia- 
trician, Portland 

9:30  A.M.  The  Overweight  Adult 

Daniel  D.  Federman,  M.D.,  Assistant  Dean, 
Harvard  Medical  School  and  Chief,  Endocrine 
Unit,  Massachusetts  General  Hospital,  Boston, 
Massachusetts 

10:30  A.M.  Subject  to  be  announced 

Robert  J.  Baker,  M.D.,  Associate  Director,  Di- 
vision of  Surgery,  Cook  County  Hospital  and 
Clinical  Professor  of  Surgery,  The  University 
of  Illinois  College  of  Medicine,  Chicago,  Illinois 

12:00  NOON  to  2:00  P.M.  Luncheon 

1 :30  to  4:00  P.M. 

Scientific  Program  Sponsored  by  the  Maine 
Chapter,  American  College  of  Surgeons  and  the 
Maine  Trauma  Committee 

1:30  P.M.  Business  Meeting,  Maine  Chapter,  Amer- 
ican College  of  Surgeons 

1:45  P.M.  Subject  to  be  announced 

John  F.  Burke,  M.D.,  Massachusetts  General 
Hospital,  Boston,  Massachusetts 

2:45  P.M.  Symposium  - Thermal  Trauma:  New 
Methods  in  Management 


Speakers: 

Robert  J.  Baker,  M.D.,  Chicago,  Illinois 
John  F.  Burke,  M.D.,  Boston,  Massachusetts 
William  R.  MacAusland,  Jr.,  M.D.,  Boston, 
Massachusetts 

4:00  P.M.  General  Assembly 
Election  of  President-elect 

6:30  P.M.  Annual  Banquet 

Speaker:  William  B.  Bean,  M.D.,  Editor-in- 
Chief,  Current  Medical  Digest  and  Professor  of 
Medicine  and  Head  of  the  Department  of  In- 
ternal Medicine,  University  Hospitals,  The  Uni- 
versity of  Iowa,  Iowa  City,  Iowa 
Subject:  To  be  announced 

Honorary  Awards 

Tuesday,  June  13 

9:15  A.M.  to  12:00  NOON 

9:15  A.M.  Practice  Today 
Panel  - How  We  Do  It 

Moderator:  George  J.  Robertson,  M.D.,  Med- 
ical Director,  Bingham  Associates  Fund  and 
Senior  Physician  in  Internal  Medicine,  Tufts- 
New  England  Medical  Center,  Boston,  Massa- 
chusetts 

Panelists : To  be  announced 

10:30  A.M.  Practice  Tomorrow 

Mechanization  of  Medical  Practice 
David  C.  Marshall,  M.D.,  Medical  Director, 
Sanders  Associates,  Inc.,  Nashua,  New  Hamp- 
shire 

Private  Practice  in  the  Planned  Medeconomy 

Mr.  Lewis  A.  Miller,  Editor,  Patient  Care, 
Stamford,  Connecticut 

12:00  NOON  to  2:00  p.m.  Luncheon 

2:00  to  4:00  p.m. 

Program  Sponsored  by  the  Maine  Medico-Legal 
Society 

Program  to  be  announced 
6:30  P.M.  Lobster  Bake 
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SPECIALTY  GROUP  MEETINGS 

Monday,  June  12  Maine  Society  of  Internal  Medicine  and  the 

Maine  Thoracic  Society 

12:30  P.M.  Section  in  Ophthalmology  of  the  M.M. A. 

Luncheon  Meeting 

Ocular  Cryosurgery  Tuesday,  June  13 


Harvey  A.  Lincoff,  M.D.,  Assistant  Clinical 
Professor  of  Ophthalmology,  The  New  York 
Hospital-Cornel!  Medical  Center,  New  York, 
New  York 

2:00  to  4:00  P.M. 

Maine  Society  of  Clinical  Hypnosis 

The  Exploration  Under  Hypnosis  of  a Dual 
Amnesia  Connected  with  the  Sighting  of  an 
Unidentified  Flying  Object 

Benjamin  Simon,  M.D.,  Assistant  Clinic  Pro- 
fessor of  Psychiatry,  Tufts  University  School 
of  Medicine,  Boston,  Massachusetts 

Maine  Society  of  Anesthesiology 

The  Anesthesiologists  Viewpoint  of  Acute 
Cardio-Respiratory  Problems 

Benjamin  E.  Etsten,  M.D.,  Professor  of 
Anesthesia  and  Anesthetist-in-Chief,  Tufts 
University  School  of  Medicine,  New  England 
Medical  Center  Hospitals,  Boston,  Massachu- 
setts 


10:00  A.M.  Maine  Medico-Legal  Society 
Business  Meeting 

12:30  P.M.  Maine  Radiological  Society 
Luncheon  Meeting 

Visual  Problems  in  Roentgen  Interpretation 

William  J.  Tuddenham,  M.D.,  Director,  De- 
partment of  Radiology,  Pennsylvania  Hospi- 
tal, Benjamin  Franklin  Clinic,  Philadelphia, 
Pennsylvania  and  fonnerly  Professor  of  Ra- 
diology, Hospital  of  the  University  of  Penn- 
sylvania, Philadelphia,  Pennsylvania 

2 :00  to  4 :00  P.M. 

Ear,  Nose  and  Throat  Group 

Three  Dimensional  Surgical  Anatomy  of  the 
Temporal  Bone 

Valdemar  M.  Jordan,  M.D.,  Clinical  Profes- 
sor of  Otology,  Western  Reserve  University, 
Cleveland,  Ohio 


SPECIAL  NOTICES 


Sponsors 

The  speakers  for  the  scientific  programs  are  sup- 
ported in  part  by  grants  from  Merck  Sharp  & 
Dohme  Postgraduate  Program  and  Eli  Lilly  and 
Company  State  Medical  Convention  Program. 

Election  of  President-elect 

The  election  of  a President-elect  will  take  place 
at  the  General  Assembly,  June  12  at  4:00  p.m. 

House  of  Delegates 

Sunday,  June  11  - 9:30  a.m.  and  3:00  p.m. 

Included  in  the  Order  of  Business  for  the  meet- 
ings of  the  House  of  Delegates  will  be  final  action 


on  the  Budget  for  1968,  Standing  and  Special  Com- 
mittee Reports,  and  the  Nominating  Committee  Re- 
port. 

Election  of  Councilors 

Election  of  Councilors  for  the  following  Districts 
will  take  place  at  the  Second  Meeting  of  the  House 
of  Delegates  on  Sunday,  June  11  at  3:00  p.m. 

Fifth  District  - Hancock  and  Washington 

Sixth  District  - Aroostook,  Penobscot  and  Pis- 
cataquis 

Golf  Tournament 

Daniel  R.  Shields,  M.D.,  Lewiston,  ChaiiTnan 
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“George  wants  to  know  if  it's  okay  to  take  his  cold- 
medicine  now.  Doctor,  instead  of  seven  o'clock?" 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyperten- 
sion, diabetes  mellitus,  hyperthyroidism  or  urinary 
retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result.  Each  Novahistine  LP  tablet  con- 
tains: phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


LP 


PITMAIM-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 


Dean  H.  Fisher.  M.D. 

COMMISSIONER 


State  Of  Maine 

Department  of  Health  and  Welfare 


Rabies  - 1967 

Charles  H.  Okey,  Ph.D.* 


The  rabies  situation  in  Maine  was  summarized  last  in 
these  pages  in  August,  1964,  following  the  largest  out- 
break experienced  in  30  years.  Changes  in  the  distribu- 
tion of  the  disease  have  occurred  since  then.  Implica- 
tions of  these  changes,  control  efforts  by  state  agencies 
and  practical  suggestions  related  to  rabies  are  the  bases 
of  this  article. 

After  more  than  two  decades  of  quiescence,  rabies 
was  observed  in  northwestern  and  central  Maine  in  1962 
and  1963  with  the  identification  of  the  virus  in  3 foxes 
and  a cat.  In  1964,  30  animals  were  identified  by  labora- 
tory testing  to  have  rabies.  These  included  20  foxes,  4 
bats,  a raccoon,  3 skunks  and  2 cows.  This  was  the  first 
time  rabid  bats  had  been  found  in  the  state.  Although 
the  outbreak,  in  larger  animals,  centered  around  Range- 
ley,  the  bats  were  found  in  southwestern  and  central 
Maine.  Nineteen  hundred  and  sixty-five  was  a relative- 
ly quiet  year  with  3 rabid  foxes  in  Wilton  and  Jay  and 
a rabid  bat  in  Fairfield.  A total  of  27  rabid  animals 
were  identified  in  1966.  It  is  significant  that  only  1 of 
these,  a fox,  was  found  in  western  Maine.  The  majority 
were  from  northeastern  Aroostook  County  and  2 were 
from  north  central  Maine.  The  majority  of  these  animals 
were  foxes.  Three  cows,  1 skunk,  2 cats  and  a dog  com- 
plete the  list.  These  cases  were  part  of  a generalized 
outbreak  involving  Quebec,  just  north  of  the  state  and 
New  Brunswick  to  the  east,  in  that  they  reported  cases 
at  about  the  same  time  they  were  found  in  Maine.  By 
mid-April  of  1967  an  additional  7 rabid  animals  had 
been  identified,  with  the  following  distribution;  5 foxes, 
1 cat,  and  1 raccoon.  They  were  distributed  in  southern 
Aroostook  County  and  western  Maine. 

From  the  distribution  observed  this  year,  it  is  quite 
likely  that  a considerable  number  of  rabid  animals  will 
be  identified  during  the  coming  months.  State  agencies 
are  readying  control  programs  at  the  present  time  in 
much  the  same  fashion  they  were  conducted  in  previous 
years.  The  Department  of  Agriculture  will  intensify  its 
efforts  to  immunize  all  dogs  and  cats  in  the  rabies  areas, 


*Director,  Public  Health  Laboratory. 


plus  a zone  around  these  areas.  The  Department  of  In- 
land Fisheries  and  Game  will  carry  out  efforts  to  reduce 
the  fox  population  in  whom  rabies  occurs  more  fre- 
quently than  in  other  species. 

This  Department’s  recommendations  for  the  medical 
management  of  animal  bites  follow  those  of  the  World 
Health  Organization.  Copies  of  the  recommendations 
are  distributed  to  all  practicing  physicians  to  serve  as  a 
guide. 

Vaccine  and  immune  serum  is  available  in  the  respec- 
tive district  health  offices  and  in  the  hospitals  in  the 
areas  involved.  The  vaccine  is  the  duck  embryo  type  and  ; 
can  be  used  without  the  probability  of  serious  side  j 
effects  as  was  observed  with  the  nerve  tissue  prepara-  ‘ 
tions.  An  occasional  person  may  show  mild  reactions,  ' 
particularly  if  he  is  allergic  to  eggs.  The  immune  serum 
is  of  equine  origin  and  carries  the  hazard  of  anaphylac- 
toid reaction  or  serum  sickness,  particularly  in  those  over  1 
20  years  of  age. 

Laboratory  diagnosis  is  carried  out  using  the  immu-  ij 
nofluorescence  ( FA ) method.  This  test  has  the  highest  '! 
sensitivity  of  any  available  procedure  as  it  depends  upon 
an  antigen  antibody  reaction  and  does  not  require  live 
virus  for  its  reactivity.  Mouse  inoculation  tests  are  car- 
ried  out  at  the  National  Communicable  Disease  Center  ; 
in  Atlanta  on  all  human  exposure  cases  in  which  the 
FA  test  is  negative.  In  a rare  instance,  the  mouse  inocu- 
lation test  will  be  positive  and  the  FA  test  negative.  In-  j 
fluencing  this  type  of  outcome  is  the  quality  of  the  | 
specimen  itself.  Animals  in  the  early  stage  of  the  disease 
may  yield  a negative  FA  test  because  the  virus  has  not 
yet  invaded  significant  portions  of  the  brain.  This  ‘ 
points  up  the  desirability,  if  practical,  of  holding  sus- 
picious animals  in  order  to  let  the  disease  progress  if  it 
is  present.  Also,  tissue  changes,  if  the  specimen  is  not  i 
refrigerated,  make  the  preparation  of  good  quality 
smears  for  examination  most  difficult.  Icing  the  speci- 
men is  the  preferred  method  of  preservation.  Freezing  j 
is  to  be  avoided  unless  it  is  the  only  means  of  cooling  i 
available. 

Physicians  are  confronted  frequently  with  the  problem 
Continued  on  Page  117 
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In  peptic  ulcer... 

antacid 
therapy 

a 

new 
benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  cliance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  cbewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Summary  of  Froceeclim^s,  Interim  Meetirui, 

/ o O’ 

M.iM.A.  Mouse  of  Delegates,  April  9,  19(i7  at  Brunswick,  Maine 


The  interim  meeting  of  the  Maine  Medical  Associa- 
tion House  of  Delegates  was  called  to  order  at  2:15 
P.M.  by  the  President-elect,  Paul  S,  Hill,  Jr.,  M.D.  and 
presided  over  by  Robinson  L.  Bidwell,  M.D.,  Speaker  of 
the  House.  There  was  a total  attendance  of  64,  includ- 
ing 35  delegates,  9 alternates,  1 3 members  of  the  Coun- 
cil, the  Secretary-Treasurer  and  6 guests. 

The  financial  statement  of  Income  and  Expenditures 
for  fiscal  year  ending  December  31,  1966  and  budget 
proposed  for  fiscal  year  ending  December  31,  1968  was 
presented  by  the  Budget  Committee  Drs.  John  D.  Deni- 
son and  Edward  K.  Morse.  Final  action  on  the  budget 
proposed  for  1968  will  take  place  at  the  annual  meeting 
of  the  blouse  of  Delegates  on  June  11  at  The  Samoset, 
Rockland,  Maine. 

The  President-elect  announced  the  appointment  of 
the  following  members  to  serve  on  the  Nominating 
Committee:  (First  District)  Thomas  Anton,  M.D., 

Biddeford,  ( Second  District ) Paul  A.  Brinkman,  M.D., 
Farmington,  (Third  District)  George  W.  Bostwick, 
M.D.,  Newcastle,  (Fourth  District)  Valentine  J.  Moore, 
M.D.,  Waterville,  ( Fifth  District ) Bradley  E.  Brown- 
low,  M.D.,  Blue  Hill,  (Sixth  District)  Charles  D. 
McEvoy,  Jr.,  M.D.,  Bangor  - Chairman. 

The  report  of  the  Nominating  Committee  shall  be  the 
first  Order  of  Business  at  the  Second  Meeting  of  the 
House  of  Delegates  on  Sunday,  June  11  at  3:00  P.M. 

Resolutions 

A proposal  from  the  Androscoggin  County  Medical 
Ass(x:iation  concerning  a resolution  relative  to  Privi- 
leged Communication  Between  the  Physician  and  his 
Patient  was  referred  to  the  Legislative  Committee. 
(Kevin  Hill,  M.D.,  Waterville,  Chairman.) 

Also  referred  to  this  committee  was  a request  from 
the  Transfusion  Committee  (Joseph  E.  Porter,  M.D., 
Chairman ) that  a resolution  be  drawn  up  on  the  rela- 
tionships of  blood  usage  to  the  implied  warrantee  of 
merchandise. 

The  Legislative  Committee  will  present  a report  con- 


cerning these  two  resolutions  at  the  meeting  of  the 
House  of  Delegates  in  June. 

A resolution,  which  follows,  relative  to  "prescribing 
drugs  by  generic  names"  presented  for  the  Hancock 
County  Medical  Society  by  Bradley  E.  Brownlow,  M.D. 
was  approved,  and  the  Executive  Director  instructed  to 
see  that  it  is  forwarded  to  the  proper  individuals  at  the 
proper  time. 

Resolution  Presented  at  the 
Holise  of  Delegates  Meeting  of  the 

Maine  Medical  Association  - April  9,  1967 

WHEREAS,  legislation  is  being  considered  to  pro- 
vide prescription  drug  benefits  under  state  and  federal 
medical  programs  and, 

WHEREAS,  efiforts  may  be  made  to  restrict  prescrip- 
tions by  physicians  to  generic  name  drugs  and,  j 

WHEREAS,  pharmacologic  action  is  affected  by  a i 
number  of  physical  and  chemical  factors  (see  list  be-  ^ 
low ) and, 

WHEREAS,  dosage  forms  may  be  diverse  to  meet 
varied  circumstances  such  as  age  and  size  of  patient  and 
route  of  administration  and,  i 

WHEREAS,  the  quality  and  purity  of  the  drug  may 
rely  on  the  source  of  supply  and, 

WHEREAS,  the  physician's  order  is  not  specific  when  ‘ 
drug  products  are  prescribed  generically 

BE  IT  THEREFORE  RESOLVED,  that  the  physi- 
cians of  the  Maine  Medical  Association  wish  to  go  on  ' 
record  as  being  opposed  to  the  restriction  of  the  use  of  | 
prescription  drugs  by  generic  name  alone  and  reinstate  . 
their  assertion  that  the  greatest  benefit  from  the  use  of  | 
drugs  derives  from  medical  discretion  alone  in  the  > 
choice  of  medications. 

! 

List  of  Physical  and  Chemical  Properties  j 
Influencing  the  Pharmacologic  Action  j 
OF  A Drug  j 

1.  Size  of  crystal  or  particle. 

2.  Melting  point.  j 

3.  Ph.  I 

4.  Viscosity.  j 

5.  Diluent. 


iij 


nini;ti;hn  hundri:d  and  sixty-sf.vhn-^may 


115 


Degree  of  liydration  of  crystal  or  ad^lltion  of  de- 
hydrating substances  to  package. 

7.  Form  of  tlie  agent  - solution  or  salt. 
iS.  Solubility. 

Surface  tension. 

10.  Quantity  of  active  ingredients  in  combination. 

1 1.  Purity  of  ingredients. 

12.  Vehicle  or  inactive  ingredients. 

I 3.  Compatibility  and  stability. 

14.  Fnteric  coating. 

15.  Disintegration  time. 

'I'here  was  no  action  "at  this  time”  on  the  following 
re.solution  presented  by  the  Hancock  County  Society 
concerning  a Maternal-Child  Health  Program. 

Rhsoi.i  tion  Adopted  by 
Hanc:ock  Coi:n'ia'  Medical  Society 

"Whereas  the  Nfaternal-Child  Health  Program  cur- 
rently operating  in  Washington  and  Hancock  Counties 
is  ill-conceived,  ill-planned  and  overly  expensive: 

Be  it  therefore  resolved  that  the  Hancock  County 
Medical  Society  goes  on  record  as  being  opposed  to  the 
program  and  suggests  that  the  State  of  Maine,  Depart- 
ment of  Health  and  Welfare  return  the  allocated  funds 
to  the  Children  s Bureau  until  such  time  as  a program 
satisfactory  to  the  majority  of  physicians  is  presented. 

Be  it  further  resolved  that  a copy  of  this  resolution 
should  he  sent  to  Dr.  Dean  Fisher,  Commi.ssioner  of 
Health  and  Welfare  and  to  Mrs.  Ottenberg,  Director  of 
Childrens  Bureau,  Department  of  Health  and  Welfare, 
Washington,  D.  C. 

Associated  Hospital  Service  proposed  increase  in 
M.M.A.  Group  Insurance  rates  was  discussed  and  the 
Executive  Director  instructed  to  ""work  for  broader  cov- 
erage," i.e.,  total  coverage  for  semi-private  room  or  the 
same  amount  toward  cost  of  a private  room. 

Medical-Legal  Co-op>eration  Agreement  Between 
Maine  State  Bar  Association  and  Maine  Medical  Asso- 
ciation. It  was  agreed  that  the  Executive  Director  con- 
sult with  our  attorney,  Mr.  OConnor,  relative  to  this 
agreement  and  that  it  be  submitted  for  further  discus- 
sion at  the  June  meeting. 

A report  submitted  by  Melvin  Bacon,  M.D.,  Cdiair- 
man  of  the  Diabetes  Committee,  follows: 

Preliminary  Report  on  the  Diabetes  Detection 
and  Education  Drive  in  Maine  for  1966 

The  yearly  Diabetes  Detection  and  Education  and 
Oiabetes  Week  Observation  in  Maine  is  growdng  in 
magnitude  and  scope  each  year.  It  is  definitely  reaching 
nore  people  who  are  becoming  increasingly  aware  of 
)iabetes. 

This  year,  as  in  the  past,  this  program  was  a combined 
ffort  of  the  Maine  Medical  Association  through  its 
hysician  members,  the  Bureau  of  Health  and  Welfare, 
,nd  the  Maine  Pharmaceutical  AsstKiation.  A physician 
j'as  selected  as  Chairman  of  the  Diabetes  Committee  for 


each  C.ounty  Medical  Society  in  the  State  who  con- 
ducted the  Drive  as  he  deemed  best  for  his  County  with 
assistance  from  the  above-mentioned  groups.  Newspa- 
pers, Television,  both  commercial  and  educational,  aiul 
Radio  Stations  were  utilized.  A one-minute  film  short 
with  well-known  personalities  featured  was  sent  to  each 
TV  Station  in  the  State  for  their  use.  Theaters  showed 
film  shorts,  also.  Hundreds  of  posters  and  thousands  of 
pamphlets  were  distributed  all  over  the  State.  Industries, 
hospitals,  schools,  drug  stores,  private  physicians  and 
busines.ses.  State  and  Service  installations  participated 
in  checking  indiciduals  for  Diabetes.  In  all  I75,()()()  to 
200, ()()()  were  tested  but  the  results  are  not  final  yet. 

In  4'ork  County,  it  appears  from  preliminary  results, 
that  we  had  the  most  successful  endeavor  ever.  Here 
upwards  of  20,000  individuals  out  of  a population  of 
93,000  were  checked  for  glycosuria. 

An  interesting  program  in  one  of  our  towns  was  car- 
ried out  and  I believe  worthy  of  mention.  The  Health 
Council,  under  the  gtiidance  of  the  Town  Physician  and 
an  R.N.  as  Chairman,  distributed  about  t50  test  kits  to 
each  family  in  town.  Each  kit  inckided  a Diabetes  pam- 
phlet, instrtictions  for  checking  urines  for  glycosuria  and 
a piece  of  Testape.  The  number  of  strips  enclosed  was 
dependent  on  the  size  of  the  family  and  varied  from  1 
strip  to  1 1 or  12.  The  whole  town  was  covered  and  the 
families  were  asked  to  contact  the  Chairman  of  this 
group  if  any  change  in  color  of  the  Testape  was  noted. 
Out  of  a population  of  apprtrximately  1200  people  two 
positives  were  reported.  In  addition,  similar  test  kits 
were  distributed  to  about  75  people  who  worked  at  the 
County  Courthouse  with  no  positives  reported.  Similar- 
ly, 20  inmates  of  the  County  jail  were  tested  with  nega- 
tive results.  One  hundred  twenty-nine  school  children 
were  also  checked  but  no  positives  were  found.  How- 
ever, in  a group  t)f  129  faculty  members  and  students 
at  the  parochial  school  in  this  town,  two  positives  with 
Clinitest  were  found  amongst  the  faculty  members.  It 
was  interesting  to  note  that  these  same  two  men  have 
been  positives  for  the  past  3 or  T years.  This  program 
generated  a lot  of  interest  for  the  Chairman  of  the 
Health  Council,  who  is  an  R.N.,  and  received  man) 
phone  calls  and  inc|uiries  concerning  Diabetes. 

In  other  towns  similar  kits  were  placed  in  the  Post 
Office  boxes  and  its  box  holder  asked  to  report  any 
change  in  color  to  the  Chairman  of  the  local  Diabetes 
Committee.  In  other  towns  and  cities,  where  physician 
members  of  the  York  County  Medical  Society  were  lo- 
cated, a Chairman  was  selected  and  he  carried  on  the 
program.  In  areas  where  there  were  no  physicians. 
Health  Councils  and  Public  Health  Nurses  carried  on 
the  program.  In  addition  we  held  an  " Institute  on  Dia- 
betes for  the  Nurses  of  York  County."" 

The  assistance  of  various  groups  in  the  State  Drive 
was  indispensible.  In  conclusion,  I want  to  thank  all  the 
members  of  the  Maine  Medical  Association,  the  Bureau 
of  Health  N Welfare,  Daniel  E.  Hanley,  M.D.  and  his 
staff,  Maine  Pharmaceutical  Association  and  its  Chair- 
man, Erland  Lowell,  the  various  Health  Councils,  nurses, 
hospitals,  members  of  the  laity  and  all  others  who  so 
unselfishly  gave  of  their  time  to  make  this  Diabetes 
Drive  in  Maine  so  successful  an  endeavor. 
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Grant  to  M.M.E.F.  is  presented  to  Paul  S.  Hill,  Jr.,  M.D., 

M.M.A.  President-elect,  by  Mr.  Reginald  Parker,  Treasurer, 

Maine  Cancer  Society  while  Asa  C.  Adams,  M.D.,  M.M.A. 

Council  Chairman  looks  on. 

The  President-elect,  Paul  S.  Hill^  Jr.,  M.D.,  announced 
the  presentation  of  a $2,000  grant  to  the  Maine  Medical 
Education  Foundation  from  the  American  Cancer  So- 
ciety, Maine  Division,  Inc.  This  presentation  was  made 
by  the  Maine  Division  Treasurer,  Mr.  Reginald  Parker, 
at  the  meeting  of  the  Council  which  preceded  the  In- 
terim Meeting  of  the  House  of  Delegates. 

A brief  report  concerning  the  Maine  Medical  Educa- 
tion Foundation  was  presented  and  the  delegates  re- 
minded that  it  will  be  necessary  to  vote  again  in  June 
for  continuation  of  this  assessment. 

Carl  E.  Richards,  M.D.  stated  that  he  feels  that  a 
Committee  on  National  Legislation  is  needed  and  the 
President,  Dr.  Sullivan,  has  appointed  the  following 
members  to  serve  in  this  capacity:  Carl  E.  Richards, 
M.D.  — Chairman,  Charles  D.  McEvoy,  Jr.,  M.D.  and 
John  D.  Denison,  M.D. 

Mr.  Maurice  A.  Kramer,  AMA  Field  Representative, 
urged  the  members  to  express  their  personal  views  on 
medical  legislation  to  our  congressmen.  He  also  urged 
members  to  read  the  April  10  issue  of  the  AMA  News 
which  will  contain  pertinent  information  concerning 
medical  legislation. 

Paul  A.  Jones,  Jr.,  M.D.  called  attention  to  a Con- 
ference on  "Marital  and  Pre-marital  Counseling"  spon- 
.sored  by  The  State  of  Maine  Committee  on  Education 
for  Marriage  Counseling.  (This  was  held  at  the  Shera- 
ton-Eastland  Hotel,  Portland,  Maine  on  May  5,  1967.) 

Copies  of  this  program  were  sent  to  members  of  the 
Council,  and  to  County  Presidents  and  Secretaries. 

The  members  of  the  Council  were  reminded  that  elec- 
tion of  Councilors  for  the  following  Districts  will  take 
place  at  the  Second  Meeting  of  the  House  of  Delegates 
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Take  five... 


Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 


AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  465 14 


A 

Ames 


Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  40i67 
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...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing ICTOTEST"  Reagent  Tablets,  the  30-sec- 
ond  determination  for  bilirubinuria — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 

Ij 

I Positive  findings  with  the  urine-testing  team 
\ of  Labstix  and  Ictotest  can  represent  signif- 

icant guides  to  patient  management  in  many 
■ l clinical  situations.  “Negatives”  may  help  rule 
j out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
S for  the  patient’s  record. 

'I  AMES  COMPANY 

I Division  Miles  Laboratories,  Inc. 

I Elkhart,  Indiana  465 14  AmeS 

li 

i Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 

CATEGORY  NUMBER  36:88  4oi67 
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on  Sunday,  June  11  at  3:00  P.M.  - Fifth  District  ( Han- 
cock, Washington),  Sixth  District  ( Aroostook^  Penob- 
scot, Piscataquis ) . 

In  accordance  with  the  M.M.A.  Bylaws,  "Nominations 
for  members  of  the  Council  for  any  District  where  there 
is  a vacancy  shall  be  made  by  a caucus  of  the  members 
of  the  House  of  Delegates  of  that  District.  Each  candi- 
date for  Councilor  must  be  a resident  of  the  District  for 
which  he  is  nominated.” 

The  Delegate  to  the  American  Medical  Ass(x;iation, 
Paul  H.  Pfeiffer,  M.D.,  called  attention  to  his  report 
which  was  published  in  the  February  issue  of  The  Jour- 
nal, page  46;  Niles  L.  Perkins,  M.D.,  Director,  Bureau 
of  Medical  Care,  State  of  Maine  Department  of  Health 
& Welfare,  discussed  briefly  the  duties  of  his  depart- 
ment, and  there  was  some  discussion  relative  to  medical 
examiners  and  the  proposed  appointment  of  a Chief 
Medical  Examiner  for  the  State. 

Adjournment  at  4:50  P.M. 


M.M.A.  Council 

At  a meeting  of  the  M.M.A.  Council,  preceding  the 
House  of  Delegates,  Dr.  Sullivan  was  instructed  to  ap- 
point a special  Committee  on  Malpractice  Insurance 
coverage  to  investigate  the  possibility  of  broader  cover- 
age under  malpractice  insurance  contracts.  This  com- 
mittee consists  of  — John  P.  Dow,  M.D.  — Chairman, 
George  W.  Bostwick,  M.D.  and  Russell  A.  Morissette, 
M.D. 

( A copy  of  this  summary  has  been  sent  to  the  Presi- 
dent, Secretary,  Delegates  and  Alternates  of  each  County 
Medical  Society,  to  the  Officers  and  Councilors  of  the 
Maine  Medical  Association  and  will  be  sent  to  any  mem- 
ber of  the  M.M.A.  on  request.) 


DEPARTMENT  OF  HEALTH  AND  WELFARE 
Continued  from  Page  112 

of  shipping  the  specimen  to  the  laboratory.  The  district 
health  officer  in  Caribou  has  developed  a means  of 
transportation  via  bus  which  has  served  quite  well  for 
the  past  year.  In  other  areas,  the  local  game  warden  or 
rown  health  officer  can  be  of  assistance.  It  should  be 
kept  in  mind  that,  except  for  very  small  animals,  only 
the  head  should  be  forwarded  to  the  laboratory. 


DATES  TO  REMEMBER  . . . 

M.M.A.  ANNUAL  SESSION 
.JUNE  11,  12,  13,  1967 
The  Samoset,  Rockland 
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Maine  Heart  Association  Notes 

116  State  Street,  Augusta,  Maine 


Myocardial  Infarction  In  Young  Men 

Coronary  atherosc  lerosis  is  the  leading  single  cause  of  death  in  the  United  Stales 
. . . It  is  also  the  leading  cause  of  death  Iroin  disease  among  active-duty  personnel  of 
the  United  States  Army  . . . The  average  of  separation  for  disability  from  this  dis- 
ease in  the  Army  is  44  years;  the  median  age  of  death  among  those  dying  on  active 
duly  is  48  years. 

. . . 4 he  \’ital  factors  to  determine  are  those  tvhieh  jnedispose  young  male  adults 
to  myocardial  infarction  . . . The  majority  of  patients  who  die  of  coronary  athero- 
sclerosis die  before  they  reach  a physician.  . . . 4 hese  facts  dearly  indicate  that  the 
only  successlid  approach  to  this  medical  problem  must  be  a preventive  one. 

I'his  study  was  designed  to  identify  further  risk  factors  associated  with  the  de- 
velopment of  myocardial  infarction  in  young  male  adidts.  . . . 

Xumerous  studies  have  indicated  elevated  serum  cholesterol  as  an  extremelv 
important  risk  factor  in  the  genesis  of  coronary  atherosclerosis  in  young  indic  iduals. 
Our  study  fidly  conhrms  this  association  and  suggests  that  total  serum  lipids  corre- 
late almost  as  well  with  early  atherosclercjsis.  . . . 

...  It  (obesity)  tvas  c^ne  of  the  most  striking  factors  in  this  study.  Sixty-five  per- 
cent of  the  patients  in  the  infarct  group  were  obese  versus  88  percent  of  the  controls 
(20  percent  or  more  above  standard  weight);  . . . 

4 he  increased  family  history  of  coronary  artery  disease  undoidjtetUy  reflects 
predisposing  enzymatic  genetic  factors;  hotvever,  this  may  not  be  as  significant  as  it 
appears  since  family  patterns  of  eating  and  of  obesity  may  also  be  imolved. 

. . . studies  have  emj)hasized  this  imporiauce  of  hypertension  as  a signihcant  risk 
factor  . . . Our  study  supports  this  concept.  . . . 

I'his  study  also  confirmed  the  relation  between  cigarette  smoking  and  coronary 
atherosclerosis.  . . . 

. . . I'he  coronary  group  . . . tended  to  consume  more  than  average  amounts  of 
foods  high  in  saturated  fats  but  demonstrated  an  even  more  significant  aversion  to 
foods  high  in  jjolyunsaturaled  fats  than  did  the  control  group. 

. . . 4'he  most  striking  correlation  . . . was  the  elevated  serum  cholesterol,  ele- 
vated total  serum  lipids,  obesity  and  a family  history  of  coronary  artery  disease.  Other 
factors  associated  to  a statistically  signilicanl  degree  with  myocardial  infarction  were 
hypertension,  short  stature,  cigarette  smoking,  consumption  of  saturated  fats,  low  in- 
take of  unsaturated  fats,  emotional  tension,  Caucasian  race  and  family  history  of  hy- 
pertension. 

Pooling  of  data  from  several  studies  such  as  this  is  urgently  needed  to  firmly  es- 
tablish the  major  risk  factors  . . . and  to  elinnnate  many  factors  that  have  been  pro- 
posed on  the  basis  of  inadecpiate  or  inconclusive  evidence. 


Siihmillcd  l)y  Jatol)  15.  Dana,  M l).,  Maine  Heart  .Vssoiiation 

ReferciKe  — I he  .Vineiifaii  |ounial  ot  Cardiologv,  Walker,  C\'.  J.,  et  al,  \’ol.  19.  pages  3;59-‘54;5,  19(i7 
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Brunswick,  Maine 


Leukemia  Versus  Virus 

PHILADELPHIA,  PA.  — Scientists  at  Albert  Einstein  Medical  Center  have  dis- 
covered an  Important  clue  to  the  success  of  leukemic  viruses:  the  viruses  rapidly 
destroy  the  body's  main  defenses  against  Infections. 

This  was  contained  In  a report  Issued  recently  by  the  American  Cancer  Society 
on  work  by  Dr.  Herman  Friedman,  head  of  the  Department  of  Microbiology,  Dr. 
Walter  CeglowskI  and  Dr.  Edward  O'Donnell. 

Leukemic  patients  often  die  because  their  systems  are  unable  to  overcome  a 
common  cold,  a minor  flu  or  some  other  usually  slight  Infection.  Something  about 
leukemia  prevents  the  patients  from  producing  antibodies  against  Invading  viruses 
and  microbes. 

The  Friedman  group  showed  that  two  kinds  of  viruses  which  cause  leukemia  In 
mice  attack  lymphocytes,  or  lymph  cells,  which  manufacture  antibodies.  When  they 
added  the  viruses  to  a culture  of  mouse  lymphocytes  and  other  cells  growing  In  glass 
dishes,  the  viruses  promptly  attacked  and  destroyed  the  antibody-producing  lympho- 
cytes. 

While  several  animal  leukemias  are  known  to  be  caused  by  viruses,  there  Is  still 
no  proof  that  human  leukemia  Is  virus-caused.  More  and  more,  however,  scientists 
Incline  to  the  belief  that  the  human  disease  may  be  due  to  viruses.  The  observa- 
tions made  at  Albert  Einstein  could  explain  the  fatal  complications  of  human  disease  as 
well  as  they  do  virus-caused  mouse  leukemia. 

The  scientists  first  Injected  sheep  red  blood  cells  Into  normal  and  leukemic  mice. 
Th  is  sensitized  the  mice  against  the  sheep  red  cells;  that  Is,  the  mouse  lymphocytes 
were  stimulated  to  produce  antibodies  against  the  red  cells. 

When  red  cells  were  Injected  a second  time  Into  the  mice,  the  antibodies  Im- 
mediately destroyed  them.  And  even  when  the  sensitized  lymphocytes  were  removed 
and  grown  In  glassware,  they  produced  antibodies  and  destroyed  the  red  cells.  By 
counting  the  number  of  lymph  cells  which  formed  plagues  of  antibody-destroyed  red 
cells,  and  by  staining  with  a dye  which  makes  antibodies  fluoresce,  the  scientists 
could  trace  the  number  of  lymphocytes  which  produced  antibodies  In  mice  Immu- 
nized with  red  cells. 

The  tests  showed  that  sensitized  lymphocytes  from  animals  which  had  been  Im- 
munized with  red  cells  and  Infected  by  either  the  Friend  virus  or  Rauscher  virus,  both 
of  which  cause  leukemia  In  mice,  had  a markedly  diminished  ability  to  attack  sheep 
red  cells.  The  effect  was  extremely  rapid;  shortly  after  Inoculation,  the  virus  began 
destroying  the  defensive  capability  of  the  lymphocytes.  The  number  of  lymphocytes 
which  could  produce  antibodies  decreased  substantially  long  before  the  animals 
showed  any  symptom  of  leukemia. 

Other  recent  work  with  mice  Immunized  with  bacterial  vaccines,  rather  than 
red  blood  cells,  have  shown  that  there  Is  also  a rapid  diminution  of  antibody-pro- 
ducing cells  In  the  bacteria  In  mice  IrTected  with  the  leukemia  viruses. 
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when  he  just  can’t  sleep! 

Tuinali 

One-Half  Sodium  Amobarbital  and  r 
One-Half  Sodium  Secobarbital  T 
supplied  in  %,  1%,  and  3-grain  Pulvules  In 


ujal  helps  wakeful  patients  fall  asleep  fast,  stay 
sfijp  all  night. 

^ck:ations:  Tuinal,  comprised  of  equal  parts  of  Seconal® 
oVrm  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodium 
>d(um  amobarbital,  Lilly),  is  indicated  for  prompt  and 
i(|(^:rately  long-acting  hypnosis.  Not  suitable  for  con- 
npus  daytime  sedation. 

o^-aindications:  Barbiturates  should  not  be  adminis- 
:rei  to  anyone  with  a history  of  porphyria,  nor  should 
ie|ibe  given  in  the  presence  of  uncontrolled  pain,  be- 
iqt  excitement  may  result. 

Veil  ing;  May  be  habit-forming. 

rei  jtions;  Tuinal  should  be  used  cautiously  in  pa- 
1 1 


tients  with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Dosage:  1 to  3 grains  at  bedtime. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  . Indianapolis,  Indiana  46206 


700695 


The  Arthritis  Foundation  salutes  the  thousands  of  dedicated  physicians  who 
volunteer  their  services  in  the  nation's  fight  against  crippling  arthritis. 

The  Arthritis  Foundation  is  the  sole  national  voluntary  health  agency  com- 
mitted to  conquering  the  rheumatic  diseases.  It  provides  the  means  for 
dynamic  partnership  between  physicians  and  laymen  to  marshal  leadership 
and  resources  toward  the  solution  of  this  major  national  health  problem. 

The  Arthritis  Foundation  looks  forward  to  rapid  growth  with  increasing 
opportunity  for  physicians  to  participate  in  the  arthritis  movement.  For 
further  information  about  The  Arthritis  Foundation  and  its  programs  write 
to  the  Foundation  chapter  in  your  community  or  to  the  Medical  Depart- 
ment, Box  2525,  New  York,  N.Y.  10001. 


Floyd  B.  Odium 
Chairman  of  the  Board 

William  S.  Clark,  M.D. 
President 


Donald  F.  Hill,  M.D. 

President  of  the  American 

Rheumatism  Association  Section 

William  E.  Reynolds,  M.D. 

Medical  Director 


Arthritis  Foundation  M-67 
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Necrologies 


Gilmore  W. 

1908 

Gilmore  W.  Soule,  M.D.,  58,  of  Rockland,  Maine  died  on 
March  30,  1967.  He  was  born  in  Woolwich,  Maine  on  July 
14,  1908,  the  son  of  Alfred  and  Mary  Hilton  Soule. 

Dr.  Soule  graduated  from  Cony  High  School  in  Augusta  in 
1926,  Bowdoin  College  in  1930  and  received  his  medical 
degree  from  Harvard  Medical  School  in  1935.  He  interned  at 
the  Rhode  Island  Hospital  in  Providence  from  1936  to  1938, 
and  located  in  Rockland  where  he  practiced  until  his  death. 

He  was  a member  of  the  Knox  County  Medical  Society,  the 
Maine  Medical  Association,  the  American  Medical  Association, 
the  New  England  Medical  Society  and  the  American  Group 


Soule,  M.D. 

1967 

Psychotherapy,  Inc.  Dr.  Soule  was  also  a member  of  St.  Peter’s 
Church,  and  was  a delegate  from  the  Maine  Diocese  to  the  gen- 
eral conventions  of  the  Episcopal  Church  in  San  Francisco  and 
Boston. 

Surviving  are  his  widow,  Mrs.  Alice  Leigh  Soule  of  Rock- 
land; a daughter,  Mrs.  Mary  Ingalls  of  Waterville;  a son, 
Daniel  W.  Soule  of  Orono;  two  sisters,  Mrs.  Robert  Bateman 
of  Wellesley,  Massachusetts  and  Mrs.  R.  W.  Maher  of  Wool- 
wich; two  brothers,  William  H.  of  Portland  and  David  B.  of 
Woolwich;  and  four  grandchildren. 


Albert  J.  Bernard,  M.D. 
1907-1966 


Albert  J.  Bernard,  M.D.,  59,  of  Skowhegan,  Maine  died  on 
December  23,  1966  in  St.  Thomas,  U.S.  Virgin  Islands.  He 
was  born  in  Auburn,  Maine  on  October  2,  1907,  the  son  of 
Albert  J.  and  Marie  Thibeault  Bernard. 

Dr.  Bernard  graduated  from  Bates  College  in  1932  and  re- 
ceived his  medical  degree  from  Tufts  University  School  of 
Medicine  in  1936.  He  interned  at  the  Maine  General  Hospital 
in  Portland  and  served  a residency  in  Gynecology  and  Obstet- 
rics at  the  Carney  Hospital  in  Boston.  He  began  practice  in 
Skowhegan  in  March  1939. 

He  was  a member  of  the  Somerset  County  Medical  Society, 
the  Maine  Medical  Association,  the  American  Medical  Asso- 


ciation, the  International  College  of  Surgeons  and  the  Amer- 
ican Society  of  Abdominal  Surgeons.  He  was  also  instrumen- 
tal in  founding  Fairview  Hospital  in  Skowhegan  and  served 
as  a director  for  a number  of  years. 

At  the  time  of  his  death  Dr.  Bernard  was  living  in  the 
Virgin  Islands,  and  last  June  had  started  working  for  the  Pub- 
lic Health  Service  of  the  Virgin  Islands. 

Surviving  are  his  widow,  Ruth,  daughter  of  the  late  Daniel 
A.  Barrell,  M.D.  of  Auburn;  three  daughters,  Mrs.  Errol  G. 
Jacobi  of  Kansas  City,  Kansas,  Mrs.  Rizwan  Nomani,  now 
living  in  England  and  Elizabeth  of  Skowhe.gan;  and  a son, 
Albert  Jr.  of  Hartford,  Connecticut. 


County  Society  Notes 


WASHINGTON 

4 Meetings  of  the  Washington  County  Medical  Society  were 
!)l  held  at  the  Dennys  River  Inn  in  Dennysville,  Maine  on  Feb- 
V ruary  28,  1967  and  March  27,  1967. 

At  the  first  meeting  there  were  six  members  present  and  at 
the  second  there  were  seven.  Both  meetings  were  attended  by 
Council  member  James  C.  Bates,  M.D.  of  Eastport,  Maine. 

The  main  discussion  at  both  meetings  was  principally  on 
Medic-Aid  or  Title  19. 

The  Society  discussed  the  pros  and  cons  of  setting  up 
li Maternity  and  Pediatric  Clinics  in  the  county.  There  was  con- 
^ siderable  opposition  from  all  members  of  the  original  plan  as 
;■  proposed.  The  Society  felt,  however,  if  reasonable  compromises 
'could  be  made  that  a working  plan  could  be  set  up  that  would 
*Jbe  satisfactory  to  all  parties  involved.  John  Kazutow,  M.D.  of 
^Columbia  Falls  was  appointed  coordinator  of  the  program. 

Karl  V.  Larson,  M.D.,  Secretary 

ANDROSCOGGIN 

A meeting  of  the  Androscoggin  County  Medical  Associa- 
tion was  held  at  the  Central  Maine  General  Hospital  in 
-ewiston,  Maine  on  March  16,  1967. 


The  meeting  was  called  to  order  by  the  Vice-president,  Jo- 
seph J.  Rando,  M.D.  with  twenty-four  members  present. 

A copy  of  the  answer  to  Dr.  George  B.  O'Connell's  letter 
to  Blue  Cross  and  Blue  Shield  has  been  placed  on  the  bulletin 
board  of  each  hospital. 

It  was  voted  that  a report  on  the  status  of  fluoridation  of 
drinking  water  be  presented  at  the  April  meeting. 

Dr.  Rando  introduced  the  speakers  of  the  evening:  Mr. 
Paul  R.  Buckley  of  Longley  Associates  of  Lewiston  and  Mr. 
William  D.  Brownlie,  consultant  to  the  Council  of  New  Eng- 
land State  Medical  Societies.  Mr.  Buckley  outlined  the  history 
of  the  Keogh  Bill  and  Mr.  Brownlie  dealt  mostly  with  the 
N.E.  physicians  retirement  fund  and  its  three  components. 

Donald  L.  Anderson,  M.D.,  Secretary 


LINCOLN-SAGADAHOC 

The  Lincoln-Sagadahoc  County  Medical  Society  met  at  The 
Ledges  in  Wiscasset,  Maine  on  March  21,  1967. 

The  meeting  was  called  to  order  by  the  President,  Charles 
E.  Burden,  M.D. 

The  bill  on  abortion  was  discussed  but  no  official  stand  was 
taken  by  the  Society. 
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Francis  A.  Winchenbach,  M.D.  was  unanimously  nominated 
as  representative  of  the  Health  Insurance  Committee  of  the 
Maine  Medical  Association. 

A list  of  committees  of  the  Maine  Medical  Association  was 
circulated  and  members  asked  to  volunteer  for  consideration 
by  the  Nominating  Committee. 

The  guest  speaker,  Robert  L.  Ohler,  M.D.,  President  of  the 
Kennebec  County  Medical  Association,  was  introduced  by 
Ralph  C.  Powell,  M.D.  Dr.  Ohler  outlined  the  organization 
and  functions  of  the  Intensive  Coronary  Care  Unit,  specifically 


as  this  unit  is  operated  at  the  Veterans  Administration  Cen- 
ter in  Togus. 

George  W.  Bostwick,  M.D.,  Secretary 

New  Members 

ANDROSCOGGIN 

Pirn  W.  K.  Ligthart,  M.D.,  14  Lisbon  St.,  Lewiston  04240 
KNOX 

Henri  Hardy,  M.D.,  Dark  Harbor,  Islesboro  04848 


News,  Notes  and  Announcements 


Six-Week  Postgraduate  Training  Program  in 
Neurology  at  the  Lemuel  Shattuck  Hospital 

A six-week,  postgraduate  training  program  in  neurology  for 
non-neurological,  practicing  physicians  of  the  New  England 
States  is  being  offered  at  the  Lemuel  Shattuck  Hospital  in  Bos- 
ton. It  is  offered  primarily  for  those  now'  employed  in  Mental 
Hospitals,  Chronic  Disease  Hospitals  and  Schools  for  Re- 
tarded Children  and  for  physicians  who  may  participate  in 
Community  Centers  for  Mental  Health  or  Mental  Retardation. 

The  Course  is  designed  to  serve  as  an  effective  introduction 
to  clinical  neurology,  creating  an  interest  in  the  neurological 
patient  and  his  problems  and  making  the  physicians  more 
competent  and  confident  in  their  approach  to  diagnosis  and 
management  of  neurological  problems. 

The  trainees  will  have  direct  patient  responsibility  on  the 
neurological  unit.  They  will  work  up  and  present  patients  to 
the  staff  neurologists  for  discussion  and  under  supervision  will 
perform  and  interpret  the  simpler  neurological  diagnostic  tests. 
They  will  assist  in  the  performance  of  more  complicated  tests 
such  as  arteriography  to  learn  the  benefits  and  risks  of  these 
tests  and  when  they  should  be  requested.  There  will  be  teach- 
ing rounds  and  conferences  in  neurology,  neuropathology, 
neuroradiology  and  physiotherapy.  In  addition  there  will  be  a 
series  of  coordinated  lectures.  Because  practical  experience  is 
being  emphasized  and  two-thirds  of  the  time  of  the  course  is 
patient-centered,  only  six  trainees  can  be  accepted  at  one  time. 

The  trainees  will  be  practicing  physicians  usually  with 
families  and  sometimes  with  on-going  office  expenses.  There- 
fore a stipend  of  up  to  $200  a week  has  been  provided. 

The  courses  will  be  started  on  October  9 and  January  2 and 
are  partially  sponsored  by  the  Neurological  and  Sensory 
Disease  Control  Program,  National  Center  for  Chronic  Disease 
Control,  U.S.  Public  Health  Service.  For  further  information 
write  to:  William  H.  Timberlake,  M.D.,  Chief  of  Neurology, 
Lemuel  Shattuck  Hospital,  l^O  Morton  Street,  Jamaica  Plain, 
Massachusetts  02130. 


Computerized  Bibliographic  Service  Now  Available 
To  New  England  Medical  Community 

The  Francis  A.  Countway  Library  of  Medicine  ( the  Boston 
Medical  Library  and  Harvard  Medical  Library)  is  now  ready 
to  accept  requests  from  members  of  the  New  England  medical 
community  for  literature  searches  by  computer  - known  in 
library  circles  as  MEDLARS  (Medical  Literature  Analysis  and 
Retrieval  System),  according  to  Ralph  T.  Esterquest,  Librarian. 

Since  May  1966  the  Countway  has  been  serving  as  the  New 
England  Regional  Search  Center  of  MEDLARS.  The  central  of- 
fice of  MEDLARS  is  in  the  National  Library  of  Medicine  in 
Bethesda,  Maryland.  The  Countway  is  one  of  five  medical 


libraries  in  the  country  designated  as  a regional  search  center. 

"Having  come  through  a successful  test  period,”  Mr.  Ester- 
quest  stated,  "we  feel  confident  that  we  can  now  deliver  bib- 
liographies of  periodical  articles  with  reasonable  speed.” 

This  is  how  MEDLARS  works. 

A physician  wanting  to  read  the  latest  information  on  an- 
giosarcoma (for  example)  writes  or  calls  MEDLARS  RE- 
GIONAL SEARCH  CENTER  (NEW  ENGLAND),  Francis  I 
A.  Countway  Library  of  Medicine,  10  Shattuck  Street,  Boston,  I 
Mass.  (Tel:  617-734-3300,  Ext.  109).  He  describes  his  sub- 
ject as  precisely  as  he  can.  The  Search  Center  "formulates”  the 
question  in  accordance  with  the  nomenclature  of  the  MED- 
LARS system.  It  goes  through  the  computer,  and  in  due  course 
a typed,  tailormade  bibliography  of  periodical  articles  is 
machine-produced  and  sent  to  the  inquiring  physician. 

The  store  of  literature  to  which  the  system  has  access  to 
are  the  periodical  articles  that  have  been  included  in  Index 
A[edicus  since  January  1964.  At  present  it  takes  from  three  to 
five  weeks  to  deliver  the  product  bibliography  to  the  requesting 
individual.  "It  is  anticipated  that  this  time  will  be  speeded  up 
as  we  get  practice  and  experience,”  Mr.  Esterquest  stated. 

Any  practicing  physician  in  New  England  is  eligible  to  re- 
quest a search.  There  is  no  cost  to  the  physician  for  this  ser- 
vice. ' 


Hypnosis  Workshop 


A workshop  in  the  comprehensive  application  of  hypnosis 
in  therapy,  basic  and  advanced,  will  be  held  at  the  State  Uni- 
versity College  at  Oswego,  New  York,  July  13-16,  1967.  The 
workshop  is  directed  by  Lawrence  M.  Staples,  DMD,  who  has 
directed  many  similar  workshops  in  the  past.  Frederick  H. 
Ratzeburg,  Ph.D.,  professor  of  psychology  at  the  host  college, 
will  serve  as  coordinator.  Among  the  noted  speakers,  panelists, 
and  specialists  are  the  following: 


Leo  Alexander,  M.D. 
Donald  B.  Coulton,  M.D. 
Milton  E.  Erickson,  M.D. 
William  T.  Heron,  Ph.D. 
Lewis  Jacobs,  M.D. 


Robert  Pearson,  M.D. 
Frederick  H.  Ratzeburg,  Ph.D. 
Lawrence  M.  Staples,  D.M.D. 
Kay  Thompson,  D.D.S. 

T.E.A.  von  Dedenroth,  M.D. 


Oswego  is  located  on  the  shores  of  Lake  Ontario,  and  is 
ideally  situated  for  summer  holiday  activities.  Swimming, 
boating,  horseback  riding,  tennis,  and  the  parks  of  upper  New 
York  State  are  available.  Registration  for  either  the  basic  or 
advanced  workshop  is  $90.00,  with  special  rates  for  full  time 
students,  teachers,  and  interns.  Registration  is  limited  to  den- 
tists, physicians,  and  psychologists  who  are  members  of  their 
national  organizations.  For  more  detailed  information,  write 
Dr.  Frederick  H.  Ratzeburg,  State  University  College,  Oswego, 
New  York  13126. 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1  — which  provide  the 
combined  action  of  both  low-dosage  proges- 
togen and  estrogen  for  the  full  treatment  cycle 
— offer  multiple  contraceptive  action  that 
helps  explain  their  unexcelled  record  of 
effectiveness.  This  report  explores  the  sec- 
ondary protective  mechanisms  against 
unwanted  pregnancy  offered  by  combined 
hormonal  administration  and  the  importance 
of  the  progestational  agent  in  making  such 
multiple  contraceptive  action  possible. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  an 
adverse  effect  on  the  motility  and  survival 
of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  reverses  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  inhibits 
sperm  from  reaching  the  ovum  should  one  be 
released.  The  inset  in  the  adjoining  photo- 
graph shows  immobile  spermatozoa  as  they 
appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the 

estrogen-opposing  action 
of  Norinyl-i  creates  a 
hostile  cervical  mucus 


Normally  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of 
cervical  mucus.  The  mucus  at  this  time  is  profuse  and  watery — allowing  maximum  sperm 
motility  and  promoting  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of 
mucus  decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus 
barrier  that  diminishes  the  vitality  of  the  sperm  and  impairs  its  powers  of  penetration. 

How  hostile  cervical  mucus  supports  contraceptive  action 

The  importance  of  these  observations  to  the  effectiveness  of  Norinyl-1  has  been  noted 

in  a report  on  89  patients  taking  this  medication.*  In  all  instances,  cervical  mucus  obtained 

from  cycle  day  5 to  cycle  day  29  appeared  scant  and  thick  and  exhibited 

little  or  no  Spinnbarkeit.  In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus 

may  be  sufficient  to  prevent  conception.  'Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calil.,  July  15.  1965. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
permits  sperm  motility . . . 
promotes  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a strelchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Hostile  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
impairs  sperm  vitality... 
inhibits  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  hostile  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


An  endometrium 
unreceptive  to  nidation- 
another  supporting 
contraceptive 
action  of  NorinyM 

Let  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier?  Should  this  come  about, 
one  additional  action  of  Norinyl-l  may  protect  the  patient  from 
unwanted  pregnancy — progestogen  intake  makes  endometrial 
tissue  unreceptive  to  implantation. 


lEndometrium  of 
untreated  patient 
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'Jormally  the  endometrium  progresses  througl 
I proliferative  phase  stimulated  by  estrogen  a: 

tecretory  phase  stimulated  by  progesterone. 
>uring  the  secretory  phase  the  endometrium  is 
eceptive  to  the  fertilized  ovum. 
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Unreceptive 
endometrium  produced 
by  Norinyl-l  _ 


II 


II  If « 


When  Norinyl-l  is  administered  its  progestogen  com- 
ponent—norethindrone— accelerates  the  secretory 
phase,  suppressing  glandular  development.  From  day 
11  on,  secretory  action  is  no  longer  present.  The  result 
is  that  during  the  latter  half  of  the  cycle  the  endo- 
metrium becomes  unreceptive  to  egg  implantation. 


1 

ee  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


for  multiple 

contraceptive 

action 

effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/ mestranol 
combination 

lower  cost 


I 

Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  he 
become  a well-accepted  principle  of  conservative  medical  practk 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  streng‘1 
in  which  both  norethindrone  and  mestranol  are  reduced  50  perce:. 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  l.f 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 


Norethindrone  was  first  reported  for  use  as  a progestational  agent 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  ci 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  wom«^ 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  mee' 
the  criteria  of  reliability  and  safety.* 

*Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period,  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1.  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3,  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives: 
creased  bromsulphalein  retention  and  ot 
hepatic  function  tests,  coagulation  tests 
crease  in  prothrombin,  factors  VII,  VIII,  IX  c 
X).  thyroid  function  (increase  in  FBI  and  b 
nol  extractable  protein-bound  iodine  and 
crease  in  T^  values),  metapyrone  test,  pregm 
diol  determination. 

Other  side  effects  reported  to  have  occur  I 
in  association  with  use  of  this  drug  are  d 
ness,  hirsutism,  pains  in  legs,  back,  chest  ( i 
abdomen,  dysuria.  drowsiness,  vaginal 
charge,  libido  increased  and  decreased,  e y 
tions,  hypermenorrhea.  hypomenorrl 
increased  appetite,  G.U.  infections,  varic  ? 
veins,  abdominal  fullness,  acne,  heada  ?• 
nervousness,  allergies,  blurred  vision,  pain 
eyes,  and  itching  in  eyes.  For  complete  din  1 
data,  see  package  insert. 

Dosage  and  Administration:  1,  One  table  f 
Norinyl-1  is  administered  orally  for  20  d 5 
beginning  on  day  5 of  the  menstrual  cr  | 
(Count  day  1 of  the  cycle  as  the  first  da^  1 
menstrual  bleeding.)  Repeat  this  dosage  sc  !• 
ule  for  each  cycle.  2.  If  no  menstrual  pe  i 
occurs  after  a cycle  of  treatment  (20  tablets  ai 
which  patient  adhered  to  the  schedule,  the  3* 
tient  must  be  instructed  to  resume  taking  e 
Norinyl-I  tablets  7 days  after  the  previou:  ^ 
day  course  was  completed.  For  example,  if  6 
last  pill  of  a previous  cycle  had  been  takei  Q 
a Sunday,  then  a new  cycle  of  treatment  sh' d 
begin  on  the  following  Sunday.  3.  In  the 
partum  woman,  it  is  recommended  that 
first  cycle  of  treatment  should  begin  on  dc 
of  the  first  menstrual  cycle.  However,  Norii' 
should  not  be  administered  during  lactatior 
Availability:  Norinyl-1  (norethindrone  1 9* 
with  mestranol  0.05  mg.)  — Dispensers  of  20  d 
60  and  bottles  of  250  tablets. 


norethindrone  — an  original  steroid  from 
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In  Maine  . . . 

This  Syntex  man  serves  the  physician 


JOHN  PERRONI 
Derry,  New  Hampshire 
432-3509 


SYNTEX  I 


INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids. including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  tbe  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therajjeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 

1 These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
I up  water  and  leak  unformed  blood 
I elements,  causing  edema.  And  poly- 
I morphonuclears,  lymphocytes  and 
I perithelial  cells  invade  the  inflamed 
I site.  As  a result  of  all  these  changes, 
I the  cellular  environment  reaches  a 
I state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
\ave  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

CH2OH 


Hydrocortisone 


CH5OH 

(':=o 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  IG-a. 
17-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  ])redict- 
ing  therajjeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay^"* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
))hoto,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
d rocortisone  — show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


The  Antigranuloma  Assay'*’"  also 
utilizes  adrenalectomized  rats.  Gran-’ 
ulomas  are  induced  by  subcutaneous  : 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree  ; 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The  1 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved  ^ 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma  ; 
formation.  Fluocinolone  acetonide  : 
produced  the  same  effect  as  hydro-! 
cortisone  with  only  l/500th  the  dose.' 
This  assay,  as  well  as  the  thymus  ' 
involution  assay,  measures  systemic  | 
rather  than  topical  corticosteroid  ac-' 
tivity.  Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


i 


Representative  Clinical  Results  with  Synalar 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  hioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvemenl 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

*Complete  bibliography  on  request. 


tExpressed  by  the  authors  as  excellent,  very  good, 
good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  eSect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964  . 3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York. 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  published. 


Iluocinolone  acetonide  — an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC.,  PALO  ALTO.  CALIF, 


For  inflammatory 
dermatoses. . . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


She  simply  sits  while  the  party  goes  on  around  her, 
already  used  to  being  the  girl  who  is  lelt  out. 

She  tries  to  lose  weight— but  her  emotions 
won't  let  her.  She  becomes  irritable  and  depressed 
when  she  doesn't  eat,  and  anxious  when  she 
considers  her  future.  So  each  time  she  gives  up. 

"What  can  I do?"  she  asks  when  she  visits  your  office. 
"How  can  I ever  stay  on  a diet  and  lose  weight?" 

A PARTICULAR  COMBINATION  OF  ACTIONS 

Hinbari  E^ntabs 


Ambar  is  formulated  to  specifically  meet  both  t | 
physical  and  emotional  needs  of  the  woman  w I 
is  trying  to  lose  weight.  Methamphetamine  hydi  i 
chloride  has  a powerful  suppressant  effect  on  1 1 
appetite  and  also  provides  a gentle  psychic  lift  , 
improve  mood  and  encourage  activity.  The  pher  i 
barbital  component,  through  its  classic  calmi  » 
action,  helps  control  irritability  and  anxiety,  a ^ 
helps  counteract  excessive  CNS  stimulation.  « 

Also  available;  Ambar  #1  Extentabs®— methamphetarr,  j 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (W.'« 
ing:  may  be  habit  forming).  i 

BRIEF  SUMMARY  / Indications:  Ambar  suppresses  appe  ' 


methamphetamine  hydrochloride  15  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning;  may  be  habit  forming). 

FOR  THE  NEEDS  OF  THE  DIETING  WOMAN 


and  helps  offset  emotional  reactions  to  dieting.  Side  Bile  ' 
Nervousness  or  excitement  occasionally  noted,  but  usu 
infrequent  at  recommended  dosages.  Slight  drowsiness  •! 


A.  H.  Robins  Co.,  Inc. 
Richmond,  Va.  23220 


been  reported  rarely.  Precautions:  Administer  with  cauf 
in  the  presence  of  cardiovascular  disease  or  hypertensii 
Contraindications:  Hypersensitivity  to  barbiturates  or  S'  ■ 
pathomimetics;  patients  with  advanced  renal  or  hep:!- 
disease.  See  package  insert  for  further  details. 


(meclizine  HCI,  niacin) 


Tablets:  (meclizine  HCI  12,5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients’ 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
In  the  rat.  In  one  study  a dose  of  50 
mg./kg./day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./kg./day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg. /day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d,  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied;  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References;  1.  Based  on  1966  data  from  in- 
dependent physicians'  market  survey  organi- 
zation. 2.  Seal,  1.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neobdh' 

geriatric  supplement 

helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  . 2000  U.S.P.  units 

Vitamin  D (ergocalciferol,  U.S.P.)  200  U.iP.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  0.5  mg. 

Vitamin  B2  (riboflavin,  U.S.P.)  0.5  mg. 

Vitamin  B6  (pyridoxine  HCI,  U.S.P.)  0,5  mg. 

Niacinamide,  U.S.P,  50  mg. 

Calcium  pantothenate,  U.S.P.  5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate)  5 I.U. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  0,033  mg. 

Molybdenum  (from  sodium  molybdate)  0.066  mg. 

Copper  (from  copper  sulfate)  0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 

Magnesium  (from  magnesium  sulfate)  2 mg. 

Iodine  (from  potassium  iodide)  0.05  mg. 

Potassium  (from  potassium  sulfate)  1.66  mg. 

Zinc  (from  zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate)  3.40  mg. 

Vitamin  Bu  (cobalamin  concentrate.  N.F.,  as 
Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.)  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N.F.  1.0  mg. 

Ethinyl  Estradiol,  U.S.P.  0.006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride)  50  mg. 

L-Glutamic  acid  30  mg. 


’Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions;  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 
NEW  YORK,  N Y 10017 


Against  these  three  major  pathogens 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  ^ 


Beta-Hemolyfit 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  ond  Finland,  M.:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  $.,  ond  Block,  H.  R.;  Current  Ther.  Res.,  6 253,  1964. 


V-CillinK*S 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.. 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


POTASSIUM  PH£NOXYMETHYL 
PENICILLIN  TABLETS,  U.S  P. 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication;  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 


manifestations  and  antihistamines  and  corticosteroids  for  dela  i 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pat  t 
with  a strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  f,h 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  j 
hematopoietic  systems  is  recommended.  ; 

In  suspected  staphylococcus  infections,  proper  laboratory  stu<  s 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  [if 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shed 
be  discontinued,  and  appropriate  measures  should  be  taken. 
AcJverse  Reactions:  Although  serious  allergic  reactions  are  much  s 
common  with  administration  of  oral  penicillin  than  with  intramusclr 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a sig  t 
cant  index  of  sensitization.  The  following  hypersensitivity  reacti.s 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rat  s 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  f 
caria,-  and  reactions  resembling  serum  sickness,  including  chills,  fer, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphyl  s 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thr'* 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  d 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cilli,l| 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  th 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infci 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  : 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  1’ 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  tim«( 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  pre  i 
development  of  rheumatic  fever  and/or  other  serious  complicati  t 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a his  i 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  ft 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tc  l 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  shoulo  ' 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  andi 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  mo  i 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectij 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  g > 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  pr>  t 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  h i , 
for  three  doses  may  be  employed;  in  females,  500  mg.  every  four  h 
for  six  doses  are  recommended.  Patients  with  a suspected  lesio  ) 
syphilis  should  have  a dark-field  examination  before  receiving  peni  < 
and  monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied;  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units  ' 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  ) 
(800,000  units) , in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,0000  units)  ,> 

5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 

46206. 
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Medicare  — Cioinpanioii  Plan 

Remember  — the  procedure  regarding  payments  under  our 
(Companion  Plan  has  now  been  simplified  so  that  once  a 
claim  has  Ijeen  filed  with  the  Medicare  Carrier,  no  further 
action  is  recjuired  of  the  physician. 

However,  the  physician  should  tell  the  patient  that  the 
Explanation  of  Benefits  form  received  from  the  Medicare 
Carrier  should  be  sent  to  us,  after  litwing  noted  the  Com- 
panion Clan  Contract  Number  on  it.  This  form  gives  us 
enough  information  for  the  j)roce.ssing  of  any  Ijenefits 
availalile  under  the  Ccjinpanion  Plan. 

If  tlie  patient  indicates  that  the  jdiysician’s  Ijill  has  been 
paid,  our  payment  will  go  to  the  patient.  Without  such  an 
indication,  the  payment  will  be  sent  to  the  physician. 

ASSOCIATED  HOSPITAL  SERVICE  OF  MAINE 
509  FOREST  AVENUE 
PORTLAND,  MAINE  04101 


Recommend 


With  Over  800 
Participating  MDs 


Sleep-interfering 
anxiety  and  tension 
can  usually  be  relieved 
with 

EQUANIL* 

(meprobamate)  Wyeth 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  v\/ith- 
drawn  gradually  to  avoid  possibly  severe  vi^ith- 
dra\wal  reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
tions, sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
have  occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
agents.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  mepro- 
bamate. Coated  Tablets,  Wyseals®  Equanil 
(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 


Wyeth  Laboratories 
Philadelphia,  Pa. 
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IF  ADVERTISED 
IN  THE  JOURNAT 
IT  IS  GOOD 


Tandearil* 

oxyphenbutazone 

Tandearil  in  Painful  Shoulder 

Therapeutic  Effects:  Stiffness  and  pain  may  diminish 
within  2 days,  and  full  mobility  may  be  restored 
within  a week.  These  effects  are  obtained  with 
oxyphenbutazone  alone  or  combined  with  physio- 
therapy or  local  hormonal  injections.  The  drug  is 
usually  well  tolerated  and  does  not  affect  pituitary- 
adrenal  function  or  immune  response 

Contraindications:  Edema:  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage:  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when  other 
potent  drugs  are  given  concurrently 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin.  Carefully 
observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy 

Precautions:  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  includ- 
ing a blood  count.  The  patient  should  be  closely 
supervised  and  should  be  warned  to  report  immedi- 
ately fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia):  sudden  weight  gain  (water  re- 
tention); skin  reactions:  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage.  Make  regu- 
lar blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature  forms 
appear  Use  greater  care  in  the  elderly  and  in 
hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication.  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to  the 
drug.  Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 

Dosage  in  Paintuf  Shoulder:  600  mg  daily  in  divided 
doses  for  2 to  3 days;  300  mg  daily  thereafter.  Usual 
duration  of  therapy:  2 to  7 days. 

Avaifability:  Tablets  of  100  mg.  6562-VI(B)R 

For  complete  details,  please  refer  to  full  prescribing 
information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Geigy  Tandearir  helps  painful  shoulders 

oxyphenbutazone  ppQyg  agajn 


3 out  of  4 painful  shoulder  patients 
responded  well 

Please  see  ad- 
joining page  tor 
brief  prescribing 

Sperling.  1 L 

Applied  Therap  6 117, 

1964 

84.2%  of  127  patients 

summary 

TA-5094PC 

Rosenbaum,  E E . and 
Schwarz,  G R North  - 
west  Med  61  927, 1962 

81%  of  48  patients 

TA'47 


Why  these  7 patients  with 
moderate  to  severe  anxiet} 
may  respond  better  to  Mellari 


1.  The  agitated  patient. 


Anxiety— particularly  that  beyond  thf 
range  of  minor  tranquilizers— fr<* 
quently  is  expressed  as  gross  motel 
restlessness,  fidgetiness  and  purpos<' 
less  movements,  and  may  erupt  inlj 
aggressive  behavior.  Mellaril  is  a 
most  a specific  for  those  patien' 
whose  anxiety  follows  such  a patter 


under 
stress. 

il  helps  the  patient  deal  with 
js  of  everyday  life.  Nonhabitu- 
it  can  be  given  for  extended  pe- 
)f  time.  It  does  not  “separate” 
itient  from  practical  problems 
ures,  does  not  induce  eupho- 
a fuzziness  which  can  compro- 
the  ability  to  cope  with  reali- 
Rather,  it  helps  the  patient 
love  more  competently  in  his 
daily  world  by  eliminating  use- 
less tension,  by  allowing  him  to 
conserve  emotional  resources 
i and  energies,  and  to  direct 
A them  against  the  problems 


5.  The  previously  hospitalized 
psychiatric  patient. 

Such  a patient  may  still  require  the 
type  of  medication  he  has  been  ac- 
customed to,  but  because  he  is  no 
longer  in  a controlled  setting  the  ac- 
ceptable level  of  adverse  reactions 
must  be  lower.  In  such  circumstances 
Mellaril  is  perhaps  the  drug  of  choice. 


Contraindications;  Severely  depressed  or  comatose 
states  from  any  cause,  and  in  association  with  or 
following  MAO  inhibitors;  severe  hypertensive  or 
hypotensive  heart  disease. 

Precautions:  Hypersensitivity  reactions  (e.g.,  leuko- 
penia, agranulocytosis)  and  convulsive  seizures  are 
infrequent.  Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those  recommended 
were  used  for  long  periods  of  time.  May  potentiate 
central  nervous  system  depressants,  atropine,  and 
phosphorus  insecticides.  Where  complete  mental 
alertness  is  required,  administer  the  drug  cautiously 
and  increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female  patients) 
has  been  observed.  Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other  extra- 
pyramidal  disorders  are  infrequent;  drowsiness,  es- 
pecially in  high  doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the  mouth,  nasal 
stuffiness,  headache,  peripheral  edema,  lactation, 
galactorrhea,  and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other  allergic  skin 
reactions  may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full  prod- 
uct information. 


in  moderate  to  severe  anxiety,  25  mg.  t.i.d. 

■ Mellaril 

H (thioridazine) 


SANDOZ 


IP. 


4.  The  menopausal  patient. 

The  woman  who  sees  change  of  life  as 
the  end  of  useful  life  requires  support 
from  both  family  and  family  physi- 
cian. Whether  the  psychological  im- 
pact of  menopause  is  directly  related 
to  hormonal  changes,  or  merely  coin- 
cidental, is  debatable,  but  estrogenic 
therapy  is  frequently  inadequate. 
Mellaril  is  a useful  aid  for  these  pa- 
tients and,  alone,  or  in  combination 
with  reduced  estrogen  dosage,  will 
help  ease  the  menopausal  misery. 


6.  The  agitated  geriatric. 

Tranquilizer  therapy  in  the  elderly 
patient  always  involves  special  (or  at 
least  accentuated ) problems : the  pos- 
sibility of  drug-induced  ataxia,  hypo- 
tension or  depression,  for  example, 
assumes  an  additional  significance. 
These  reactions  have  rarely  been  ob- 
served in  geriatric  patients  treated 
with  Mellaril. 


7.  The  constantly 
returning  patient. 

The  anxiety  patient  who  has  not  re- 
sponded to  a minor  tranquilizer  is  not 
very  likely  to  benefit  from  your  minor 
tranquilizer  of  second  choice.  A major 
tranquilizer,  such  as  Mellaril,  may  be 
indicated  in  such  patients. 


I 1 > r _ *1 

[fhe  psychosomatic  patient. 

|!  family  physician  is  rarely  given 
( diagnostic  luxury  of  a classic, 
j:book  “anxiety  state.”  Most  often 
jnust  probe  for  anxiety  masked  by 
jinctional  disorder  — or  which  exac- 
jates  a somatic  problem.  Double- 
d evaluations  have  demonstrated 
Mellaril  can  be  a significant  ad- 
i|:t  in'the  treatment  of  such  patients. 


at  the  site  of  infection 
(where  it  counts) ...  i 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food'  ^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.''-  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.'  '' 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


Estolate 


{ See  next  page  for  prescribing  information.) 


Ilosone* ' the  most  active  oral  form  of  erythromycin 


■ oscription:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cm  that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lastinf?  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin.  , . ■ 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ).  The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  ( Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


he  definitely  related  to  use  of  the  drug,  laboratory  finding:  .'a 
chai-acterized  by  incieased  direct-reacting  bilirubin,  eh  g 
alkaline  phosphatase  levels,  negative  or  weakly  positive  ce  al 
flocculation  and  thymol  turbidity  tests,  elevated  serum  gh  n 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  an  « 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  h t 
been  reported  in  other  patients  taking  prolonged  coursp  t 
medication.  Patients  with  chronic  infection  have  been  give  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  month  a 
patients  with  rheumatic  fever  have  taken  prophylactic  d(  s 
0..5  Gm.  daily  for  two  years  without  difficulty.  In  one  gn  p 
144  patients  who  received  the  drug  daily  for  two  years,  nc  m 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  he 
patients’  families,  who  were  not  taking  the  drug,  had  ep  oi 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  ve 
determined  in  a group  of  fifty-four  adults  and  children  wh  to 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  mon  s 
rheumatic  fever  prophylaxis.  The  results  were  compare*  .fi 
those  of  a similar  group  of  forty-four  patients  who  receive  p« 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Ele  .ti 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  ui 
of  treatment  was  observed  in  one  patient  treated  with  I so 
and  in  two  patients  treated  with  penicillin.  Seven  other  p;  ei 
in  the  group  receiving  Ilosone  and  four  others  in  the  peril! 
group  showed  elevations  in  one  of  the  tests  at  some  time  * ri 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity  .ve 
reported  in  102  pediatric  patients  who  received  short-tern  t< 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  ifi 
tions.  Results  of  liver  function  tests  in  these  patients  wer  ;a 
parable  to  those  in  a similar  control  group  who  had  n il 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hep.'Ci 
fects  are  observed  in  a small  proportion  of  individuals  as  a 
of  a local  stimulating  effect  of  the  medication  on  the  alim  U 
tract;  however,  the  normal  intestinal  gram-negative  ba  eri 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  1n 
of  erythromycin,  there  have  been  occasional  reports  of  urlai 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orall 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  ( bo 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hou  ;1 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  ja 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crush*  a 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  'Sl 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythr  ly 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dc  g< 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fb 
days.  Close  follow-up  of  the  patient  is  necessary  since  e th 
mycin  drugs  have  not  had  adequate  evaluation  in  all  st 
syphilis.  Examinations  of  spinal  fluid  are  recommended  P 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  d:  *> 
recommended.’  In  the  treatment  of  gonorrhea,  patients  iO 
suspected  lesion  of  syphilis  should  have  a dark-field  exam  at 
before  receiving  antibiotics,  and  monthly  serologic  tests 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  'D 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.  (equivalent  teas 


in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in 
size  packages,  with  dropper  calibrated  at  25  and  50  mg 
Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equ 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  pa 

References:  1.  Griffith.  R.  S..  and  Black,  H.  R. : Am.  J.  M.  Sc.,  24A 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother., 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.  and  F'inland.  M.:  Am.  J.  M.  Sc.,  239:19>\ 
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Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  J,6206. 


Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established. Thus, do  notuse  in  largeamounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Vz  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CUNICAL  PROFIIE 


(chlordiazepoxideHCI) 


Also  available  as 
LIBRITABS^**  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  effects.  Ora/  — Adults:  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  Libritabs^  “-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 

Roche  Laboratories  • Division  of  Hoffmann -La  Roche  Inc  • Nutiey,  N.J.  07110 
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Something  special 

Darvon®  Compound- 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 


Si* 


Additional  information  available 
to  the  medical  profession  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


whatever  their  color, 
shape,  or  size... 

Benadryr 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  ooes? 


The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


PARKE-DAVIS 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,  ’ 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^’ 

No  untoward  side  effects  have  been  reported  to 
date. 

Litemtm'e  on  indications  and  dosage  available  on 
request. 
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In  peptic  ulcer... 

antacid 
therapy 

a 

new 
benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS- 
FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  OONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
l)alanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewahle  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Insurance  for  Members 
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MAINE  MEDICAL  ASSOCIATION 

DOW  & PINKHAM 

107  EXCHANGE  STREET,  PORTLAND 

D/ip 

This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally— not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


(NTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


n Ambar  Extentab  before  breakfast  can 
control  most  patients’  appetite  for  up 
hours.  Methamphetamine,  the  appe- 
e uppressant,  gently  elevates  mood  and 
1]  overcome  dieting  frustrations.  Pheno- 
r tal,  the  sedative  in  Ambar,  controls  irritability  and 
xty... helps  maintain  a state  of  mental  calm  and  equa- 
lly Both  work  together  to  ease  the  tensions  that  erode 
■ illpower  during  periods  of  dieting. 

available:  Ambar  #1  Extentabs®— methamphetamine 
li  :hloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Wam- 
• lay  be  habit  forming). 


AMBAR'2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning;  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company, 

RICHMOND,  VA.  23220 


AH'I^OBINS 


I 


Beta-Hemolytic 
Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-CilHn  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC  (meg. /ml.) 

MIC  ( 

meg. /ml.) 

MIC  (meg. /ml.) 

Antibiotic 

Median 

Ronge 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

AmpiciHin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein.  J.  O.,  ond  Finland,  M.:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K'a... 

Potassium  Phenoxymethyl  Penicillin 


fSee  next  page  for  prescribing  information. 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  gl| 
parenteral  dosage  schedules,  frequent  evaluation  of  the  rena' nj 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  sljiei 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrov,  o| 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  s:ulo 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  muc  est 
common  with  administration  of  oral  penicillin  than  with  intramu  |ilo| 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a s,ii(j 
cant  index  of  sensitization.  The  following  hypersensitivity  rea  oni 
associated  with  the  use  of  penicillin  have  been  reported:  skin  r'hej 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis  jrfl 
cario;  and  reactions  resembling  serum  sickness,  including  chills, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anapf 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  ■ oii| 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effect  ani 
are  usually  associated  with  high  parenteral  dosage.  ] 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-C  iK, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  ire^ 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  ii!nl< 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divide, inrf 
three  doses.  j 

Beta-hemolytic  streptococcus  infections  without  associatec  304 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  ti;is| 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  p vefj 
development  of  rheumatic  fever  and/or  other  serious  complic  on| 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a toi 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,00  jni 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy  joI 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  sho  I t 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  clf< 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  ti  da 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  de 
ately  severe  pneumococcus  pneumonia  has  been  treated  effr  ve 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  bf  ivf 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  oo 
dures.  | 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  he  sf 
three  doses  may  be  employed;  in  females,  500  mg.  every  fou  ou 
for  six  doses  are  recommended.  Refractory  infections  generally  ri  )0i 
to  a second  treatment  three  to  four  days  following  completion  f 
first.  Treatment  of  gonorrhea  with  severe  complications  shod  1 
individualized,  with  prolonged  and  intensive  treatment.  Patientsiilh 
suspected  lesion  of  syphilis  should  have  a dark-field  examinat  i h 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a miniini! 
three  months. 


How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  ur)l, 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  5 f*! 
(800,000  units) , in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  unf'  P 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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There  are  10,300* 
undetected  diabetics  in 

Maine 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 

Why  Wait? 


♦Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514 
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INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty.  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  hy  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
i gration  of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
' up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
t morphonuclears,  lymphocytes  and 
( perithelial  cells  invade  the  inflamed 
J site.  As  a result  of  all  these  changes, 
t the  cellular  environment  reaches  a 
I state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


How  advances  in 
chemical  design 
\ave  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

c:HjOh 


Hydrocortisone 


CH5OH 

(':=o 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  W-a. 
17-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay'"* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comjjarative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone —show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay'"*  also  ; 
utilizes  adrenalectomized  rats.  Gran-  ' 
ulomas  are  induced  by  subcutaneous  ; 
Implantation  of  cotton  pellets  on  ’ 
either  side  of  the  thorax.  The  degree  ' 
of  granuloma  inhibition  achieved  by  ■ 
a steroid  reflects  its  potency.  The  , 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved! 
with  hydrocortisone  and  Synalar  1 
(fluocinolone  acetonide).  Untreated  , 
controls  (A)  show  large,  red  granu-i 
lomas  adhering  to  the  pellets.  Group  ; 
B,  receiving  hydrocortisone  and  ■ 
Group  C,  receiving  fluocinolone  ace 
tonide,  show  little,  if  any,  granuloma  | 

formation.  Fluocinolone  acetonide  i 

; 

produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose.i 
This  assay,  as  well  as  the  thymus  < to 
involution  assay,  measures  systemic'  <0 
rather  than  topical  corticosteroid  ac  1 ^ 
tivity.  Nevertheless,  results  by  these  i ® 
methods  correlate  well  with  other  as ! ^ 
says  and  with  the  milligram  poten  i 
cies  of  topical  steroids  in  current'  - 
clinical  use. 


Representative  Clinical  Results  with  Synalar 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

‘Complete  bibliography  on  request.  tExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 

I Cream  (0.025%  fluocinolone  acetonide, 
i neomycin  sulfate,  equivalent  to  0.35% 

■ neomycin  base),  5 and  15  Gm.  tubes. 

I Contraindications:  Tuberculous,  fungal, 
I and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
. itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  eflect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
' been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964  . 3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Eiorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  publish^. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXS 

LASOPATOPIES  INC.,  PALO  ALTO.  CALIF. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalat: 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 
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Minimum  Standards  of  Physical  Fitness  Required  of  Candidates 
for  Collision  Sports  at  the  University  of  Maine 
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About  the  middle  of  August  every  year,  high  school 
football  coaches  throughout  the  state  greet  various  sized 
groups  of  eager  boys,  aged  generally  between  14  and  18, 
aspiring  to  become  members  of  a state  championship 
football  team.  It  is  a credit  to  their  coaches  that  a good 
many  of  these  boys  grow  to  love  football  and  become 
outstanding  players.  Too  often,  however,  when  one  of 
these  outstanding  players  goes  out  for  football  in  college, 
he  finds  he  has  a condition,  sometimes  present  for  years, 
which  medically  disqualifies  him  from  further  participa- 
tion in  this  sport.  This  happens  despite  the  fact  that 
most  schools  have  provided  for  yearly  medical  examina- 
tions of  all  football  candidates  prior  to  fall  practice. 
Failure  to  disqualify  these  boys  in  high  school  results 
when  the  examining  physician,  not  understanding  the 
traumatic  possibilities  inherent  in  the  game,  fails  to  set 
up  certain  minimum  standards  of  physical  qualification. 
Since  every  play  involves  a deliberate  attempt  on  the 
part  of  each  player  to  1.)  knock  an  opposing  player  oft 
his  feet  by  colliding  with  him  or,  2.)  in  the  case  of  cer- 
tain oftensive  players,  to  avoid  such  a fate,  we  prefer  to 
classify  football  as  a CoUision  Sport  to  separate  it  from 
sports  such  as  basketball  in  which  contact  is  incidental, 
not  the  objective.  This  paper  is  an  attempt  to  acquaint 
physicians  handling  high  school  football  teams  with  the 
minimum  standards  of  physical  fitness,  in  use  at  the  Uni- 
versity of  Maine,  required  of  all  candidates  for  "collision 
sports.” 

Certain  conditions  are  absolutely  disqualifying  regard- 
less of  the  supplications  of  the  student,  his  family,  his 
family  physician,  or  his  coach.  Since  this  is  the  area  that 
will  embroil  the  team  physician  in  the  most  controversy, 
we  would  like  to  emphasize  his  responsibility.  Ninety- 
nine  percent  of  all  young  people  consider  themselves 


completely  indestructible  and  no  amount  of  reasoning 
is  apt  to  persuade  a candidate  he  should  give  up  football 
for  his  own  good.  Since  parents  are  motivated  by  a sense 
of  "backing  up”  their  son  and  since  they  are  not 
equipped  by  training  or  experience  to  properly  evaluate 
a medical  risk  to  their  son,  waivers  signed  by  parents 
are  useless.  The  coach  is  knowledgeable  as  far  as  the 
risks  of  the  game  itself  are  concerned,  but  is  not  quali- 
fied to  judge  medical  risks.  In  our  experience,  coaches 
are  only  too  happy  to  have  a team  physician  in  whom 
they  have  confidence  take  the  responsibility  for  these 
decisions.  Finally,  other  physicians  may  advise  the  team 
physician  to  allow  a boy  to  participate,  but  this  is  not 
their  responsibility,  and  they  are  more  vulnerable  to 
pressure  from  the  boy’s  family.  We  use  consultants  free- 
ly as  a logical  means  of  establishing  the  medical-surgical 
facts  in  question,  but  once  the  factual  status  is  estab- 
lished the  team  physician  must  make  the  decision  on 
participation. 

These  are  our  minimum  standards: 

1.  Absolutely  Disqualifying  Conditions. 

A.  Loss  of  function  of  one  of  certain  paired  organs. 
No  sport  is  worth  the  risk  of  blindness,  death  or  sterility. 

1.  Eye.  If  his  bad  eye  can  be  corrected  to  20/80  or 
better  we  allow  him  to  play.  In  such  cases  of  par- 
tial loss  of  function,  eligibility  is  dependent  on 
how  disabled  the  student  would  be  if  he  lost  his 
good  eye. 

2.  Kidney. 

3.  Testis.  If  loss  of  the  functioning  testis  would  leave 
the  boy  sterile,  he  is  not  allowed  to  compete. 

B.  Head. 

1.  A history  of  conditions  likely  to  have  left  the  brain 
or  meninges  scarred,  such  as  brain  surgery,  lacera- 
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tion  of  brain  tissues,  sub-dural  liematoma,  epidural 
liemorrhage,  sub-arachnoid  hemorrhage,  or  other 
intra-cranial  vascular  anomaly.  Example:  - A foot- 
ball player  at  another  university  was  known  to 
have  suffered  a sub-arachnoid  hemorrhage.  He  was 
subsequently  allowed  to  play  football  and  did  so 
for  two  years  without  incident.  Toward  the  end 
of  the  season  in  1966  he  got  a sharp  jolt  to  the 
head  and  was  still  in  a coma  three  weeks  later.  His 
subsequent  course  has  not  been  publicized,  so  we 
assume  he  did  not  die. 

2.  A history  of  three  significant  cerebral  concussions. 
By  significant  we  mean  a concussion  which  has 
produced  any  of  the  following: 

a.  Definite  and  documented  unconsciousness. 

b.  Neurological  sequelae  even  without  uncon- 
sciousness, usually  transient  diplopia. 

c.  Retrograde  amnesia  for  events  occurring  prior 
to  the  head  injury. 

d.  Amnesia  for  events  occurring  more  than  five 
minutes  after  the  head  injury. 

Explanation: 

Our  reasoning  in  regard  to  concussion  is  that  those 
severe  enough  to  produce  any  of  the  above  symp- 
toms or  signs  are  also  severe  enough  to  have  pro- 
cfuced  cerebral  edema  and/or  petechial  hemor- 
rhages of  the  brain,  the  residual  of  which  cannot 
be  detected  by  neurological  examination  or  by  elec- 
troencephalograms until  the  central  nervous  sys- 
tem function  is  impaired.  When  damage  which  is 
undetectable  and  unmeasurable  is  known  to  have 
occurred,  an  arbitrary  line  has  to  be  drawn  some- 
where. We  draw  the  line  at  three,  feeling  that  a 
well-coached  player  in  good  condition,  wearing  a 
properly  fitted  helmet  and  mouthpiece  is  not  apt 
to  suffer  as  many  concussions,  and  those  with 
three  or  more  concussions  have  demonstrated  a 
dangerous  susceptibility,  similar  to  a "glass  jaw”  in 
a boxer. 

C.  Any  significant  bleeding  tendency  such  as  hemo- 
philia, pseudohemophilia,  Christmas  disease,  etc. 

D.  Spine. 

1.  Arthritis. 

2.  Proven  ruptured  disc  above  L4-5  level. 

E.  Kidney  cfisease  producing  reduced  renal  function 
or  that  which  is  apt  to  be  aggravated  by  strenuous 
exercise. 

II.  The  second  group  of  conditions,  those  we  regard  as 

Temporarily  Disqualifying,  are  as  follows: 

A.  Acute  infections. 

1 . Febrile  illnesses,  including  "infectious  mononu- 
cleosis" in  acute  phase  (The  spleen  may  be  en- 
larging, but  not  yet  palpable,  as  covered  in  II  D 
below ) . 

2.  Skin  infections  in  sites  interfering  with  the  proper 
wearing  of  football  equipment. 

3.  Contagious  disease:  ( E.g.  Staph,  skin  lesions. 

Pediculosis,  Impetigo ) . 


B.  Correctable  defects:  E.g.:  Bttys  with  hernias,  in- 
quinal  or  femoral,  are  disqualified  until  the  hernia  has 
been  adequately  repaired  for  three  months.  Our  reason- 
ing is  that  a blow  to  the  groin  in  a boy  who  has  an 
inqtiinal  hernia  containing  a loop  of  bowel  in  the  hernial 
sac  could  convert  a simple  herniorrhaphy  into  a bowel 
resection. 

C.  Jaundice  or  hepatomegaly  from  any  cause. 

D.  Splenomegaly  from  any  cause.  If  the  splenomegaly 
is  permanent  the  disqualification  is  permanent. 

III.  The  third  group  of  conditions  are  those  Requiring 
Individual  Decision. 

A.  Orthopedic  conditions,  especially  previously  dam- 
aged shoulders,  elbows,  knees  and  ankles.  Our  orthopedic 
consultants  are  intimately  involved  in  these  decisions. 
We  almost  always  follow  the  advice  of  the  orthopedic 
surgeon  when  we  are  satisfied  he  is  aware  of  the  protec- 
tive devices  and  strapping  techniques  available  as  well 
as  the  traumatic  possibilities.  We  prefer  consultants  who 
have  a basic  sympathy  for  the  boy’s  desire  to  play  foot- 
ball. We  have  to  satisfy  ourselves  the  participant  is  not 
unduly  susceptible  to  further  damage  that  might  be 
irreparable. 

B.  Epilepsy.  There  are  probably  a few  epileptics  who 
can  safely  engage  in  "collision  sports.”  Those  with  petit 
mal  or  psychomotor  seizures  ordinarily  cannot  be  con- 
trolled well  enough  by  medication  to  participate,  es- 
pecially with  the  hyperventilation  involved.  Boys  with 
Jacksonian  seizures  are  all  disqualified.  A boy  with  a 
history  of  grand  mal  seizures  who,  under  medication, 
has  had  no  seizures  for  a period  of  years,  and  whose 
workup  has  been  adequate  to  establish  a definite  diag- 
nosis of  idiopathic  grand  mal  epilepsy,  might,  conceiv- 
ably be  allowed  to  play.  We  have  learned  to  be  very 
cautious  here,  since  the  one  supposedly  idiopathic  grand 
mal  epileptic  we  have  allowed  to  play  later  was  shown 
to  have  Jacksonian  seizures.  It  is  essential  that  the 
coaches  know  of  this  condition  in  the  event  a seizure 
occurs  when  the  regular  team  physician  is  not  available. 

C.  Diabetes.  If  a diabetic  is  emotionally  stable  and 
cooperative,  has  an  excellent  understanding  of  the  re- 
lationship of  exercise  to  his  diet  and  insulin  require- 
ments, and  is  not  a "brittle " diabetic,  he  might  be  al- 
lowed to  play  football.  This  problem  has  never  pre- 
sented itself  here,  probably  because  most  diabetics  have 
not  participated  in  high  school. 

D.  Cardiovascular  disease.  In  some  cases  the  decision 
is  so  obvious  that  the  team  physician  can  disqualify  the 
candidate  on  the  spot.  E.g.:  Mitral  stenosis,  aortic  steno- 
sis and/or  insufficiency,  coarctation  of  the  aorta,  cyanotic 
heart  disease  of  any  type,  carditis  (rheumatic  or  other) 
within  three  months,  previous  cardiac  surgery  for  any 
acquired  or  congenital  heart  disease  ( except  patent  duc- 
tus arteriosus,  successfully  repaired  and  subsequently 
asymptomatic),  significant  cardiac  arrhythmias.  In  doubt- 
ful cases,  the  boy  deserves  and  is  given  a complete  work- 
up by  an  internist  and/or  cardiologist  whose  findings 
and  advice  are  taken  into  consideration  in  making  our 
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decision.  If  a boy  has  a blood  pressure  consistently  above 
140/90  on  repeated  examinations  he  is  not  allowed  to 
participate,  but  rather  is  put  under  medical  study  and 
care  for  his  hypertension. 

E.  Spinal  conditions.  A boy  with  a spina  bifida  occul- 
ta or  spondylolysis  without  spondylolisthesis  who  has 
played  football  in  high  school  without  symptoms  might 
be  allowed  to  play  here.  If  the  condition  has  been 
symptomatic  or  if  there  is  x-ray  evidence  of  spondylo- 
listhesis he  is  disqualified.  A boy  with  a proven  ruptured 
disc  at  L4-5  or  L5-S1  will  not  ordinarily  be  a candidate 
because  of  the  pain,  but  might  be  allowed  to  play  if  the 
trouble  was  remote  and  he  is  currently  ( at  least  three 
months ) asymptomatic,  free  of  neurological  signs,  and 
cooperative  in  maintaining  his  muscle  tone.  Those  who 
have  had  a disc  excised,  with  or  without  a fusion,  would 
be  considered  in  the  light  of  the  actual  surgical  proce- 
dure done  and  the  opinion  of  the  operating  surgeon. 

IV.  There  are  certainly  Rare  Diseases  or  Uni/sual 
Conditions  not  previously  covered  in  which  the  decision 
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to  disqualify  is  obvious.  When  in  doubt,  we  approach 
the  decision  with  the  philosophy  that  football  offers  its 
participants  something  uniquely  worthwhile,  but  that 
death  or  crippling  injury  are  not  only  disastrous  to  the 
boy,  but  hurt  the  entire  sport. 

We  have  a final  word  of  warning.  Sooner  or  later 
some  bright  football  coach,  parent,  or  even  family  phy- 
sician will  come  up  with  the  argument  that  the  psycho- 
logical damage  you  perpetrate  on  a boy  by  not  allowing 
him  to  play  is  more  serious  than  any  physical  damage  he 
could  possibly  incur  on  the  football  field.  If  the  ream 
physician  "falls  for"  this  one,  he  has  completely  mis- 
understood his  responsibility  to  the  individual,  the  team 
and  the  .sport.  Our  responsibility  is  to  make  a considered, 
factual  decision  and  to  stand  behind  our  convictions. 

Dr.  Clement,  77  Essex  St.,  Bangor  04401 
Dr.  Graves,  Sunset  Dr.,  Orono  04473 
Dr.  Lane,  3 Cedarwood  St.,  Orono  04473 
Dr.  Weisz,  17  Sunrise  Terr.,  Orono  04473 


The  Story  of  the  Chamberlain  Debt 

A true  story* 


i In  the  year  1817,  about  three  years  before  the  Prov- 
1 ince  of  Maine  separated  from  the  Commonwealth  of 
; Massachusetts  and  became  the  State  of  Maine  and  the 
23rd  state  of  the  Union,  a young  doctor  by  the  name 
I of  Leander  Gage  set  up  practice  as  a physician  and 
^ surgeon  in  the  small  town  of  Waterford  — a town  in 
' Oxford  County  about  50  miles  northwest  of  Portland. 
It  was  then,  as  now,  a small  town  set  in  a farming  com- 
munity, surrounded  by  beautiful  lakes  and  hills,  in  a 
wide  and,  in  winter,  rather  inhospitable  region.  The 
: inhabitants  were  honest,  hard-working,  God-fearing 

( people,  of  fine  old  New  England  stock. 

; Dr.  Gage  became  the  typical  country  doctor  of  his 
|i  day,  having  a wide  and  successful  practice.  In  summer 
li  he  drove  his  doctor’s  chaise  around  the  countryside,  but 
I'  in  winter  and  spring  was  compelled  oftentimes  to  visit 
his  patients  on  horseback  - the  only  way  to  get  over  the 

I back  country  roads  of  his  day.  Ele  was  at  once  doctor, 
surgeon,  oculist,  dentist,  nurse,  counsellor,  friend  and 
priest  to  the  inhabitants  not  only  of  his  own  town  but 
of  the  neighboring  towns  - in  fact,  the  "beloved  phy- 
sician” of  the  entire  countryside. 

*This  story  was  submitted  to  the  Journal  by  Mrs.  Albert  W. 
|i  Rice  whose  husband  compiled  the  article  from  family  records. 
♦ l Mrs.  Rice  is  the  great-granddaughter  of  Dr.  Leander  Gage. 


Among  his  patients  was  one  Phebe  Haskins,  a double 
first  cousin  of  Ralph  Waldo  Emerson,  who  married  John 
Chamberlain,  also  of  a pioneer  family.  They  lived  for 
many  years  in  Waterford.  Their  son  Charles  Moody 
Chamberlain  was  born  in  1841,  before  the  family  moved 
away. 

In  1842  Leander  Gage  died,  when  only  50  years  old, 
literally  worn  out  by  his  many  cares.  His  widow  had  to 
sell  the  homestead  which  Dr.  Gage  had  built  on  a hill 
overlooking  the  village  and  which  had  been  their  happy 
home  for  20  years.  - His  8 children  scattered  to  various 
parts  of  the  country. 

In  1921,  over  a hundred  years  after  Dr.  Leander  Gage 
first  set  up  practice  in  the  little  town  of  Waterford, 
Maine,  his  grandson.  Dr.  Homer  Gage  in  Worcester, 
Massachusetts,  one  day  received  by  registered  mail,  the 
following  letter: 

"Maspeth,  L.  L,  May  9th  1921 

Dr.  Homer  Gage; 

Dear  Sir: — 

When  a boy,  back  in  1855  I heard  my  Father  expressing 
regret  that  he  had  been  unable  to  pay  Dr.  Gage  who  had  been 
our  family  Physician  $75.00  that  he  owed  him  when  he  left 
Waterford.  Father  died  on  October  4th,  1856.  At  the  time  I 
heard  this  I determined  in  my  own  mind  if  I ever  became  able 
I would  pay  the  amount.  For  years  I never  made  much  more 
than  a living,  but  some  3 years  ago  money  began  to  come 
from  a fortunate  investment.  . . . 
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Visiting  my  old  native  town  last  year  put  me  strongly  in 
mind  of  my  resolution.  Now  I trust  you  will  think  with  me  — 
better  late  than  never,  and  distribute  the  amount  among  the 
heirs  of  Dr.  Leander  Gage,  and  oblige. 

Yours  truly, 

Chas.  M.  Chamberlain” 

Enclosed  was  a check  for  $4.^2. 75,  being  the  $75.  debt 
which  John  Chamberlain  had  been  unable  to  pay,  to- 
gether with  79  years’  interest  at  6%! 

Dr.  Homer  Gage,  to  put  it  mildly,  was  completely 
flabbergasted.  Charles  M.  Chamberlain  meant  nothing 
to  him,  nor  had  he  ever  heard  of  such  a debt.  He  imme- 
diately took  the  matter  up  with  his  brother,  T.  Hovey 
Gage,  who  was  equally  astonished. 

It  so  happened  that  the  old  house  in  Waterford  had 
come  back  into  the  Gage  family,  and  the  original  ac- 
count books  kept  by  Dr.  Leander  had  been  brought  back 
and  were  again  in  their  accustomed  place.  Mr.  Gage 
promptly  examined  them,  and  sure  enough  - the  entries 
in  the  Ledger  under  the  name  of  John  Chamberlain 
showed  that  there  was  still  a debt  remaining  unpaid  at 
the  time  of  the  doctor’s  death  - but  certain  credits  for 
services  rendered  had  reduced  it  slightly  below  the  prin- 
cipal amount  of  $75.  mentioned  in  Mr.  Chamberlain's 
letter. 

The  interest  was  re-calculated  in  the  light  of  these  old 
entries  and  the  overpayment  returned  to  Mr.  Chamber- 
lain.  Of  course  Dr.  Homer  Gage  and  Mr.  T.  Hovey  Gage 
were  most  reluctant  to  take  their  shares,  but  Mr.  Cham- 
berlain insisted,  and  this  was  the  way  he  put  it; 

"Please  accept  my  thanks  for  your  kindness  in 
ascertaining  and  fixing  the  exact  amount  of  the 
account,  but  1 rather  that  you  and  your  Brother 
should  keep  that  that  belongs  to  you.” 

All  in  all  a "remarkable  example  of  New  England  in- 
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tegrity  and  filial  loyalty,”  as  Mr.  Gage  so  aptly  put  it. 

So  the  sum  of  $.538.92  was  on  June  18,  1921  duly 
distributed  to  13  grandchildren  and  great-grandchildren 
of  Dr.  Leander  Gage  in  amounts  ranging  from  $9.42  to 
$42.36. 

The  letters  which  Mr.  Chamberlain  received  from  the 
various  heirs  must  have  made  him  happy  and  proud  in 
his  old  age.  As  one  old  lady  expressed  it,  "it  is  the 
most  wonderful  example  of  honor  in  real  life  that  I ever 
knew  of.” 

One  more  episode  and  I am  done  - 

In  the  office  of  the  Maine  Medical  Association  at 
Brunswick,  Maine,  there  is  a mahogany  desk  w4th  a 
small  brass  plate  bearing  this  inscription: 

In 

1921 

Charles  M.  Chamberlain 
a native  of  Waterford,  Maine 
sent  to  the  heirs  of 
Dr.  Leander  Gage 
payment  for  medical  services 
rendered  before 
1842 

# * * * 

In  honor  of  his  act 
Three  Grandchildren  of  Dr.  Gage 
Presented  to  the 
Maine  Medical  Association 
this  desk  purchased  with  their 
share  of  the  sum  sent. 

When  the  President,  Dr.  Addison  Thayer,  accepted 
this  desk  for  the  Maine  Medical  Association,  he  told  the 
story,  and  bade  the  members  - cheer  up,  and  worry  no 
more  if  they  couldn’t  collect  their  debts  for  in  another 
century  their  grandchildren  would! 

4 Military  Rd.,  Worcester,  Massachusetts  01609 


Computerized  Bibliographic  Service  Now  Available 
To  New  England  Medical  Community 


The  Francis  A.  Countway  Library  of  Medicine  ( the  Boston 
Medical  Library  and  Harvard  Medical  Library)  is  now  ready 
to  accept  requests  from  members  of  the  New  England  medical 
community  for  literature  searches  by  computer  — known  in 
library  circles  as  MEDLARS  ( Medical  Literature  Analysis  and 
Retrieval  System),  according  to  Ralph  T.  Esterquest,  Librarian. 

Since  May  1966  the  Countway  has  been  serving  as  the  New 
England  Regional  Search  Center  of  MEDLARS.  The  central  of- 
fice of  MEDLARS  is  in  the  National  Library  of  Medicine  in 
Bethesda,  Maryland.  The  Countway  is  one  of  five  medical 
libraries  in  the  country  designated  as  a regional  search  center. 

"Having  come  through  a successful  test  period,"  Mr.  Ester- 
quest  stated,  "we  feel  confident  that  we  can  now  deliver  bib- 
liographies of  periodical  articles  with  reasonable  speed.” 

This  is  how  MEDLARS  works. 

A physician  wanting  to  read  the  latest  information  on  an- 
giosarcoma (for  example)  writes  or  calls  MEDLARS  RE- 


GIONAL SEARCH  CENTER  (NEW  ENGLAND),  Francis 
A.  Countway  Library  of  Medicine,  10  Shattuck  Street,  Boston, 
Mass.  (Tel:  617-734-3300,  Ext.  109).  He  describes  his  sub- 
ject as  precisely  as  he  can.  The  Search  Center  "formulates”  the 
question  in  accordance  with  the  nomenclature  of  the  MED- 
LARS system.  It  goes  through  the  computer,  and  in  due  course 
a typed,  tailormade  bibliography  of  periodical  articles  is 
machine-produced  and  sent  to  the  inquiring  physician. 

The  store  of  literature  to  which  the  system  has  access  to 
are  the  periodical  articles  that  have  been  included  in  Index 
Medicus  since  January  1964.  At  present  it  takes  from  three  to 
five  weeks  to  deliver  the  product  bibliography  to  the  requesting 
individual.  "It  is  anticipated  that  this  time  will  be  speeded  up 
as  we  get  practice  and  experience,”  Mr.  Esterquest  stated. 

Any  practicing  physician  in  New  England  is  eligible  to  re- 
quest a search.  There  is  no  cost  to  the  physician  for  this  ser- 
vice. 
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Dean  H.  Fisher.  M.D. 

COMMISSIONER 


State  Of  Maine 

Department  of  Health  and  Welfare 


The  Renting  of  Durable  Medical  Equipment 


In  this  issue  of  The  Journal,  we  are  enclosing  our 
rules  and  regulations  concerning  the  renting  of  durable 
medical  equipment.  There  are  many  items  in  this  group 
which  it  might  seem  would  be  cheaper  to  buy  outright 
than  to  rent,  but  because  of  the  complexities  and  ex- 
pense of  computer  programming,  it  is  cheaper  in  the 
end  to  rent  the  equipment. 

TO:  Renters  of  Durable  Medical  Equipment 

The  Maine  Department  of  Health  and  Welfare  will 
honor  bills  submitted  for  rental  of  durable  medical 
equipment  to  any  recipient  of  public  assistance  ( Old 
Age  Assistance,  Aid  to  the  Disabled,  Aid  to  the  Blind, 
Aid  to  Families  with  Dependent  Children ) in  the  fol- 
lowing instances: 

a.  The  respective  piece  of  durable  medical  equipment 
was  ordered  by  a licensed  medical  doctor  or  osteo- 
path. A copy  of  the  physician’s  written  order  must 
accompany  the  initial  billing  on  each  recipient. 

b.  You,  as  the  renter,  have  signed  and  filed  with  this 
Department  a Civil  Rights  Compliance  Statement. 
Two  copies  are  enclosed;  you  should  sign  and  re- 
turn one  immediately,  the  other  is  for  your  files. 

Durable  medical  equipment  is  defined  for  purposes  of 
this  Title  XIX  program  correspondingly  to  Title  XVIII: 
"Durable  medical  equipment  is  equipment  which  can 
stand  repeated  use.  It  includes,  for  example,  such  items 
as  iron  lungs,  oxygen  tents,  hospital  beds,  wheelchairs, 
and  other  ambulation  devices  such  as  crutches  and  walk- 
ers. It  must  be  for  use  in  the  patient’s  home  or  in  a 
place  used  as  his  home.  . . .’’  We  will  also  pay  for  nec- 
essary repairs  to  durable  medical  equipment  already 
owned  by  the  recipient  when  repairs  are  made  by  a com- 
petent person. 

BWing  Procedures 

Public  assistance  recipients  age  65  and  over  - 

Bill  the  fiscal  intermediary  for  Part  B.  (Union  Mutual 
Life  Insurance  Company)  of  Title  XVIII  as  you  would 
for  any  other  person  age  65  and  over,  only  indicate  on 


the  billing  form  that  the  person  is  a public  assistance 
recipient.  You  should  obtain  information  regarding  the 
receipt  of  public  assistance  directly  from  the  patient  or 
his  family.  Bill  on  appropriate  Social  Security  form. 
Union  Mutual  will  reimburse  you  in  our  behalf  for  any 
portion  of  the  bill  chargeable  to  this  Department. 

Public  assistance  recipients  under  age  65  - 

Complete  one  of  the  enclosed  forms  ( G-49 ) and 
forward  it  for  payment  to  address  listed  on  lower  part 
of  form.  The  physician’s  statement  should  accompany 
this  bill  as  indicated  above.  These  recipients  have  an 
Identification  Card  to  indicate  their  receipt  of  public  as- 
sistance. This  card  cannot  be  accepted  as  final  commit- 
ment by  the  Department  for  payment  because  of  changes 
in  case  status,  but  should  be  accepted  for  billing  pur- 
pose*;. We  will  notify  you  very  shortly  if  the  person  is 
not  currently  a public  assistance  recipient.  Reimburse- 
ment will  be  a "reasonable  charge”  rate  as  is  true  of 
Title  XVIII  of  Medicare,  Part  B. 

Purchase  of  Expendable  Medical  Equipment  or  Supplies 

There  are  a limited  number  of  expendable  items  for 
which  the  State  will  reimburse  a one-time  "reasonable 
charge.”  In  general,  these  are  items  which  are  non- 
transferable  and  of  minimal  cost.  If  medically  recom- 
mended such  items  could  be  bedpans,  urinals  or  urinal 
devices.  Billing  procedures  to  be  followed  are  outlined 
above.  The  bill  should  be  accompanied  by  a physician's 
written  order. 

Because  many  of  you  who  handle  the  rental  of  such 
equipment  are  also  retailers  of  prescription  drugs,  we 
take  this  opportunity  to  inform  you  that  our  Department 
will  not  reimburse  for  any  prescription  drugs  at  the 
present  time.  The  limited  drugs  reimbursable  under  this 
program  are  those  administered  to  a recipient  while  at 
the  hospital  either  as  a patient  or  during  treatment  in 
the  emergency  room  or  out-patient  clinic;  also  those  ad- 
ministered by  a licensed  physician  (those  drugs  which 
cannot  be  self-administered). 
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Across  The  Desk 


Dr.  Hudson  Asks  Physicians  To  Watch 
Prescription  Costs 

A suggestion  that  doctors  keep  an  eye  on  drug  costs 
in  behalf  of  their  patients  was  made  by  AMA  president 
Dr.  Charles  Hudson  before  a meeting  of  the  Pharma- 
ceutical Manufacturers  Association.  Doctors  should  iden- 
tify 15  or  20  of  the  drugs  they  prescribe  most  often, 
identify  the  brands  of  each  drug  in  which  they  have 
the  most  confidence,  and  find  out  what  the  various 
brands  cost  the  patient,  he  said.  The  implication  was 
that  physicians  could  then  bear  prices  in  mind  w'hen 
they  prescribe. 

The  AMA  president  also  suggested  that  doctors  de- 
termine whether  they  can  save  money  for  patients  who 
are  on  long-term  drug  therapy  by  prescribing  in  larger 
quantities.  Doctors  should  recognize  that  they  are  the 
principal  purchasing  agents  of  health  care  for  their  pa- 
tients, Hudson  said.  — Washington  Report  on  the  Med- 
ical Sciences,  April  3,  1967,  No.  1031. 

AHA  Warns  Of  Medicare  Withdrawal 

In  Washington  Mr.  Kenneth  Williams,  Director  of 
American  Hospital  Association’s  Service  Bureau  was  re- 
ported to  have  warned  that  AHA's  6,700  hospitals  may 
end  their  medicare  agreements  this  summer.  According 
to  a UPI  story,  Williams  said  that  a survey  of  members 
revealed  that  medicare’s  reimbursement  to  hospitals  was 
considered  to  be  "grossly  inadequate,  ” and  that  hospitals 
were  having  to  pass  on  to  other  paying  groups  the  costs 
of  deficiencies  in  medicare’s  reimbursement.  Unless  the 
government  pays  a higher  percentage  of  patient  costs, 
said  Williams,  many  community  hospitals  may  have  to 
withdraw  from  medicare.  He  went  on  to  suggest  that 
the  law  be  amended  so  that  hospitals  could  "look  to 


the  old  people  to  pay  the  bills,  then  let  them  collect 
from  the  government,"  or  permit  hospitals  to  bill  the 
elderly  for  any  differences  in  the  cost  of  treatment  which 
is  not  covered  by  the  government’s  payments  ...  Wil- 
liams estimated  that  medicare  patients  occupy  more  than 
30%  of  the  Nation’s  hospital  beds.  - Legislative  Round- 
up, May  5,  1967,  Vol.  VIII. 

VA’s  New  Procedure  on  Outpatient  Treatment 

On  July  1,  1967  the  Veterans  Administration  will 
inaugurate  a simplified  procedure  for  authorizing  out- 
patient treatment.  Eligible  veterans  will  receive  an  Out- 
patient Medical  Treatment  Identification  Card  on  which 
will  be  recorded  the  condition!  s)  for  which  treatment 
may  be  provided.  This  card,  when  presented  to  a phy- 
sician of  the  veteran’s  choice,  is  all  the  authorization  a 
physician  needs  to  treat  the  veteran.  A thirty  (S30.00) 
dollar  per  month  limitation  is  placed  upon  fees. 

The  physician  may  bill  the  Veterans  Administration 
on  his  own  stationery  for  fees  normally  charged  the  gen- 
eral public.  They  will  be  paid  to  the  extent  that  they 
do  not  exceed  the  maximum  rates  established  by  the 
Fee  Schedule  now  in  effect  with  the  Maine  Medical  As- 
sociation. Payment  will  be  expedited  if  the  physician 
includes  the  following  on  his  itemized  statement: 

a.  Veteran's  name 

b.  His  claim  number 

c.  The  service-connected  condition  ( s ) treated 

d.  The  specific  service  ( s ) rendered  and  date  ( s ) 

e.  Fee  charged 

A treatment  report  is  necessary  only  when  the  cost  of 
urgent  medical  services  temporarily  exceeds  the  thirty 
dollar  limitation  or  when  the  service-connected  condi- 
tion! s)  has  significantly  changed. 
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Prescriptions  should  be  brought  or  mailed  by  the  vet- 
eran to  the  Veterans  Administration  for  filling  when 
they  are  of  a recurring  nature.  They  may  be  written  for 
a month's  supply  and  may  be  refilled,  at  the  physician’s 
request,  up  to  five  times.  Where  medication  is  needed 
immediately,  the  physician  may  write  a prescription  for 
up  to  a ten-day’s  supply  for  filling  in  a local  pharmacy 
and  an  additional  supply  should  be  obtained  from  the 
Veterans  Administration.  On  the  prescription  filled 
locally  should  be  written:  "The  VA  has  authorized  me 
to  treat  the  disability  for  which  this  prescription  is 
written.” 

Senate  To  Clear  Draft  Bill 

The  Senate  is  expected  to  conclude  its  debate  and 
pass  S.  1432,  the  Selective  Service  Act  of  1967  before 
it  concludes  its  business.  In  addition  to  providing  a four- 
year  extension  of  the  present  regular  Selective  Service 
System,  it  would  also  extend  for  four  years  the  doctor 
draft  with  its  special  pay  provisions  for  doctors  and  den- 
tists serving  in  the  Armed  Forces.  . . . The  bill  changes 
the  existing  program  to  the  extent  that  physicians,  den- 
tists, and  individuals  in  other  allied  health  categories 
would  be  required  to  register  and  be  subject  to  call  up 
to  age  35.  This  provision  will  primarily  affect  foreign 
physicians  who  enter  this  country  with  the  intention  of 
taking  up  residency  and  who  are  26  years  of  age  and 
older.  . . . The  House  Armed  Services  Committee  was 
scheduled  to  complete,  yesterday,  its  informational  hear- 
ings on  the  Selective  Service  System.  - Legislative 
Roundup,  May  12,  1967,  Vol.  VII 

Does  FDA  Stretch  a Point? 

Washington,  D.C.  - Charging  "gross  inaccuracies” 

in  a much-publicized  Food  and  Drug  Administration 
survey  of  prescription  drug  potency,  C.  Joseph  Stetler, 
president  of  the  Pharmaceutical  Manufacturers  Associa- 
tion, demanded  that  the  agency  "repudiate  the  survey 
outright.” 

Stetler  said  that  "not  only  the  public,  but  at  least  four 
I U.S.  Senators,  several  newspapers  and  the  author  of  a 
' new  book  about  drugs  have  been  misled  by  the  faulty 
study.” 

At  issue  is  a survey  announced  last  June  8 by  the 

I Commissioner  of  Food  and  Drugs.  At  that  time  the 

j Commissioner  said  that  his  agency  had  "collected  al- 
! most  4,200  drug  samples  ” and  that  "7.6  percent  of  them 
i deviated  to  a material  extent  from  declared  potency, 
ji  . . On  the  average,  then,  we  have  to  conclude  that  one 
1^  out  of  every  14  drug  units  manufactured  is  violative 
! just  on  potency  alone.” 

! Stetler  said  49  of  PMA’s  138  member  firms  were  in- 
} volved  in  the  FDA’s  allegations.  He  said  that  40  of 
' them,  who  responded  to  an  association  survey,  analysed 
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their  allegedly  violative  products,  finding  that  only  one 
percent  deviated  from  acceptable  potency  limits.  In  a 
number  of  instances,  Stetler  added,  the  company  findings 
have  been  confirmed  by  independent  laboratories. 

He  said  four  PMA  member  companies  have  received 
letters  from  FDA  in  which  the  agency  admitted  it  was 
wrong  in  charging  violations  concerning  their  products. 

"Public  charges  followed  months  later  by  private 
apologies  scarcely  seem  appropriate  or  sufficient.  FDA 
should  repudiate  the  survey  outright  or  conduct  an 
accurate  analysis  of  the  samples  in  question,”  he  de- 
clared. 

Stetler  distributed  excerpts  from  FDA  statements  con- 
cerning the  survey,  along  with  copies  of  five  letters  PMA 
directed  to  the  agency  between  August,  1966,  and  May, 
1967,  requesting  details  of  the  survey  and  expressing  the 
hope  "that  mutual  efforts  can  be  put  forth  by  the  in- 
dustry and  the  Food  and  Drug  Administration  to  raise 
the  level  of  quality  of  the  drug  supply  as  high  as 
possible.  ” 

”We  might  expect,”  said  Stetler,  "that  FDA  would  at 
the  very  least  have  notified  the  manufacturers  of  alleg- 
edly deficient  drug  products  so  that  corrective  action 
could  be  taken.  Yet  this  was  not  generally  done. 

"We  might  also  expect  that  the  laboratory  work  in 
support  of  FDA’s  very  grave  conclusions  would  be  ac- 
curate. Yet  gross  inaccuracies  by  FDA  are  revealed  in 
the  subsequent  reanalyses  by  the  companies  themselves. 
FDA’s  work  has  been  found  incorrect  - and  the  product 
potencies  found  to  be  within  allowable  limits  - in  at 
least  80  of  94  violations  alleged  against  40  of  our  mem- 
bers. ” 

The  industry  spokesman  said  he  wished  to  make  clear 
the  drug  companies’  view  that  no  quantity  of  subpotent 
drug  products,  no  matter  how  small,  should  be  on  the 
market.  "This  point  was  made  clearly  in  our  correspon- 
dence with  FDA  ever  since  last  summer,”  he  said. 

"FDA’s  failure  promptly  to  notify  the  companies  in- 
volved indicates  the  survey  has  been  utilized  as  a vehicle 
for  an  unwarrantetf  attack  on  the  prescription  drug  in- 
dustry, rather  than  as  a basis  for  working  with  producers 
to  correct  possible  deficiencies.  As  such,  it  has  offended 
rather  than  served  the  public  interest,”  he  declared. 

"Once  before,  in  connection  with  alleged  drug  adver- 
tising violations,  an  investigation  by  our  association 
proved  that  FDA  was  unfairly  indicting  the  pharma- 
ceutical industry.  At  that  time  I raised  a question  which 
is  worth  repeating  now: 

"'Isn’t  it  fair  to  require  that  an  agency  which  de- 
mands the  truth  deliver  the  truth?’ 

"Among  others,”  Stetler  said,  "who  were  misled  by 
FDA’s  drug  potency  statistics  were  Senators  Hart,  Mon- 
toya, Nelson  and  Russell  Long,  all  of  whom  have  re- 
ferred to  it  from  time  to  time  in  connection  with  pend- 
ing legislative  proposals  or  hearings.”  - Pharmaceutical 
Manufacturers  Association  News  Release 
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Each  tablet  contains: 

Potassium  Iodide 195  ni". 

Aminophylline 130  mg. 

PhenoOarOltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 
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DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  L sual  for  aininophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 


DOSAflE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 
Dispensed  in  bottles  of  KX)  and  lUOO  tablets. 


ML  DR.\NE  GG  — Formula,  dosac;e  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  .Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

ML'DR.ANE  GG  ELIXIR  — Four  5 cc  tcaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 
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Necrology 

H.  Danforth  Ross,  M.D. 

1886-1967 

H.  Danforth  Ross,  M.D.,  80,  of  Sanford,  Maine  died  on 
April  28,  1967.  He  was  born  on  May  21,  1886  in  Phillips, 
Maine,  son  of  Raymond  and  Xarissa  Ross. 

He  graduated  from  Phillips  High  School  and  received  his 
medical  degree  from  Bowdoin  Medical  School  in  1913.  Dr. 
Ross  did  postgraduate  work  at  the  Boston  Lying-In  Hospital 
and  served  his  internship  at  the  Salem  Hospital  in  Massachu- 
setts from  1913  to  1914. 

Dr.  Ross  practiced  in  New  Hampshire  for  three  years  where 
he  operated  a private  hospital  and  then  moved  to  Sanford  in 
19 H.  Assisted  by  Mrs.  Ross,  formerly  an  operating  room  su- 
pervisor at  Salem  Hospital,  he  started  this  community’s  first 
hospital  which  he  and  his  associate,  Stephen  A.  Cobb,  M.D. 
operated  from  1918  until  the  Henrietta  D.  Goodall  Hospital 
opened  in  1928.  Dr.  Ross  had  served  on  the  staff  and  as  pres- 
ident of  the  Henrietta  D.  Goodall  Hospital. 

He  was  an  Honorary  member  of  the  York  County  Medical 
Society  and  the  Maine  Medical  Association,  having  received 
a 50-year  pin  in  1963-  He  was  also  a member  of  the  Amer- 
ican Medical  Association.  Dr.  Ross  was  the  last  surviving  char- 
ter member  of  the  Sanford-Springvale  Rotary  Club  and  served 
as  president  from  1933  to  1934  and  was  also  a long  time  mem- 
ber of  the  Elks  and  a 50-year  member  of  the  Unity  Lodge, 
AF  & AM  in  Union,  New  Hampshire. 

In  1961  the  honorary  doctor  of  humane  letters  degree  was 
conferred  on  him  by  Nasson  College.  In  September  1966  some 
1,000  citizens  turned  out  to  honor  him  on  "Dr.  Ross  Day.  ' 
Approximately  a third  of  those  attending  were  Dr.  Ross 
babies." 

Surviving  are  his  widow,  the  former  Edith  Leonard;  a daugh- 
ter, Mrs.  Roderick  McNeill  of  Westwood,  Massachusetts;  a 
sister,  Mrs.  Vena  Morse  of  St.  Petersburg,  Florida  and  three 
grandsons. 


County  Society  Notes 

LINCOLN-SAGADAHOC 

A meeting  of  the  Lincoln-Sagadahoc  County  Medical  Soci- 
ety held  at  The  Ledges  in  Wiscasset,  Maine  on  April  18,  1967 
j was  called  to  order  by  the  President,  Charles  E.  Burden,  M.D. 

, Mr.  Oscar  E.  Webb  of  Boothbay  spoke  on  Keogh-type  re- 
: tirement  income  plans.  Mr.  George  Pierce  of  Depositors  Trust 
Company  spoke  on  trust  funds  as  related  to  the  Keogh-Smathers 
' Bill. 

George  W.  Bostwick,  M.D.  outlined  the  proceedings  of  the 
^ Interim  Meeting  of  the  M.M.A.  House  of  Delegates  on  April  9, 
^ 1967  and  asked  for  Society  instructions  to  the  delegates  on;  1 ) 

Ij  a resolution  opposing  proposed  federal  legislation  requiring  pre- 
scription of  drugs  under  federal  aid  programs  by  generic  names 
' (this  was  advocated  unanimously  and  the  delegates  so  instruct- 
ed); 2)  whether  the  annual  contribution  to  the  Maine  Medical 
I-  Education  Foundation  should  be  a contribution  or  an  assessment 
ml  (the  delegates  were  unanimously  instructed  to  vote  for  an  assess- 
|!  ment;  and  3)  the  proposed  budget  of  $78,600  for  the  M.M.A. 

I fiscal  year  1/1/68-12/31/68  (the  delegates  were  unanimously 
, instructed  to  vote  for  this  proposed  budget.) 
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Edward  K.  Morse,  M.D.  of  Rockland,  Councilor,  spoke  ap- 
preciatively of  Dr.  Hanley’s  services  to  the  M.M.A.  and  discussed 
other  business  to  come  before  the  June  meeting  of  the  House  of 
Delegates.  He  also  mentioned  that  there  has  been  appointed  a 
committee  to  review  malpractice  insurance  contracts. 

George  W.  Bostwick,  M.D.,  Secretary 


KENNEBEC 

The  Kennebec  County  Medical  Association  met  at  the  Veter- 
ans Administration  Center  in  Togus,  Maine  on  April  20,  196~. 

The  meeting  was  called  to  order  by  the  President,  Robert 
L.  Ohler,  M.D. 

A proposed  medical-legal  cooperation  agreement  between 
the  Maine  State  Bar  Association  and  the  Maine  Medical  Asso- 
ciation was  read  to  the  members.  Allan  J.  Stinchfield,  M.D. 
proposed  that  the  Association  go  on  record  as  generally  approv- 
ing the  above  agreement  wdth  the  proviso  that  it  may  be 
changed  for  further  study.  This  was  seconded  and  approved. 

Paul  H.  Pfeiffer,  M.D.,  Delegate  to  the  AMA,  discussed  the 
AMA  disability  insurance  policy  and  expressed  the  opinion 
that  a revised  premium  fee  schedule  was  in  order. 

Alta  Ashley,  M.D.  of  Augusta  and  Charles  H.  Okey,  Ph.D., 
Director  of  the  Public  Health  Laboratory,  State  of  Maine  De- 
partment of  Health  and  Welfare,  Augusta,  discussed  the  clin- 
ical and  laboratory  aspects  of  syphilis  control  and  of  the  treat- 
ment of  gonorrhea.  Dr.  Okey  also  stated  that  the  laboratory 
was  doing  antibody  tests  from  rubella. 

LUCIEN  F.  veilleux,  M.D.,  Secretary 


CUMBERLAND 

Sixty-five  members  and  guests  attended  the  meeting  of  the 
Cumberland  County  Medical  Society  which  was  held  at  the  Hol- 
iday Inn  in  Portland,  Maine  on  April  20,  196"^. 

Following  a social  hour  and  dinner,  William  L.  MaeVane,  Jr., 
M.D.,  Program  Chairman,  introduced  a panel  discussion  devoted 
to  "The  Physician  and  the  News  Media  ” with  the  participants 
being  Messrs.  Roger  Williams,  Larry  Geraghty,  William  Lang- 
zettel,  John  Murphy,  Ken  Morrison  and  Ralph  Lancaster.  Many 
facts  and  ideas  were  presented,  the  majority  of  which  were  not 
completely  accepted  by  either  the  panel  or  the  audience.  It  was 
agreed  that  the  secretary  would  obtain  from  the  AMA  copies 
of  Guidelines  for  Physicians  in  their  relations  with  the  Com- 
munications Media  for  distribution  to  the  membership  in  order 
to  clarify  for  the  Society  the  opinions  of  the  Judicial  Council 
of  the  AMA  regarding  press-physician  relationship. 

Alvin  A.  Morrison,  M.D.  reported  on  the  Interim  Meeting 
of  the  M.M.A.  House  of  Delegates. 

The  President,  Charles  W.  Capron,  M.D.,  described  his  meet- 
ing in  behalf  of  the  Society  with  the  persons  planning  the  Mod- 
el Cities  application  for  the  City  of  Portland. 

Stanley  B.  Sylvester,  M.D.,  Secretary 

New  Members 

HANCOCK 

John  G.  Murray,  Jr.,  M.D.,  Blue  Hill  Mem.  Hosp.,  Blue  Hill 
04614 

Channing  H.  Washburn,  M.D.,  Maine  Maritime  Academy,  Cas- 
tine  04421 

Richard  W.  Britt,  M.D.,  Blue  Hill  046l4 
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oxyphenbutazone 


Therapeutic  £//ects.  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation: history  or  symptoms  of  peptic  ulcer:  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy:  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 

Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention) ; skin  reactions:  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic  | 

ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre-  I 

quently,  agranulocytosis,  or  a generalized  allergic  reaction  I 

may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With  i 
long-term  use,  reversible  thyroid  hyperplasia  may  occur  j 

infrequently.  Moderate  lowering  of  the  red  cell  count  | 

due  to  hemodilution  may  occur.  j 

I 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  dally,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg.  i 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Geigy 


Tandearil*  helps  osteoarthritic 
oxyphenbutazone  jojnts  iTiove  again 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 


3 out  of  4 osteoarthritics  com- 
pletely  or  markedly  improved 


Sperling,  I L : 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
T reatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6.117,  1964 

76.9%  of  407  patients 

Watts,  T W . Jr  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone. Clin  Med.  73:65.  1966. 

84.6%  of  39  patients 

TA-4919  PC 


Why  these  7 patients  witl 
moderate  to  severe  anxiety 
may  respond  better  to  Mellari 


1.  The  agitated  patient. 

Anxiety— particularly  that  beyond  t 
range  of  minor  tranquilizers— fr 
quently  is  expressed  as  gross  mot 
restlessness,  fidgetiness  and  purpos 
less  movements,  and  may  erupt  in: 
aggressive  behavior.  Mellaril  is  j 
most  a specific  for  those  patien 
whose  anxiety  follows  such  a pattei 


fcThe  patient  under 
uational  stress. 

llaril  helps  the  patient  deal  with 
ses  of  everyday  life.  Nonhabitu- 
it  can  be  given  for  extended  pe- 
of  time.  It  does  not  “separate” 
batient  from  practical  problems 
)ressures,  does  not  induce  eupho- 

Ir  a fuzziness  which  can  compro- 
>e  the  ability  to  cope  with  reali- 
es.  Rather,  it  helps  the  patient 
move  more  competently  in  his 
daily  world  by  eliminating  use- 
less tension,  by  allowing  him  to 
conserve  emotional  resources 
and  energies,  and  to  direct 
them  against  the  problems 
really  worth  worrying  about. 


5.  The  previously  hospitalized 
psychiatric  patient. 

Such  a patient  may  still  require  the 
type  of  medication  he  has  been  ac- 
customed to,  but  because  he  is  no 
longer  in  a controlled  setting  the  ac- 
ceptable level  of  adverse  reactions 
must  be  lower.  In  such  circumstances 
Mellaril  is  perhaps  the  drug  of  choice. 


Contraindications:  Severely  depressed  or  comatose 
states  from  any  cause,  and  in  association  with  or 
following  MAO  inhibitors;  severe  hypertensive  or 
hypotensive  heart  disease. 

Precautions:  Hypersensitivity  reactions  (e.g.,  leuko- 
penia, agranulocytosis)  and  convulsive  seizures  are 
infrequent.  Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those  recommended 
were  used  for  long  periods  of  time.  May  potentiate 
central  nervous  system  depressants,  atropine,  and 
phosphorus  insecticides.  Where  complete  mental 
alertness  is  required,  administer  the  drug  cautiously 
and  increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female  patients) 
has  been  observed.  Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other  extra- 
pyramidal  disorders  are  infrequent;  drowsiness,  es- 
pecially in  high  doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the  mouth,  nasal 
stuffiness,  headache,  peripheral  edema,  lactation, 
galactorrhea,  and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other  allergic  skin 
reactions  may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full  prod- 
uct information. 


in  moderate  to  severe  anxiety,  25  mg.  t.i.d. 

Mellaril 

(thioridazine) 


SANDOZ 


. The  psychosomatic  patient. 

he  family  physician  is  rarely  given 
le  diagnostic  luxury  of  a classic, 
bxtbook  “anxiety  state.”  Most  often 
b must  probe  for  anxiety  masked  by 
jfunctional  disorder  — or  which  exac- 
j'bates  a somatic  problem.  Double- 
ind  evaluations  have  demonstrated 
lat  Mellaril  can  be  a significant  ad- 
nct  in  the  treatment  of  such  patients. 


4.  The  menopausal  patient. 

The  woman  who  sees  change  of  life  as 
the  end  of  useful  life  requires  support 
from  both  family  and  family  physi- 
cian. Whether  the  psychological  im- 
pact of  menopause  is  directly  related 
to  hormonal  changes,  or  merely  coin- 
cidental, is  debatable,  but  estrogenic 
therapy  is  frequently  inadequate. 
Mellaril  is  a useful  aid  for  these  pa- 
tients and,  alone,  or  in  combination 
with  reduced  estrogen  dosage,  will 
help  ease  the  menopausal  misery. 


6.  The  agitated  geriatric. 

Tranquilizer  therapy  in  the  elderly 
patient  always  involves  special  (or  at 
least  accentuated ) problems : the  pos- 
sibility of  drug-induced  ataxia,  hypo- 
tension or  depression,  for  example, 
assumes  an  additional  significance. 
These  reactions  have  rarely  been  ob- 
served in  geriatric  patients  treated 
with  Mellaril. 


7.  The  constantly 
returning  patient. 

The  anxiety  patient  who  has  not  re- 
sponded to  a minor  tranquilizer  is  not 
very  likely  to  benefit  from  your  minor 
tranquilizer  of  second  choice.  A major 
tranquilizer,  such  as  Mellaril,  may  be 
indicated  in  such  patients. 


Flagyl  seeks  out  the  sites  where  trichomo- 
nads  hide.  Only  a systemic  agent  can. 
Flagyl  does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the 
inner  crypts,  glands  and  cavities  of  the 
genitourinary  tract  in  both  women  and 
men.  Consequently,  Flagyl  is  capable  not 
only  of  curing  trichomoniasis  in  women 
but  also  of  preventing  reinfection. 

Correctly  used,  with  due  attention  to 
repeat  courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  up  to  100 
per  cent  cure  in  large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration — \n  women:  one 
250-mg.  oral  tablet  three  times  daily  for- ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vag- 
inal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men  in  whom  trichomonads  have  been 
demonstrated:  one  250-mg.  oral  tablet  twice 
daily  for  ten  days. 

Contraindications  — Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution— Compleie  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  espe- 
cially if  a second  course  is  necessary. 

Side  Effects— Infrequeni  and  minor  side  effects 
include  nausea,  metallic  taste,  furry  tongue  and 
headache.  Other  effects,  all  reported  in  an  inci- 
dence of  less  than  1 per  cent,  are  diarrhea,  diz- 
ziness, vaginal  dryness  and  burning,  dry  mouth, 
rash,  urticaria,  gastritis,  drowsiness,  insomnia, 
pruritus,  sore  tongue,  darkened  urine,  anorexia, 
vomiting,  epigastric  distress,  dysuria,  depres- 
sion, vertigo,  incoordination,  ataxia,  ab- 
dominal cramping,  constipation,  stomatitis, 
numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis, 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decreased  libido,  nasal  conges- 
tion, proctitis  and  pyuria.  Elimination  of 
trichomonads  may  aggravate  candidiasis. 


SEARLE 


Research  in  the  Service  of  Medicine 


Did  Dorothy  Larson  show  you 
her  ankles  in  private? 

Now  she  shows  them  in  public. 


Your  office  examination  would  have  confirmed 
that  Mrs.  Larson  was  up  to  her  knees  in  edema.  Her 
heart  was  beginning  to  fail.  And  her  ankles  had 
disappeared  under  an  inch  of  salty  water. 


Along  with  digitalis,  you  might  have  prescribed 
Hygroton.  To  get  rid  of  the  edema.  And  to  keep  it 
from  coming  back.  And  you  prescribe  Hygroton  the 
same  way  you  usually  prescribe  digitalis,  just  once 
a day. 


Tablet  for  tablet,  Hygroton  is  just  about  the  most 
effective  diuretic  going.  And  it  costs  a fraction  of 
what  Mrs.  Larson  would  have  to  spend  for  equiva- 
lent therapy  with  short-acting  diuretics. 


BUN  rises  or  liver  dysfunction  is  aggravated.  Elei 
imbalance  and  potassium  depletion  may  occur,  t 
special  care  in  cirrhosis  or  severe  ischemic  heart 


Warning:  With  administration  ot  enteric-coaieu  puiai- 


Indications:  Hypertension  and  many  types  of  edema 
involving  retention  of  salt  and  water. 
Contraindications:  Hypersensitivity  and  most  cases  of 


Slum  supplements,  the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  concomitant  antihyper- 


In  fact,  Hygroton  is  an  awfully  nice  way  to  treat  the 
Mrs.  Larsons  in  your  practice.  Just  tell  them  you 
can  get  their  ankles  back  at  half  price. 


severe  renal  or  hepatic  disease. 


Itiems  receiving  corticosteroids.  ACTH,  or  digi-  postural  hypotension,  constipation,  leukopenia  throm- 
t restnction  is  not  recommended,  bocytopenia.  agranulocytosis,  impotence,  dysuria  tran- 

Dizziness,  weakness,  nausea,  vomiting,  sient  myopia,  skin  reactions,  including  urticaria  and 
-emia,  hyperuricemia,  headache,  muscle  cramps,  purpura,  epigastric  pain,  or  G.l.  symptoms  after 

prolonged  administration. 


Average  Dosage:  One  tablet  (100  mg.)  with  breakfast 
daily  or  every  other  day. 

Availability:  Tablets  of  1 00  mg.  6524-V(B) 

For  full  details,  see  prescribing  information. 


...so  you  might  say 
Hygroton 

is  good  public  relations 
for  Mrs.  Larson 


Because  it  gets  her  out  \n  public  in  the  first  place. 

At  43,  Mrs.  Larson  worries  about  appearances  and 
swollen  ankles  don't  help. 

But  Hygroton's  cosmetic  effect  is  only  half  the 
story,  Hygroton  and  digitalis  therapy  helps  her  get 
back  in  the  swing  of  things.  Gives  her  a second 
wind.  Gets  rid  of  the  extra  pillow  she  needed  for  a 
good  night's  sleep.  Now  she  even  likes  to  take 
walks.  Justforthefun  of  it! 

When  hertroubles  began,  Mrs.  Larson  thoughtthey 
were  the  signs  of  the  change  of  life.  It's  a change 
all  right,  but  one  you  can  treat.  And  you  can  count 
on  Hygroton  to  help  keep  her  in  public  instead  of 
in  the  hospital. 

See  preceding  pages  for  brief  summary 
of  prescribing  information. 


Geigy 
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Program 


Session 

uUaine  LAIedicaC  ^dissociation 


June  11,  12.  13,  1967 
The  Samoset,  Rockland 


Arranged  by  the  Scientific  Committee 

Clement  A.  Hiebert,  M.D.,  Portland 
Chairman 

Waldo  A.  Clapp,  M.D.,  Lewiston 
Merle  S.  Bacastow,  M.D.,  Portland 


Dr.  Hiebert 


Sponsors: 

The  Scientific  Program  for  the  annual  session 
of  the  Maine  Medical  Association  in  cooperation 
with  the  Technical  Exhibitors  and  the  Council  of 
( the  Maine  Medical  Association  is  made  possible 
this  year  by  grants  from: 

i Eli  Lilly  and  Company  State  Medical  Conven- 
i tion  Program 

I Indianapolis,  Indiana 

Merck  Sharp  & Dohme  Postgraduate  Program 
West  Point,  Pennsylvania 

j For  this  cooperation  and  support,  the  members 
1 of  the  Scientific  Committee  are  grateful. 


Registration: 

Registration  throughout  the  session  will  be  in 
the  Lobby  at  The  Samoset.  Registration  fee  $1.00. 

Sunday  June  11  — 9:00  A.M.  to  5:30  P.M. 

Monday  June  12  — 9:00  A.M.  to  6:00  P.M. 

Tuesday  June  13  — 9:00  A.M.  to  4:30  P.M. 

Telephone:  The  number  at  The  Samoset  is  Rock- 
land, 594-8411. 

Visiting  Delegates: 

Introduction  of  Visiting  Delegates  will  take 
place  at  meetings  of  the  House  of  Delegates  on 
Sunday,  June  11  or  at  the  General  Assembly,  Mon- 
day afternoon,  June  12. 

Scientific  and  Special  Exhibits: 

These  exhibits  are  listed  on  page  138. 

Technical  Exhibits: 

The  forty-one  companies  that  contribute  to  the 
program  by  participation  in  the  Technical  Exhibits 
are  listed  on  pages  138  and  139.  Please  show 
your  appreciation  by  visiting  these  exhibits  which 
you  will  pass  on  your  way  through  the  Lobby  en 
route  to  the  Ballroom  (where  the  Scientific  Ses- 
sions will  be  held)  to  the  Dining  Room  or  to  the 
Golf  Course. 


Sunday,  June  11 

9:30  A.M.  First  Meeting  of  the  House  of  Delegates 

Call  to  order:  Paul  S.  Hill,  Jr.,  M.D.,  Presi- 
dent-elect 

Presiding:  Speaker  of  the  House,  Robinson  L. 
Bidwell,  M.D. 

Presentation  of  the  A.  H.  Robins’  Physician 
Award  for  Community  Service 
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12:;J0  P.M.  Luncheon 

8;()()  P.M.  Second  Meeting  of  the  House  of  Dele- 
gates 

();30  P.M.  Dinner 


Monday,  June  12 

Scientific  Program 

9:00  A.M.  to  12:00  NOON 
Presiding  - Waldo  A.  Clapp,  M.D. 

Scientific  speakers  are  sponsore.t  in  part  by  a 
grant  from  the  Merck  Sharp  & Dohme  Post- 
graduate Program. 

9:00  A.M.  Film  - The  Underweight  Newborn 
Discussion  by  Philip  G.  Good,  M.D.,  Pedia- 
trician, Portland 

9:30  A.M.  The  Overweight  Adult 

Daniel  D.  Federman,  M.D.,  Assistant  Dean, 
Harvard  Medical  School  and  Chief,  Endocrine 
Unit,  Massachusetts  General  Hospital,  Boston, 
Massachusetts 

10:30  A.M.  Shock 

Robert  J.  Baker,  M.D.,  Associate  Director,  Di- 
vision of  Surgery,  Cook  County  Hospital  and 
Clinical  Professor  of  Surgery,  The  University 
of  Illinois  College  of  Medicine,  Chicago,  Illinois 


Dr.  Baker 


12:00  noon  to  2:00  P.M.  Luncheon 

Scientific  Program 
1 :30  to  4 :00  P.M. 

Presiding  - CLEMENT  A.  HlEBERT,  M.D. 

Sponsored  by  the  Maine  Chapter,  American  Col- 
lege of  Surgeons  and  the  Maine  Trauma  Com- 
mittee 


Dr.  Burke 


1 :30  P.M.  Business  Meeting,  Maine  Chapter,  Amer- 
ican College  of  Surgeons 


1 :45  P.M.  The  Hospital,  the  Surgeon,  and  the 
Clean  Wound 

John  F.  Burke,  M.D.,  Assistant  Clinical  Pro- 
fessor in  Surgery,  Harvard  Medical  School  and 
Associate  Visiting  Surgeon,  Massachusetts  Gen- 
eral Hospital,  Boston,  Massachusetts 


2:45  P.M.  Symposium  - Thermal  Trauma:  New 
Methods  in  Management 

Speakers: 

Parenteral  Fluid  Therapy  in  the  Burned  Pa- 
tient 

Robert  J.  Baker,  M.D.,  Chicago,  Illinois 

Burns  and  the  Prevention  of  Sepsis 

John  F.  Burke,  M.D.,  Boston,  Massachusetts 

The  Orthopedic  Contributions  to  Burn  Therapy 

William  R.  MacAusland,  Jr.,  M.D.,  Instructor, 
Harvard  Medical  School  and  Associate  Ortho- 
pedic Surgeon,  Massachusetts  General  Hospital, 
Boston,  Massachusetts 


4:00  P.M.  General  Assembly 

Presiding , George  E.  Sullivan,  M.D.,  President 
President’s  Address 
Election  of  President-elect 


0:00  to  7:00  P.M.  Social  Hour,  Dutch  Treat,  Ball- 


room 
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Dr.  Robertson 


7:00  P.M.  Annual  Hanquet 

Introduction  of  Honorary  Pin  Recipients 

Speaker:  William  B.  Bean,  M.D.,  Editor-in- 
Chief,  Current  Medical  Digest  and  Professor  of 
Medicine  and  Head  of  the  Department  of  In- 
ternal Medicine,  University  Hospitals,  The  Uni- 
versity of  Iowa,  Iowa  City,  Iowa 

Subject:  Osier,  the  Myth  and  the  Man 


Tuesday,  June  13 

Scientific  Program 

9 :15  A.M.  to  12:00  noon 
Presiding  - IMerle  S.  Bacastow,  M.D. 

Presented  in  cooperation  with  the  Maine  Chapter, 
American  Academy  of  General  Practice. 


9:15  A.M.  Practice  Today 


Panel  - How  We  Do  It 

Moderator:  GEORGE  J.  ROBERTSON,  M.D.,  Med- 
j.  ical  Director,  Bingham  Associates  Fund  and 
i)  Senior  Physician  in  Internal  Medicine,  Tufts- 
New  England  IMedical  Center,  Boston,  Massa- 
chusetts 


;ntl‘ 


Panelists: 

William  H.  Austin,  M.D. 
Louis  G.  Bove,  M.D. 

Carl  A.  Brinkman,  M.D. 
John  A.  Godsoe,  M.D. 
Douglas  R.  Hill,  M.D. 

Maurice  Van 


Richard  A.  Kemp,  M.D. 
Edward  C.  Matthews,  M.D 
Harold  L.  Osher,  M.D. 
Hugh  P.  Robinson,  M.D. 
George  F.  Sager,  M.D. 
Lonkhuyzen,  M.D. 


10:30  A.M.  Practice  Tomorrow 

Mechanization  of  Medical  Practice 
David  C.  Marshall,  M.D.,  Medical  Director, 
iallr  Sanders  Associates,  Inc.,  Nashua,  New  Hamp- 
shire 
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Mr.  Miller 


Dr.  Schumacher 


Dr.  McBay 


Private  Practice  in  the  Planned  Medeconomy 

Mr.  Lewis  A.  IMiller,  Editor,  Patient  Care, 
Stamford,  Connecticut 

12:00  NOON  to  2:00  P.M.  Luncheon 


Scientific  Program 
2:00  P.M. 

Presiding  - Clement  A.  Hiebert,  M.D. 
Sponsored  by  the  Maine  Medico-Legal  Society 

Some  of  the  Psychological  Aspects  of  Suicide 
Determinations  and  Reporting 

William  E.  Schumacher,  M.D.,  Director,  Bur- 
eau of  Mental  Health,  State  of  Maine  Depart- 
ment of  Health  and  Welfare,  Augusta,  Maine 

Scientific  Investigation  of  Poisonings  and 
Crime 

Arthur  J.  3IcBay,  Ph.D.,  Supervisor  of  Labora- 
tory, Massachusetts  Department  of  Public  Safe- 
ty and  As.sociate  Professor  of  To.xicology  and 
Pharmacology,  Boston  University,  Boston,  Mas- 
sachusetts 

6:30  P.M.  Lobster  Bake 

Presentation  of  Golf  Prizes  by 

Daniel  R.  Shields,  M.D.,  Lewiston,  Chairman, 

Golf  Tournament 
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Specialty  Group  Meetings 


Monday,  June  12 

12:30  P.M.  Section  on  Ophthalmology  of  the  M.M.A. 
Luncheon  Meeting 

Sponsored  in  part  by  a grant  from  the  Merck 
Sharp  & Dohme  Postgraduate  Program. 

Maurice  Van  Lonkhuyzen,  M.D.,  Portland, 
presiding 

Ocular  Cryosurgery 

Harvey  A.  Lincoff,  M.D.,  Assistant  Clinical 
Professor  of  Ophthalmology,  The  New  York 
Hospital-Cornell  Medical  Center,  New  York, 
New  York 


University  School  of  Medicine,  New  England 
Medical  Center  Hospitals,  Boston,  Massachu- 
setts 


Dr.  Simon 


Dr.  Lincoff 


2:00  to  4:00  p.m. 

Maine  Society  of  Clinical  Hypnosis 

Donald  Coulton,  M.D.,  Bangor,  presiding 

The  Exploration  Under  Hypnosis  of  a Dual 
Amnesia  Connected  with  the  Sighting  of  an 
Unidentified  Flying  Object 

Benjamin  Simon,  M.D.,  Assistant  Clinic  Pro- 
fessor of  Psychiatry,  Tufts  University  School 
of  Medicine,  Boston,  Massachusetts 


Maine  Thoracic  Society  and  the  Maine  Society  of 
Internal  Medicine 

I 

2:00  P.M.  Maine  Thoracic  Society 


Samson  Fisher,  M.D.,  Waterville,  presiding 

Artificial  Ventillation  - The  Why  and  The  How 

Meyer  Saklad,  M.D.,  Physician-in-Charge,  Di- 
vision of  Anesthesia  Research,  Department  of 
Anesthesiology,  Rhode  Island  Hospital,  Provi- 
dence, Rhode  Island 


Dr.  Saklad 


Mr.  Bridges 


Maine  Society  of  Anesthesiology 

Philip  B.  Thomas,  M.D.,  Bangor,  presiding 

The  Anesthesiologists  Viewpoint  of  Acute 
Cardio-Respiratory  Problems 

Benjamin  E.  Etsten,  M.D.,  Professor  of 
Anesthesia  and  Anesthetist-in-Chief,  Tufts 


3:00  P.M.  Maine  Society  of  Internal  Medicine  j 

Brinton  T.  Darlington,  M.D.,  Augusta,  pre^ 
siding  i 

Facilities  Planning  in  Maine  ^ 

Mr.  Alan  M.  Bridges,  Executive  Director  ' 
Health  Facilities  Planning  Council,  Augusta y 
Maine  ,|j  U 
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Tuesday,  June  13 

10:00  A.M.  Maine  Medico-Legal  Society 
Business  Meeting 

Mr.  George  C.  West,  Deputy  Attorney  General 
of  Maine,  Augusta,  presiding 

12:30  P.M.  Maine  Radiological  Society 
Luncheon  Meeting 

Lawrence  A.  Nadeau,  M.D.,  Lewiston,  presid- 
ing 

Visual  Problems  in  Roentgen  Interpretation 

William  J.  Tuddenham,  M.D.,  Director,  De- 
partment of  Radiology,  Pennsylvania  Hospi- 
tal, Benjamin  Franklin  Clinic,  Philadelphia, 
Pennsylvania  and  formerly  Professor  of  Ra- 
diology, Hospital  of  the  University  of  Penn- 
sylvania, Philadelphia,  Pennsylvania 


Dr.  Tuddenham  Dr.  Jordan 


2:00  to  4:00  P.M. 

Ear,  Nose  and  Throat  Group 

Loring  W.  Pratt,  M.D.,  Waterville,  presiding 

Three  Dimensional  Surgical  Anatomy  of  the 
Temporal  Bone 

Valdemar  M.  Jordan,  M.D.,  Clinical  Profes- 
sor of  Otology,  Western  Reserve  University, 
Cleveland,  Ohio 


Luncheon  Meetings 

12:00  NOON 

1 

Monday,  June  12 

Orthopedists 

10  Tuesday,  June  13 

st 

; Amy  W.  Pinkham  Fund  Committee 


SPECIAL  NOTICES 

Election  of  President-elect 

The  election  of  a President-elect  will  take  place 
at  the  General  Assembly,  June  12  at  4:00  p.m. 

Election  of  Councilors 

Election  of  Councilors  for  the  following  Districts 
will  take  place  at  the  Second  Meeting  of  the  House 
of  Delegates  on  Sunday,  June  11  at  3:00  p.m. 

Fifth  District  - Hancock  and  Washington 

Sixth  District  - Aroostook,  Penobscot  and  Pis- 
cataciuis 

In  accordance  with  the  By-Laws,  "Nominations  for  members 
of  the  Council  for  any  District  where  there  is  a vacancy  shall 
be  made  by  a caucus  of  the  members  of  the  House  of  Dele- 
gates of  that  District.  Each  candidate  for  Councilor  must  be  a 
resident  of  the  District  for  which  he  is  nominated.” 

Council  Meetings 

The  Council  will  meet  on  Saturday,  June  10  and 
daily  throughout  the  session  at  a time  and  place 
to  be  announced. 

Committee  Meetings 

Amy  W.  Pinkham  Fund  Committee,  Luncheon 
Meeting,  Tuesday,  June  13. 

Technical  Exhibits 

Please  visit  these  exhibits. 

Golf  Tournament 

Daniel  R.  Shields,  M.D.,  Lewiston,  Chairman 


HONORARY  PINS 

Introduction  of  the  Association’s  Honorary  Pin 
Recipients  will  be  made  by  George  E.  Sullivan, 
M.D.,  President  of  the  M.M.A.,  at  the  Annual 
Banquet,  Monday  evening,  June  12  at  7:()0  p.m. 

FIFTY-YEAR  PINS 

Fifty-Year  Lapel  Pins  will  be  presented  to  the 
following  members  who  were  graduated  from 
Medical  School  in  1917: 

Aroostook  County 

William  V.  Kirk,  M.D.,  Miami,  Florida 
University  of  Maryland 

Lincoln-Sagadahoc  County 
Sidney  C.  Dalrymple,  M.D., 

South  Lincoln,  Massachusetts 
Bowdoin  Medical  School 
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Washington  County 

DaCosta  P’.  Bennet,  M.D.,  Lubec 
University  of  Maryland 

FIFTY  FIVE-YEAR  PINS 

P’ifty-Five-Year  Pins  will  be  presented  to  the 
following  members  who  received  Fifty-Year  Pins 
in  1962: 

Androscoggin  County 
Horace  L.  Gauvreau,  M.U.,  Lewiston 
University  of  Vermont  College  of  Medicine 

Kennebec  County 

J.  Ramser  Crawford,  M.D.,  Augusta 
Memphis  Hospital  Medical  College 

Oxford  County 

Nathaniel  Mills,  M.D.,  Wolfeboro,  New  Hampshire 
Johns  Hopkins  University  School  of  Medicine 

Penobscot  County 

George  B.  Weatherbee,  M.D.,  Hampden  Highlands 
Tufts  University  School  of  Medicine 

Waldo  County 

Foster  C.  Small,  M.D.,  Belfast 
University  of  Vermont  College  of  Medicine 

SIXTY-YEAR  PIN 

A Sixty-Year  Pin  will  be  presented  to  the  follow- 
ing member  who  received  his  Fiftv-Year  Pin  in 
1957: 

York  County 

Joseph  R.  Larochelle,  M.D.,  Biddeford 
Laval  University  Faculty  of  Medicine,  Quebec 


Visiling^  Delegates 

The  Connecticut  State  Medical  Society 
Payson  B.  Ayres,  M.D.,  Greenwich 
Norman  H.  Gardner,  M.D.,  East  Hampton 

The  Massachusetts  Medical  Society 
Donald  A.  Nickerson,  M.D.,  Salem 

New  Hampshire  Medical  Society 

Anthony  M.  Bonnano,  M.D.,  Berwick 

Medical  Society  of  the  State  of  New  York 
Thurman  B.  Givan,  M.D.,  Brooklyn 

The  Rhode  Island  Medical  Society 

Hannibal  Hamlin,  M.D.,  Providence 

Vermont  State  Medical  Society 

B.  Albert  Ring,  M.D.,  Burlington 


Delegates  to  Out-of-State  Meetings 

The  Connecticut  State  Medical  Society 
John  P.  Dow,  M.D.,  Pittsfield 

The  Massachusetts  Medical  Society 
George  E.  Sullivan,  M.D.,  Fairfield 

New  Hampshire  and  Vermont  State  Medical 
Societies 

Paul  S.  Hill,  Jr.,  M.D.,  Saco 

Medical  Society  of  the  State  of  New  York 
George  E.  Sullivan,  M.D.,  Fairfield 

The  Rhode  Island  Medical  Society 

Leonard  G.  Miragliuolo,  M.D.,  Bangor 


County  Delegates 


FIRST  DISTRICT 

Cumberland  County  Medical  Society 

Delegates:  Stanley  B.  Sylvester,  M.D.,  400  Congress  St.,  Port- 
land, Secretary 
( 2 years ) 

Charles  W.  Capron,  M.D.,  22  Bramhall  St.,  Portland 
Robert  W.  Agan,  M.D.,  144  State  St.,  Portland 
Martin  A.  Barron,  Jr.,  M.D.,  37  Deering  St.,  Portland 
Stanley  G.  Dienst,  M.D.,  190  Pine  St.,  Portland 
Bernard  Givertz,  M.D.,  131  Chadwick  St.,  Portland 
Thomas  F.  Conneen,  M.D.,  131  Chadwick  St.,  Portland 
( 1 year ) 

Louis  N.  Taxiarchis,  M.D.,  144  State  St.,  Portland 
Lloyd  G.  Davies,  M.D.,  78  Main  St.,  Fryeburg 
Alvin  A.  Morrison,  M.D.,  57  Deering  St.,  Portland 
Frederick  B.  Clark,  M.D.,  131  State  St.,  Portland 

Alternates 
( 2 years ) 

Robert  E.  McAfee,  M.D.,  18  Bramhall  St.,  Portland 
Edmund  W.  Hardy,  M.D.,  134  U.  S.  Rt.  1,  Falmouth 


William  L.  MacVane,  Jr.,  M.D.,  211  State  St.,  Portland 
Edward  C.  Matthews,  M.D.,  131  Chadwick  St.,  Portland 
Douglass  C.  Pennoyer,  M.D.,  112  Vaughan  St.,  Portland 
Alphonse  Telfeian,  M.D.,  131  Chadwdck  St.,  Portland 
( 1 year ) 

Sidney  R.  Branson,  M.D.,  37  Main  St.,  South  Windham 
Kirk  K.  Barnes,  M.D.,  Baribeau  Dr.,  Brunswick 
John  F.  Gibbons,  M.D.,  22  Bramhall  St.,  Portland 
Robinson  L.  Bidwell,  M.D.,  31  Bramhall  St.,  Portland 


York  County  Medical  Society' 

Delegates:  Charles  W.  Kinghorn,  M.D.,  4 Wentworth  St.  I 
Kittery,  Secretary 

Carl  E.  Richards,  M.D.,  34  Winter  St.,  Sanford 
Robert  F.  Ficker,  M.D.,  Maine  St.,  Kennebunkport 
Thomas  Anton,  M.D.,  260  Main  St.,  Biddeford 

Alternates 

Irvin  Dorfman,  M.D.,  Webber  Hospital,  Biddeford 
Stephen  A.  Cobb,  M.D.,  34  Winter  St.,  Sanford 
Kenneth  E.  Leigh,  M.D.,  Brixham  Rd.,  York  | 
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SECOND  DISTRICT 

Androsoogsin  County  Medical  Association 

Delegates:  Donald  L.  Anderson,  M.D.,  369  Main  St.,  Lewis- 
ton, Secretary 

Harvey  J.  Proulx,  M.D.,  184  Webster  St.,  Lewiston 
Joseph  J.  Rando,  M.D.,  1 1 1 Webster  St.,  Lewiston 
Morris  E.  Goldman,  M.D.,  185  Webster  St.,  Lewiston 
Frederick  B.  Lidstone,  M.D.,  117  Goff  St.,  Auburn 

Alternates 

Daniel  R.  Shields,  M.D.,  369  Main  St.,  Lewiston 
Charles  A.  Hannigan,  M.D.,  85  Goff  St.,  Auburn 
Philip  L.  Archambault,  M.D.,  346  Main  St.,  Lewiston 
Gerard  L.  Morin,  M.D.,  185  Webster  St.,  Lewiston 

Franklin  County  Medical  Society 

Delegates:  Maynard  B.  Colley,  M.D.,  14  Main  St.,  Farming- 
ton,  Secretary 

Paul  A.  Brinkman,  M.D.,  No.  Main  St.,  Farmington 
Alternate 

Wallace  H.  Duffy,  M.D.,  100  Main  St.,  Farmington 

O.vford  County  Medical  Society 

Delegates:  Walter  G.  Dixon,  M.D.,  16  Main  St.,  Norway, 
Secretary 

Linwood  M.  Rowe,  M.D.,  Rumford  Community  Hospital, 
Rumford 

Peter  B.  Aucoin,  M.D.,  151  Franklin  St.,  Rumford 
Alternates 

Joelle  C.  Hiebert,  Jr.,  M.D.,  Box  148,  Norway 
Dexter  E.  Elsemore,  M.D.,  1 1 Main  St.,  Dixfield 


THIRD  DISTRICT 

Kno.\  County  Medical  Society 

Delegates:  William  W.  Ward',  M.D.,  P.  O.  Box  804,  Rock- 
land, Secretary 

Onni  C.  Kangas,  M.D.,  417  Main  St.,  Rockland 
Thomas  W.  Williams,  M.D.,  22  White  St.,  Rockland 

Alternate 

Mustafa  V.  Onat,  M.D.,  St.  George 

iLincoln-Sagadahoc  County  Medical  Society 

Delegates:  George  W.  Bostwick,  M.D.,  P.  O.  Box  388,  New- 
castle, Secretary 

John  F.  Andrews,  M.D.,  20  West  St.,  Boothbay  Harbor 
I Ralph  C.  Powell,  M.D.,  Damariscotta 

Alternates 

Nelson  P.  Blackburn,  M.D.,  Bath  Memorial  Hospital,  Bath 
Paul  A.  Fichtner,  M.D.,  781  High  St.,  Bath 


FOI  RTH  DISTRICT 

|ILennebec  County  Medical  Association 

'■  Delegates:  Lucien  F.  Veilleux,  M.D.,  30  Elm  St.,  Waterville, 
Secretary 

John  M.  H.  Barnard,  M.D.,  Doctors  Park,  89  Hospital  St., 
Augusta 

Earle  M.  Davis,  M.D.,  2 School  St.,  Waterville 
Paul  A.  Jones,  Jr.,  M.D.,  2 School  St.,  Waterville 
Valentine  J.  Moore,  M.D.,  Thayer  Hospital,  Waterville 
; Francis  J.  O’Connor,  M.D.,  4 Woodlawn  St.,  Augusta 
Allan  J.  Stinchfield,  M.D.,  P.  O.  Box  343,  Augusta 


Alternates 

Richard  T.  Chamberlin,  M.D.,  14  Gilman  St.,  Waterville 
Richard  L.  Chasse,  M.D.,  18  Park  St.,  Waterville 
Theodore  M.  Russell,  M.D.,  20  Western  Ave.,  Augusta 
John  H.  Shaw',  M.D.,  131  Sewall  St.,  Augusta 
Francis  A.  Spellman,  M.D.,  Veterans  Adm.  Ctr.,  Togus 
Richard  E.  Barron,  M.D.,  Main  St.,  Monmouth 

Stniierset  C’ounty  Medical  Society 

Delegates:  John  P.  Dow,  M.D.,  59  Main  St.,  Pittsfield,  Sec- 
retary 

Richard  P.  Laney,  M.D.,  50  Water  St.,  Skowhegan 
H.  Carl  Amrein,  M.D.,  29  Weston  Ave.,  Madison 

Alternates 

Harland  G.  Turner,  M.D.,  Box  38,  Norridgewock 
Edgar  J.  Smith,  M.D.,  1 Park  St.,  Fairfield 

Waldo  County  Medical  Society 

Delegates:  Seth  H.  Read,  M.D.,  15  Church  St.,  Belfast,  Sec- 
retary 

Norman  E.  Cobb,  M.D.,  132  Main  St.,  Belfast 
Alternate 

George  L.  Temple,  M.D.,  Fahey  St.,  Belfast 


FIFTH  DISTRICT 

Hancock  County  Medical  Society 

Delegates:  Russell  G.  Williamson,  M.D.,  Blue  Hill  Mem. 
Hospital,  Blue  Hill,  Secretary 
Bradley  E.  Brownlow,  M.D.,  Blue  Hill  Mem.  Hospital, 
Blue  Hill 

Herbert  T.  Wilbur,  Jr.,  M.D.,  100  Main  St.,  Southwest 
Harbor 

Alternate 

Elizabeth  E.  Williamson,  M.D.,  Blue  Hill 

Washington  County  Medical  Society 

Delegates:  Karl  V.  Larson,  M.D.,  East  Machias,  Secretary 
Hazen  C.  Mitchell,  M.D.,  Calais 

Alternate 

James  C.  Bates,  M.D.,  Eastport 


SIXTH  DISTRICT 

Aroostook  County  Medical  Society 

Delegates:  George  J.  Harrison,  M.D.,  Market  Sq.,  Houlton, 
Secretary 

John  B.  Madigan,  M.D.,  Houlton 

Melvin  R.  Aungst,  M.D.,  Morneault  Bldg.,  Fort  Kent 
H.  Douglas  Collins,  M.D.,  Caribou  Clinic,  Caribou 

Alternates 

George  F.  Higgins,  M.D.,  122  Academy  St.,  Presque  Isie 
Rodrigue  J.  Albert,  M.D.,  69  W.  Main  St.,  Fort  Kent 
Frederick  J.  Gregory,  M.D.,  So.  Main  St.,  Caribou 

Penobscot  County  Medical  Association 

Delegates:  Charles  D.  McEvoy,  Jr.,  M.D.,  186  State  St., 
Bangor,  Secretary 

Dexter  J.  Clough,  2nd,  M.D.,  224  State  St.,  Bangor 
Herbert  C.  Gilman,  M.D.,  240  Penobscot  Ave.,  Milli- 
nocket 

Russell  M.  Lane,  M.D.,  3 Cedarwood  St.,  Orono 
John  J.  Pearson,  M.D.,  100  S.  Main  St.,  Old  Town 
Lloyd  Brown,  M.D.,  186  State  St.,  Bangor 
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Alternates 

Thornton  W.  Merriam,  Jr.,  M.D.,  431  State  St.,  Bangor 
David  M.  Sensenig,  M.D.,  431  State  St.,  Bangor 
William  M,  Shubert,  M.D.,  3H  State  St.,  Bangor 
Francis  J.  Kadi,  M.D.,  Bangor  State  Hospital,  Bangor 
John  C.  Bjorn,  M.D.,  Hampden  Highlands 


l*iscatii<iiiis  County  Medical  Society 

Delegates:  Isaac  Nelson,  M.D.,  Box  336,  Greenville,  Secretary 
Linus  J.  Stitham,  M.D.,  50  Main  St.,  Dover-Foxcroft 

Alternate 

Charles  H.  Lightbody,  M.D.,  North  Main  St.,  Guilford 


Scientific  and  Special  Exhibits 

American  Cancer  Society,  Maine  Division,  Inc.  Maine  Heart  Association,  Inc. 


Associated  Hospital  Service  of  Maine 

Boston  Medical  Reports 

Division  of  Cancer  Control  of  the  State  of  Maine 
Department  of  Health  and  Welfare 

Division  of  Eye  Care  and  Special  Services  of  the 
State  of  Maine  Department  of  Health  and  Wel- 
fare 

Emergency  Health  Services,  State  of  Maine  De- 
partment of  Health  and  Welfare 

Health  Insurance  Council 

Maine  Association  of  Medical  Assistants 

Maine  Chapter,  American  Academy  of  General 
Practice 

Maine  Dairy  Council 


Maine  Radiological  Society 
Maine  Society  of  Clinical  Hypnosis 
Maine  Thoracic  Society 

New  England  Physicians  Retirement  Program 
Pineland  Hospital  and  Training  Center 
The  National  Foundation 

Venereal  Disease  Control  Section  of  the  State  of 
Maine  Department  of  Health  and  Welfare 

Vocational  Rehabilitation  Division  of  the  State 
of  Maine  Department  of  Education 

Marvin  Warman,  M.D.  - Drug  Treatment  of  De- 
pressive Illness  in  the  Practice  of  General 
Medicine 


Technical  Exhibits 


Abbott  Laboratories,  North  Chicago,  Illinois 

Representatives:  Mr.  Philip  F.  Woodlock,  Mr.  A1 
Tancredi,  Mr.  Bill  Towne  and  Mr.  Richard  Dud- 
ley 

The  Alkalol  Company,  Taunton,  Massachusetts 

Representative:  Mr.  E.  W.  LeClair 


Bristol  Laboratories,  Syracuse,  New  York 

Representatives:  Mr.  Richard  A.  Green,  Mr.  Guy 
Hunter  and  Mr.  Robert  L.  Pogoreic 

Burroughs  3VeIlcome  & Co.  (U.S.A.)  Inc.,  1 Scarsdale 
Rd.,  Tuckahoe,  New  York 

Representatives:  Mr.  Bob  St.  Laurent,  Mr.  Larry 
Grillo  and  Mr.  Lester  Gee 


Ayerst  Laboratories,  685  Third  Ave.,  New  York,  New 
York 


Bicknell  Photo  Service  Inc.,  24  Free  St.,  Portland, 
Maine 

Representative:  Mr.  David  Dumas 

Elmer  N.  Blackwell,  Surgical  Appliance  Specialist,  565 
Congress  St.,  Room  207,  Portland,  Maine 

Representatives:  Mr.  Elmer  N.  Blackwell  and  Mr. 
Oakley  R.  Sanborn 


Ciba  Pharmaceutical  Company,  Summit,  New  Jersey 

Representatives:  Mr.  John  Angis  and  Mr.  Ashton 
Hamilton 

The  Coca-Cola  Company,  New  York,  New  York 


Endo  Laboratories  Inc., 
City,  New  York 

Representatives:  Mr. 
Winfield 


i, 


1000  Stewart  Ave.,  Garden 


David  Green  and  Mr.  John 
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Geo.  C.  Frye  Co.,  685  Congress  St.,  Portland,  Maine 

Representatives;  Mr.  Douglas  Cyr,  Mr.  Robert 
Cheney,  Mr.  Sidney  Cheney,  Mr.  Gerry  Henry, 
Mr.  Arthur  Wickham  and  Mr.  Henry  Kressin 

Geigy  Pharmaceuticals,  Ardsley,  New  York 

Representatives;  Mr.  George  Williams  and  Mr. 
Peter  Wilkinson 

Ketchum  Laboratories  Inc.,  800  Hinsdale  St.,  Brook- 
lyn, New  York 

Repre.sentatives;  Mr.  Walter  Spaulding  and  Mr. 
Sidney  L.  Segel 

Lederle  Laboratories,  Pearl  River,  New  York 

Representatives;  Mr.  R,  Maffei,  Mr.  Jean-Charles 
Boucher,  Mr.  Gregory  E.  Pooler  and  Mr.  Robert 
G.  Pelletier 


Maine  Surgical  Supply  Co.,  52  Marginal  Way,  Port- 
land, Maine 

Representatives;  Mr.  Robert  A.xelsen,  Mr.  Law- 
rence Gardiner,  Mr.  Robert  Stokinger,  Mr.  Philip 
Dana,  Jr.  and  Mr.  George  Munroe 

McNeil  Laboratories,  Inc.,  Camp  Hill  Rd.,  Fort  Wash- 
ington, Pennsylvania 

Representative;  Mr.  Joseph  Ruest,  Jr. 

1 M ead  Johnson  & Company,  Evansville,  Indiana 

Representatives;  Mr.  Ray  N.  Morrow  and  Mr. 
Winthrop  C.  Gillis 

I Medical  Plastics  Laboratory,  Inc.,  Gatesville,  Texas 

Representative;  Mr.  E.  R.  Goldman 

' Merck  Sharp  & Dohme,  West  Point,  Pennsylvania 

Representatives;  Mr.  William  L.  Haskell  and  Mr. 
Joseph  T.  O’Sullivan 

Monarch  Life  Insurance  Company,  Springfield,  Massa- 
chusetts 

■ Representatives;  Mr.  William  H.  Lea,  C.L.U.,  Mr. 
Philip  Aaskov  and  Mr.  Grover  Sprague 

The  National  Drug  Company,  4663  Stenton  Ave.,  Phil- 
adelphia, Pennsylvania 

Representative;  Mr.  W.  P.  Dunbar 

I Parke,  Davis  & Company,  Joseph  Campau  Ave.  at  the 
River,  Detroit,  Michigan 

I Representatives;  Mr.  Lee  Bosworth  and  Mr.  Gene 
1 Girou.x 

■ A.  H.  Robins  Company,  Inc.,  1407  Cummings  Dr., 
Richmond,  Virginia 

Representative;  Mr.  Henry  Paradis,  Jr. 

Roche  Laboratories,  Nutley,  New  Jersey 

Representative;  Mr.  Peter  Davis 

;J.  B.  Roerig  and  Company,  235  East  42nd  St.,  New 
York,  New  York 
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William  H.  Rorer,  Inc.,  Fort  Washington,  Pennsylvania 

Representatives;  Mr.  Edward  T.  Croke,  Jr.  and 
Mr.  Robert  W.  Rofller 

Ross  Laboratories,  Columbus,  Ohio 

Representative;  Mr.  Harold  Hutchinson 

Sandoz  Pharmaceuticals,  Hanover,  New  Jersey 

Representative;  Mr.  Herman  Emidy 

Sobering  Corporation,  1011  Morris  Ave.,  Union,  New 
Jersey 

Representatives;  Mr.  Dale  Selby  and  Mr.  Jack 
Arlaud 

Sealy  Mattress  Co.,  42  Everett  St.,  Allston,  Massachu- 
setts 

G.  D.  Searle  & Co.,  P.O.  Box  5110,  Chicago,  Illinois 

Representatives;  Mr.  Allison  Zahniser  and  Mr.  A. 
L.  Grimes 

Smith  Kline  & French  Laboratories,  1500  Spring  Gar- 
den St.,  Philadelphia,  Pennsylvania 

Representative;  Mr.  Robert  Phair 

Smith,  Miller  & Patch,  Inc.,  902  Broadway,  New  York, 
New  York 

Representative;  Mr.  Leo  Walsh 

E.  R.  Squibb  & Sons  Inc.,  745  Fifth  Ave.,  New  York, 
New  York 

Stimpson  Copy  Products,  Inc.,  652  Congress  St.,  Port- 
land, Maine 

Representatives;  Mr.  Peter  M.  Marszalek,  Mr. 
Thomas  Black,  Mr.  Lee  Staples  and  Mr.  Donald 
Ireland 

The  Stuart  Company,  3360  East  Foothill  Blvd.,  Pasa- 
dena, California 

Representative;  Mr.  Percy  Valley 

Surgeons’  and  Physicians’  Supply  Co.,  961  Common- 
wealth Ave.,  Boston,  Massachusetts 

Representatives;  Mr.  Irving  Beers  and  Mr.  Charles 
S.  Brittain 

Syntex  Laboratories,  Inc.,  Stanford  Industrial  Park, 
Palo  Alto,  California 

Representatives;  Mr.  John  B.  Perroni,  Mr.  R. 
Zwick  and  Mr.  Louis  Montefusco 

U.S.  Vitamin  & Pharmaceutical  Corporation,  800  Sec- 
ond Ave.,  New  York,  New  York 

Representative;  Mr.  G.  Labreche 

The  Upjohn  Company,  Kalamazoo,  Michigan 

Representatives;  Mr.  Austin  Child,  Mr.  Peter  Bur- 
bank, Mr.  Richard  Lowell  and  Mr.  Frank  Nugent 

Warner-Chilcott  Laboratories,  Morris  Plains,  New  Jer- 
sey 

Representatives;  Mr.  Richard  S.  Marr  and  Mr. 
Michael  Palmiotto 


Posed  by  professional  model 


I’m  supposed  to  get  up 
and  do  things? 

With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio- 
vascular patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle- 
viate the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 

Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions:  Carefully  supervise  dose  and 

amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons— as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 


should  be  reduced.  If  symptoms  persist,  pa- 
tients should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  following 
prolonged  dosage.  Other  blood  dyscraslas — 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia — have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One 
fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone 
has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications:  History  of  sensitivity  to 
meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Equanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 
A quality  controlled  product  of 
Wyeth  Laboratories  Philadelphia,  Pa. 


to  help  relieve  anxiety  and  tension  occurring 
alone  or  secondary  to  organic  disease 


(leprobnate) 
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Maine  Heart  Association  Notes 

116  State  Street,  Augusta,  Maine 

The  Morbidity  of  Cardiac  Nondisease  in  School  ('hildren 

Clinical  medicine  concerns  iisell  mainly  with  the  diagnosis  and 
treatment  ol  disease.  Most  physicians  would  agree,  however,  that  their 
job  properly  entails  promotion  ol  positive  health.  ...  I oo  many  peoj:>le 
exist  in  an  unnecessary  limbo  where  they  either  perceive  themselves  or 
are  preceived  by  others  to  have  a nonexistent  disease.  Sticli  a person 
may  he  as  disabled  or  “unhealthy  ” as  il  he  had  the  disease. 

...  It  is  our  hypothesis  that  the  ill-elleets  act:omj)anying  some  non- 
diseases are  as  extensive  as  those  accompanying  their  counterpart 
diseases. 

We  tmdertook  an  epidemiologic  survey  of  a problem  Irecpiently 
seen  . . .,  cardiac  nondiseasc  in  school  children.  I he  greatest  single  group 
of  children  referred  to  otir  Cardiac  Clinic  . . . are  lound  to  have  in- 
significant murmtirs.  “Delabeling  ” children  thought  to  have  heart 
disease  is  one  of  the  most  frecpiently  performed  tasks  ol  most  pediatric 
cardiologists. 

Innocent  heart  murmurs  exist  in  a large  portion  ol  the  childhood 
poptdation.  . . . 

d o gain  some  perspective  of  the  problem  ol  cardiac  nondisease,  a 
large  population  of  normal  children  was  surveyed  for  suspected  heart 
conditions.  . . . 

Restriction  of  children  with  innocent  murmurs  is  only  slightly 
more  abstird  than  restriction  of  the  vast  majority  ol  children  with  an 
organic  heart  defect.  Both  groups  should  be  ailowed  to  li\  e normal  lives. 

. . . Children  with  real  or  imagined  heart  disease  are  ideal  candi- 
dates for  disturbed  psychologic  development.  . . . 

Only  an  approximation  ol  the  magnittule  of  the  problem  can  be 
gained  in  a study  such  as  this,  though  several  investigations  of  school 
popidations  have  shown  no  basis  for  the  diagnosis  in  over  hall  those 
labeled  as  having  heart  disease. 

. . . Restriction  shoidd  be  considered  radical  rather  than  conser- 
vative advice.  There  is  perhaps  beneht  to  the  tinderdiagnosis  of  both 
congenital  heart  disease  and  actite  rhetimatic  fever.  . . . 

. . Far  too  little  emj)hasis  has  been  plated  on  the  nondisease  case 
findings. 

Of  20,500  school  children  surveyed  to  determine  the  number 
falsely  considered  to  have  heart  disease  . . .,  93  were  reported  at  one 
time  to  have  heart  disease  and  rhetimatic  fever;  heart  disease  was  pres- 
ent in  18  percent. 

The  amount  of  disability  from  cardiac  noncli.sease  in  children  is 
estimated  to  be  greater  than  that  due  to  acttial  heart  disease. 

Submitted  l)V  Jacol)  15.  Dana,  M.D.,  Maine  Heart  Association 

Reference  — Bergman,  .V.  15.,  et  al.  New  England  Journal  of  .Medicine,  \'olume  27(i,  Pages 
1008-1013 


''When  I couldn't  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc." 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 


NOVIIHISTINnr 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


when  he  just  can’t  sleec 

T uinal 

One-Haif  Sodium  Amobarbital  ar 
One-Half  Sodium  Secobarbit^ 
supplied  in  '1%,  and  3-grain  PulvuU 


llinal  helps  wakeful  patients  fall  asleep  fast,  stav 
9feep  all  night.  ^ 

^ications;  Tuinal,  comprised  of  equal  parts  of  Seconal® 
pium  (sodium  secobarbital,  Lilly)  and  Amytal®  Sodium 
fjdmm  amobarbital,  Lilly),  is  indicated  for  prompt  and 
Jderately  long-acting  hypnosis.  Not  suitable  for  con- 
I JOUS  daytime  sedation. 

'hfraindications;  Barbiturates  should  not  be  adminis- 
J3d  to  anyone  with  a history  of  porphyria,  nor  should 
y be  given  in  the  presence  of  uncontrolled  pain,  be- 
<|se  excitement  may  result. 

^|rning;  May  be  habit-forming. 

^cautions;  Tuinal  should  be  used  cautiously  in  pa- 


tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur.  ° 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
angover,  or  pain,  may  appear.  Hypersensitivity  reac- 
tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

QB  ^ Dosage:  1 H to  3 grains  at  bedtime. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


AMERICAN  CANCER  SOCIETY  - MAINE  DIVISION,  INC. 

Brunswick,  Maine 


New  Methods  ot  Detecting  Breast  ('ancer 

DALLAS,  TEX.  — Three  new  methods  of  detecting  breast  cancer,  if  uniformly 
adopfed,  could  eventually  greatly  increase  the  cure  rate,  a leading  radiologist  told 
the  American  Cancer  Society's  1967  Scientific  Session  on  May  4,  1967. 

Dr.  J.  Gershon-Cohen  of  Alberf  Einstein  Medical  Center,  Philadelphia,  and  Pro- 
fessor of  Radiologic  Research  af  Temple  Universify,  described  the  development  and 
potential  of  I)  mammography,  an  improved  form  of  x-ray  examination,  2)  thermo- 
graphy, a technique  that  detects  breast  cancers  by  their  elevated  temperature,  and 
3)  xerography,  which  produces  x-ray  pictures  on  a special  ultra-sensitive  plate,  re- 
vealing different  kinds  of  tissue  on  one  photograph. 

Gershon-Cohen  said  that  "mammography  has  at  last  come  of  age,"  and  added 
that  "any  physician  who  essays  a 'complete'  examination  of  the  breasts  without  in- 
cluding x-ray  studies  is  remiss  in  his  efforts  to  discover  Stage  One  lesions." 

This  type  of  early  cancer.  Stage  One,  is  conceded  to  be  curable  in  80  percent 
of  cases,  he  said.  But  he  pointed  out  that,  according  to  "careful  studies,"  lumps  in 
the  breast  found  by  palpation,  average  3.5  centimeters  in  diameter,  and  that  in  65 
percent  of  cases  cancer  cells  have  already  spread  to  the  lymph  nodes.  The  five-year 
survival  rate,  tantamount  to  cure.  Is  only  50  percent  In  such  cases,  he  declared. 

Dr.  Gershon-Oohen  said,  "The  most  astute  examiner  is  unlikely  to  detect  a can- 
cer one  centimeter  in  diameter."  Mammography,  he  added,  can  discover  lesions  half 
that  size. 

He  reported  the  recent  completion  of  a survey  of  mammography  at  Albert 
Einstein  Medical  Center  in  Philadelphia  which  found  breast  cancers  in  33  out  of  1,120 
women  examined  who  were  without  symptoms  of  fhe  disease.  The  average  diamefer 
of  the  lesions  was  l.l  centimeters  and  70  percent  of  the  cases  were  Stage  One. 

According  to  Gershon-Cohen,  radiologists  using  mammography,  could  find  20 
percent  of  breast  cancers  that  can't  be  felt  by  palpation.  "On  the  other  hand,"  he 
said,  "surgeons  will  discover  lesions  in  about  6 percent  of  cases  that  will  not  be  dem- 
onstrated roentgenologically.  (i.e.  by  x-rays)"  He  said  that  "when  these  specialists  work 
as  a team  the  result  should  approach  90  percent  effectiveness  in  finding  early  breast 
cancers." 

Thermography  has  been  used  at  Albert  Einstein  Medical  Center  since  1962,  to 
examine  the  breasts  of  4,000  patients.  Gershon-Cohen  said  that  In  94  percent  of 
cases  thermographic  analysis  has  revealed  a "localized  hot  spot"  over  the  lesion  in 
200  breast  cancer  patients. 

Such  hot  spots  can  mean  other  kinds  of  disease  or  conditions,  he  said,  but  the 
absence  of  a localized  temperature  rise  would  mean  that  the  "presence  of  disease  is 
quite  unlikely." 

He  suggested  that  mass  examinations  by  thermography  might  be  considered  as 
a preliminary  method  of  screening  for  breast  cancer,  reserving  mammography  for 
those  in  whom  suspicious  temperature  patterns  are  found.  He  pointed  out  that  the 
American  Cancer  Society  is  presently  sponsoring  a collaborative  program  by  several 
Institutions  to  test  this  two-step  method. 

Development  of  xerography,  which  still  poses  some  technical  problems  is  worth 
pursuing,  Gershon-Cohen  said.  X-ray  pictures  are  taken  on  specially  prepared  selen- 
ium-coated metal  plates  which  produce  a bas-relief  effect.  These  pictures  portray 
all  of  fhe  breasf  tissues  in  excellent  detail  with  a single  exposure. 

The  Society's  Annual  Scientific  Session  preceded  a meefing  of  its  National  Board, 
which  convened  Eriday,  May  5. 
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"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 
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For  the  taste 
you  never 

get  tired  of. 
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ENDORSED  BY  THE  MAINE  MEDICAL  ASSOCIATION 

For  lls  Members 


MALPRACTICE  INSURANCE 

HARTFORD  INSURANCE  GROUP 

Noyes  & Chapman 

Genera!  Insurance 

465  Congress  St. 

Portland,  Maine 

Serving  Maine  doctors  for  over  90  years 
LAWRENCE  D.  CHAPMAN  772-2841 


BLUE  CROSS  AND  OTHER  INSURANCES  ARE  ACCEPTED 


ANDREW  FERGUS,  M.D. 
Diplomate,  American  Board  of 
Psychiatry 
Chief  of  Staff 


PHILIP  BLINDER,  M.D. 
Psychiatrist 
Sec.  of  Staff 

II 


• Utilizing  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 


The  Utterback  Private  Hospital  [ 

31  Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine  ^ 

Beautiful  Grounds,  Large  Rooms  with  Bath,  Mental  Health,  Care  for  the  Aged  and  Convalescent  Care.  ^ 

Reasonable  Rates  : 


low  back  pain 


'rafon  Forte  helps  to  relieve  pain, 

<tore  mobility  . . . stop  pain-spasm  feedback 

Ire  is  why.  Parafon  Forte  provides : 
msalkylate  analgesic  equal  to  aspirin  for  the  relief 
f>ain,'’^  yet  unlikely  to  produce  the  irritation  to  the 
Ttric  mucosa  so  often  associated  with  salicylate 
K'apy^ 

K a skeletal  muscle  relaxant  shown  to  have  up  to  a 
~hur  span  of  action/-®  and  to  retain  effectiveness 
V 1 on  continued  administration/-'  Init  which  does  not 
the  central  effects  of  tranquilizing  compounds, 
’r^cribe  Parafon  Forte  for  lasting  spasmolysis 
analgesia  in  sprains,  strains,  myalgias,  low  back 
>a  , bursitis  and  other  musculoskeletal  disorders, 
fo  • patients  will  appreciate  the  restored  comfort 
indasting  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte^iABiETs 

Paraflex'S>  (chlorzoxazone)*  250  mg. 

Tylenol'S'  (acetaminophen)  300  mg. 

Canliom  ami  side  effects:  Use  with  caution  in  patients  with 
Icnown  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug- 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  i-eactions  may  have  been  drug  associ- 
ated. While  Para  flex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximatel.v  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  "McNEI  L”— bottles  of  100. 

lujfrtncvs : 1.  Hatterman,  H.  C.,  an<l  Grossman,  A.  J.:  Fe«l.  Pruc. 

'1.  Goodman.  L.  S.,  and  (iilman.  A.,  ed.:  The  Pharmaroloj^ical  Uasis  of 
Therapeutics,  ed.  ‘I,  New  York,  The  Macmillan  Company.  196.',  p.  IF  Koth, 
J.  \j.  A.,  ct  al.:  GastruenteruIoKy  -#4:146,  19611.  4.  Cunney.  A.  H..  and  Hums, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  i,'.y;340,  I960.  5.  Scttel.  E.;  Clin.  Metl.  f>‘:137lt, 

19.')9  (■.,  Herman.  H.  H..  ft  al.  Dis.  Nerv. 
Syst.  J, 7:430.  1964.  7.  Darienzo,  C.:  Ihid., 
/7:1S9.  1966.  HZ7 

MCNEIL  LABORATORIES.  INC.,  FORT  WAS  H I NGTON,  PA. 


McNEIL 


A BLUE  SHIELD  REPORT  to  DOCTOR 


REPORT#  3 
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PREVAILINC;  FEE  PROGRAM 

A reniinder  lo  all  physicians  'U’ho  have  not  sent  ns 
their  schedules  indicating  usual  and  customary 
charges  — please  complete  and  return  to  us  as  soon 
as  possible.  We  must  ha\e  close  to  a 90%  return  to 
make  the  program  effective. 


ASSOCIATED  HOSPITAL  SERVICE  OF  MAINE 
509  FOREST  AVENUE 
PORTLAND,  MAINE  04101 


Recommend 


With  Over  800 
Participating  MDs 


after 

sni^ 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress, 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 
Vitamin  (Riboflavin)  10  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  B|  3 Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627. e— 3613 


at  the  site  of  infection 
(where  it  counts)... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food'  ^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.'  - Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.''^ 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


Estolate 


( See  next  page  for'  prescribing  information.) 


Ilosone*/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  • 
characterized  by  increased  direct-reacting  bilirubin,  elev 
alkaline  i)hosphatase  levels,  negative  or  weakly  positive  cepl 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glut 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  ha: 
been  reported  in  other  patients  taking  prolonged  courses  o 
medication.  Patients  with  chronic  infection  have  been  giver 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months 
patients  with  rheumatic  fever  have  taken  prophylactic  dos  i 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  groi  | 
144  patients  who  received  the  drug  daily  for  two  years,  no  j | 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  ' i 
patients’  families,  who  were  not  taking  the  drug,  had  epi: ! 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  r 
determined  in  a group  of  fifty-four  adults  and  children  who  I 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  montl  i 
rheumatic  fever  prophylaxis.  The  results  were  compared  i 
those  of  a similar  group  of  forty-four  patients  who  received  ■ 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elev  i 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  ci  i 
of  treatment  was  observed  in  one  patient  treated  with  Ik  i 
and  in  two  patients  treated  with  penicillin.  Seven  other  pat  t 
in  the  group  receiving  Ilosone  and  four  others  in  the  peni  i 
group  showed  elevations  in  one  of  the  tests  at  some  time  di  i| 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  n 
reported  in  102  pediatric  patients  who  received  short-term  u 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  it 
tions.  Results  of  liver  function  tests  in  these  patients  were  i 
parable  to  those  in  a similar  control  group  who  had  rec  « 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepat  if 
fects  are  observed  in  a small  proportion  of  individuals  as  a i il 
of  a local  stimulating  effect  of  the  medication  on  the  alime'  r; 
tract;  however,  the  normal  intestinal  gram-negative  bac  i> 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  th  la 
of  erythromycin,  there  have  been  occasional  reports  of  urtii  k 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  _<i: 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hour  :o 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  1 n 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushec » 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  d if 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythro 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dos  i> 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  f 
days.  Close  follow-up  of  the  patient  is  necessary  since  er:  K 
mycin  drugs  have  not  had  adequate  evaluation  in  all  sta]  • 
syphilis.  Examinations  of  spinal  fluid  are  recommended  a 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  da; 
recommended.’  In  the  treatment  of  gonorrhea,  patients  y) 
suspected  lesion  of  syphilis  should  have  a dark-field  examiti® 
before  receiving  antibiotics,  and  monthly  serologic  tests  i** 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  2:;^ 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  ® 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  - 
size  packages,  with  dropper  calibrated  at  25  and  50  mg.  j 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equil 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  pac 

Rcfrrcnct’s:  1.  GrifUth,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc., 

2.  Griffith.  R.  S.,  and  Black.  H.  R. : Antibiotics  & Chemother.,  . 

8.  Hirsch,  H.  A..  Pryles,  C.  V.  and  Finland.  M.:  Am.  J.  M.  Sc.,  2.?9:19b,  ^ 

Additional  information  available  to  physicians  upon  request.  ° ^ 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  i6206.  — ^ 
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Look  how  many  ways 

Thorazine' 

brand  of 

chlorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

• 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine’  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration:  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis:  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  'Thorazine'  prescribing 
information  and  side  eflects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 


'lild  mood  depression, 
^or  appetite,  little 
iiterest  in  the  present  or 
iiture.  Does  this  picture 
nean  that  she’s  giving  in 
i(  functional  fatigue? 

When  functional  fa- 
ti;ue  is  part  of  her  prob- 
len,  Alertonic  can  help 
;;(unteract  accompanying 
iiathy  and  inertia.  It 
idps  lift  mood,  stimulate 
iipetite,  and  establish 
lov  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  15% 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic  — 
one  table  spoonful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tahlespoonfuls)  contains;  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  B,)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  B_.)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  B,j),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol,!  100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 

‘Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215  7.a37e 
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When  eating  fads 
of  teens  or  tots 
Lead  to  a sudden 
case  of  “trots” 


Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  pai'egoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 


diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

'■Paregoric  (equivalent)  ( 1.0  dram)  3.7  ml. 

Contains  opium  ('A  grain)  15  mg.  per  fluid 
ounce. 

wayniyig : may  be  habit  forminy 

Pectin (2’/=  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose;  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 02.,  Vz  02.  with  applicator  tip,  and  Vs  02.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Avhy  wonder  about  a drug 


whenyou  know 
3DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 

produces  l-2‘(extra”days’  activity 


Days  12  3 4 
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duration  of  therapy,  tetracycline 

duration  of  activity,  tetracycline 

duration  of  therapy 

DECLOMYCIN  demethylchlortetracycline  ^ 

-mm 

duration  of  activity 

OECLOMYCIN  demethylchlortetracycline  gjj 

iHi 

1-2  “extra”days’  activity 

after  the  last  dose  to  protect  against  relapse 


one  300  mg  tablet  bid 


or 

one  150  mg  capsule  q.Ld  i 


Effective  in  a wide  range  of  everyday  infections  — respira- 
tory, urinary  tract  and  others  — in  the  young  arid  aged  — 
the  acutely  or  chronically  ill— when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication  — History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— \n  renal  impairment,  usual  doses  may  lead  to 
excessive  systemic  accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses  are  indicated 
and,  if  therapy  is  prolonged,  serum  level  determinations 
may  be  advisable.  A photodynamic  reaction  to  natural  or 
artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated 
sunburn  reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  proportion,  pho- 
toallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 


tial.  If  new  infections  appear,  appropriate  measu 
should  be  taken.  Use  of  demethylchlortetracycline  dur^ 
tooth  development  (last  trimester  of  pregnancy,  neon?’ 
period  and  early  childhood)  may  cause  discoloration! 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  miSi 
during  long-term  use  but  has  also  been  observed  in  st 
treatment  courses.  In  infants,  increased  intracranial  pr 
sure  with  bulging  fontanels  has  been  observed.  All  si 
and  symptoms  have  disappeared  rapidly  upon  cessal 
of  treatment.  Side  reactions  include  glossitis,  stornat. 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitu 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  n, 
ication  and  institute  appropriate  therapy.  Anaphylat: 
reactions  have  been  reported.  ' 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  rngo 
Should  be  given  1 hour  before  or  2 hours  after  nie 
since  absorption  is  impaired  by  the  concomitant  adf- 
istration  of  high  calcium  content  drugs,  foods  and  s< 


the  first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
tible  organisms  may  occur.  Constant  observation  is  essen- 


dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  Ibu 
and  75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


For  he’s  a jolly  good  fellow 


But  what  does  he  think? 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS; 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex^  Sequels® 

DEXTRO  AMPHETAMINE  SULFATE  (15  mg.|  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Coniraindicalions:  Dextro-amphetomine  sulfate:  in 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamote. 

Precautions:  Use  with  caution  in  potients  hypersensi- 
tive to  sympathomimetic  compounds,  who  hove 
coronary  or  cardiovoscular  disease,  or  ore  severely 
hypertensive. 

Dextro-omphetamine  sulfote:  Excessive  use  by  un- 
stoble  individuals  may  result  in  psychological 
dependence. 

Meprobomate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
ond  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  ond  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate coution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mol  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidol  tendencies. 
Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetomine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  ore  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
olso  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  onorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
ossociated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreosing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  moculopopulor  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A cose  of  folal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  occommo- 
dotion.  Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyonomid  Company, 
Pearl  River,  New  York 
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For  the  tense  patient  1 tal 


remembertt 
extra  tablet  at  bedtin 


(diazepaiT 

Roche® 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 
Contraindications;  Infants,  patients  with  history  of 
convulsive  disorders  or  glaucoma. 

Warning;  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions;  Limit  dosage  to  smallest  effective  amount 
in  elderly  patients  (not  more  than  1 mg,  one  or  two 
times  daily)  to  preclude  ataxia  or  oversedation.  Advise 
patients  against  possibly  hazardous  procedures  until 
correct  maintenanpe  dosage  is  established;  driving 
during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recom- 
mended. Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established. 
Observe  usual  precautions  in  impaired  renal  .or  hepa- 
tic function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advis- 
able in  long-term  use.  Cease  therapy  gradually. 


Side  Effects;  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stimu- 
lation, sleep  disturbances,  hallucinations);  changes  in 
EEC  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCI. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cere- 
bral palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase 
gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
50  for  convenience  and  economy  in  prescribing. 


Roche  Laboratories 
Division  of  Hoffmann -La  Roche 
N Utley,  N.J.  07110 
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Among  the  adjuncts  to  the  physician’s  skill 

Darvon®  Compound- 65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride. 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to  the  medical  profession  upon  request. 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206 
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whatever  their  color 
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(diphenhydramine  hydrochloride) 

PARKE-DAVIS 


ergic  symptoms 

I 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy, 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  oose? 
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BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  GF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


ROMSULPHALEIN® 
IN  A COMPLETE. 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
\ PATIENT- UN  IT. 


t. 

t 


j 
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BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  nov;  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment  Alter  treatment  — 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  tO|aical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  TheO.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Efiects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 

LEDERLE  LABORATORIES,  A Division  of 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Va  lb.  jars. 


Ointment  0A%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


American  Cyanamid  Company,  Pearl  River,  New  York 
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“Take  a laxative” 

is  a harsh  sentence 


Although  there  are  more  than 
60  ethical  laxatives  available 
for  the  constipated  patient, 
many,  unfortunately,  do  not 
really  produce  an  effect  much 
like  a normal  bowel  move- 
ment. Instead  they  whip  the 
bowel,  torment  it  and  leave 
it  irritated,  inflamed  and 
exhausted. 

On  the  other  hand,  Dulcolax 


provides  a nearly  normal 
movement.  Through  its 
unique  contact  action,  it 
induces  the  kind  of  natural 
contraction  waves  of  the 
colon  necessary  for  gentle, 
complete,  comfortable 
bowel  movements. 

For  your  next  constipated 
patient,  try  Dulcolax-the  lax- 
ative with  the  gentle  touch. 


Dulcolax,  brand  of  bisacodyl 
tablets  (5  mg.) 

Under  license  from 
Boehringer  Ingelheim 
G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Dulcolax. 

a gentle  persuasion 


DU-4809 


Geigy 


CHARLES 

DICKENS* 


Pickwick  Papers 


IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 

DP.  C.  SIDNEY  BURhfELL  COINED  THE  , 
TERM  "PICKWICKIAN  SYNDROME" IN  1955 ! 


x Obese  Epitaph 

in  English  graveyard 


rcost  of 

AMBAR  EXTENTABS 


oaking 

WHO,  IN  1743. 
CONSUMED  384  LBS, 
OF  FOOD  IN 
SIX  DAYS.* 


IS  APPROX  IMATaV 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
IN  lONQ-mRM  THERAPY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOE| 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR'2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Air  J, 

(5) 

suppresses  appetite  and  helps  offset  e e 
tional  reactions  to  dieting.  Contraind  •• 
tions:  Hypersensitivity  to  barbiturates 't 
sympathomimetics;  patients  with  advar  d 
renal  or  hepatic  disease.  Precautions:  Administer  with  ( i-l 
tion  in  the  presence  of  cardiovascular  disease  or  hypertens  1. 1 
Side  Effects:  Nervousness  or  excitement  occasionally  no  L ' 
but  usually  infrequent  at  recommended  dosages.  Slight  drc  e j 
iness  has  been  reported  rarely.  See  package  insert  for  fur  :r ; 
details.  a.  h.  robins  company,  A^\-\^r)QR\  S 

RICHMOND,  VA.  23220 


Picture  of 
bursitis 


ikrafon  Forte  helps  to  relieve  pain, 

ijstore  mobility  . . . stop  pain-spasm  feedback 

Iere  is  why.  Parafon  Forte  provides : 
nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
(I  paind’^  yet  unlikely  to  produce  the  irritation  to  the 
|.stric  mucosa  so  often  associated  with  salicylate 
jjerapy* 
t 

tUl  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
^hour  span  of  action/-®  and  to  retain  effectiveness 
(|en  on  continued  administration/-'  but  which  does  not 

i.ve  the  central  effects  of  tranquilizing  compounds, 
’escribe  Parafon  Forte  for  lasting  spasmolysis 
id  analgesia  in  sprains,  strains,  myalgias,  low  back 
pin,  bursitis  and  other  musculoskeletal  disorders. 
:)ur  patients  will  appreciate  the  restored  comfort 
?d  lasting  freedom  of  movement  it  usually  provides. 

i 


treated  with 
Parafon  Forte*TABLEis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

CUmtions  and  side  effects:  Use  with  caution  in  patients  with  j 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp-  j 
toms  suggestive  of  liver  dysfunction  are  observed,  the  drug  | 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light-  ! 
headedness,  malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  1 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as  j 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen  , 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  J4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  ct  al.:  Gastroenterology  .44:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 

J.  J.:  J.  Pharmacol.  Exp.  Ther.  128:340,  1960.  5.  Settel,  E.;  Clin.  Med.  6 :1373, 

1959.  6.  Berman,  H.  H.,  ct  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 
27:189,  1966.  *u.  S.  patent  no.  2,895.877 
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In  managing  tense,  anxious  patients 
here's  one  combination  that  makes  sense 
your  understanding  counsel 

and  Serax® 

(oxazepam)  Wyeth 


When  prescribing,  carefully  observe 
dosage  recommendations  and 
appropriate  precautions,  especially 
as  pertaining  to  the  elderly  (see 
Wyeth  literature  or  PDR  as  well  as 
'■IN  BRIEF”  below). 

IN  BRIEF. 

Contraindications:  History  of  previous 

hypersensitivity  to  oxazepam.  Oxazepam  is 
not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are 
rare,  but  use  with  caution  where  complica- 
tions could  ensue  from  a fall  in  blood 
pressure,  especially  in  the  elderly.  With- 
drawal symptoms  upon  discontinuation 
have  been  noted  in  some  patients  exhibiting 
drug  dependence  through  chronic  over- 
dose. Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to 
overdose:  excessive,  prolonged  use  in 
susceptible  patients  (alcoholics,  ex-addicts, 
etc.)  may  result  in  dependence  or  habitua- 
tion. Reduce  dosage  gradually  after  pro- 
longed excessive  dosage  to  avoid  possible 
epileptiform  seizures.  Withdrawal  symp- 
toms following  abrupt  discontinuance  are 
similar  to  those  seen  with  barbiturates. 
Caution  patients  against  driving  or  oper- 
ating machinery  until  absence  of  drowsiness 
or  dizziness  is  ascertained.  Warn  patients 
of  possible  reduction  in  alcohol  tolerance. 
Safety  for  use  in  pregnancy  has  not 
been  established. 

Not  indicated  in  children  under  6 years; 
absolute  dosage  for  6-  to  12-year-olds, 
not  established. 

Side  Effects:  Therapy-interrupting  side 

effects  are  rare.  Transient  mild  drowsiness 
is  common  initially:  if  persistent,  reduce 
dosage.  Dizziness,  vertigo  and  headache 
have  also  occurred  infrequently;  syncope, 
rarely.  Mild  paradoxical  reactions  (excite- 
ment, stimulation  of  affect)  are  reported 
in  psychiatric  patients.  Minor  diffuse  rashes 
(morbilliform,  urticarial  and  maculopapular) 
are  rare.  Nausea,  lethargy,  edema,  slurred 
speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage 
reduction.  Although  rare,  leucopenia  and 
hepatic  dysfunction  including  jaundice 
have  been  reported  during  therapy.  Periodic 
blood  counts  and  liver  function  tests  are 
advised.  Ataxia,  reported  rarely,  does  not 
appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related 
compounds,  are  not  yet  reported:  para- 
doxical excitation  with  severe  rage  reac- 
tions, hallucinations,  menstrual  irregular- 
ities, change  in  EEG  pattern,  blood 
dyscrasias  (including  agranulocytosis),  blur- 
red vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,  15  and  30 
mg.  oxazepam. 

Photograph  posed  by  professional  models. 
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To  help  you  relieve  anxiety  and  tension 


(oxazepam) 

Wyeth  Laboratories  Philadelphia.  Pa. 
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The  Indispensable 


Infusion  Ingredients 


- Salt  and  Water 


Alden  W.  Squires,  M.D.* 


Every  real  advance  in  medical  knowledge  comes  after 
a trial-and-error  period  during  which  various  principles 
and  practices  are  widely  accepted  for  a time  and  then 
discarded  in  favor  of  others  presumed  to  be  more  up  to 
date.  Medicine  has  seen  almost  as  many  vogues  come 
and  go  as  has  the  world  of  ladies’  fashions.  Doctors  es- 
pecially in  bygone  days  have  tended  to  accept  the  pro- 
nouncements of  the  latest  "literature”  almost  an 
uncritically  as  their  wives  have  followed  the  dictates  of 
VOGUE.  In  one  important  way,  however,  the  course  of 
Medicine  has  differed  from  the  aimless  wandering  of 
the  fashion  world.  The  era  of  whimsies  and  caprices 
eventually  ends  as  facts  emerge  to  put  medical  practices 
on  a sound,  scientific  basis. 

The  onetime  universal  faith  in  phlebotomy,  antiphlo- 
gistics,  aperients,  tonics  and  countless  other  quaint 
nostrums  illustrates  the  willingness  of  doctors,  in  the  past 
at  least,  to  believe  in  whatever  was  currently  in  vogue. 
Nor  has  this  trait  been  altogether  outgrown;  we  still  see 
surgeons  faithfully  performing  the  Listerian  hold-over 
of  "carbolizing”  the  appendiceal  stump! 

In  few  fields  of  medical  practice  have  more  fads  come 
and  gone,  particularly  during  the  twentieth  century,  than 
in  that  of  parenteral  fluid-therapy.  The  purpose  of  this 
paper  is  to  review  these  changing  trends  and  to  discuss 
certain  recently  developed  concepts,  not  simply  because 
they  are  "current  concepts"  now  achieving  popular  ac- 
ceptance but  because  they  possess  an  inherent  validity 
which  suggests  that  the  era  of  fad  following  is  ending 
and  that  henceforth  the  matter  of  supportive  fluid  ther- 
apy will  be  governed  by  established  scientific  facts. 

The  use  of  parenteral  fluids  did  not  become  a vogue 
until  the  present  century  was  well  underway  of  course.  At 
the  time  it  was  introduced  it  was  already  known  that 
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major  trauma  is  regularly  followed  by  a period  of  posi- 
tive sodium  balance.  For  this  reason  medical  fashion 
leaders  of  the  time  decided  that  salt  should  be  withheld 
from  postoperative  patients.  Later,  for  some  strange  rea- 
son, the  pendulum  began  to  swing  the  other  way  and 
by  the  mid-thirties  it  was  stylish  to  give  postoperative 
patients  voluminous  infusions  of  saline  solution,  although 
as  often  as  not  the  now  highly  unstylish  technique  of 
hypoderm(x;lysis  was  used. 

In  1944  Coller,  et  al.,’  after  a rather  poorly  conceived 
study  of  five  selected  operative  cases,  revived  the  ancient 
fears  of  "salt-retention".  He  declared  that  its  appearance 
in  the  postoperative  state  was  evidence  of  an  acute  de- 
rangement of  the  salt-excretory  function  and  that  it 
exposes  the  patient  to  the  further  hazard  of  "water-in- 
toxication.” He  expressed  the  opinion  that  saline 
infusions  were  completely  contraindicated  in  postopera- 
tive patients.  His  prestige  was  sufficient  to  make  his 
statement  "the  last  word  on  the  subject”  and  it  was  ac- 
cepted almost  without  question.  Anyone  loath  to  believe 
that  a modern  doctor  can  be  so  credulous  as  to  subscribe 
to  a mere  whim  or  fad  should  recall  how  implicity  the 
"no  salt”  rule  was  believed.  It  wasn't  many  years  ago 
when  any  doctor  wanting  to  prove  how  up  to  date  he 
was  could  do  so  by  pointing  out  the  hazards  of  salt  for 
postoperative  cases. 

It  required  more  than  a decade  of  sound  research  to 
overcome  fully  this  profound  distrust  of  parenteral  saline 
solutions.  Meanwhile,  another  vogue  achieved  great 
popularity  after  receiving  an  impetus  from  reports  of 
experiences  during  World  War  II  and  the  Korean  War. 
This  was  the  vogue  for  using  blood  (or  plasma)  in  ac- 
cordance with  the  principle  of  "volume  replacement.’ 
That  principle  derived  from  the  thesis  that  if  all  blood 
loss  is  replaced  by  transfusing  an  equal  amount  of  blood 
or  plasma,  homeostasis  is  fully  maintained  and  survival 
of  almost  any  degree  of  trauma  and  bloodshed  is  assured. 
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Nor  lias  this  vogue  yet  gone  out  of  favor.  A good  many 
doctors  consider  blood  the  sine  qua  non  for  treating 
hypotension,  even  though  a good  many  death  summaries 
conclude  with  the  words:  ' In  spite  of  adequate  suppor- 
tive treatment,  including  full  blood  replacement,  the  pa- 
tient expired." 

The  obvious  paradox  of  a statement  such  as  the  fore- 
going caused  a number  of  astute  clinicians  to  become 
increasingly  skeptical  of  the  "volume  replacement”  con- 
cept and  they  began  looking  carefully  into  the  possibility 
that  water  and  salt  might  also  play  important  roles  in 
maintaining  and  restoring  effective  circulation. 

One  weakness  of  the  replacement  principle  is  the  fact 
that  the  vascular  system  cannot  be  compared  to  a con- 
tainer which  after  losing  a portion  of  its  contents  can  be 
refilled  by  pouring  back  an  equal  amount.  The  vascular 
system  differs  from  a glass  bottle  because  it  stretches, 
contracts  and  leaks.  Its  leaky  character  has  become  quite 
evident  since  the  means  of  accurately  measuring  blood 
volume  have  become  available.  These  demonstrate  that 
blood  volume  is  not  static  but  continually  fluctuates  in 
response  to  changing  conditions  within  and  without  the 
body.-  It  increases  during  sleep,  exercise  and  exposure  to 
heat,  after  ingestion  of  food  and  fluids,  and  even  upon 
changing  from  supine  to  erect  position.  It  decreases  as 
these  conditions  cease  and  even  more  during  emotional 
stress  and  exposure  to  cold.  Such  normal  fluctuations  of 
blood  volume  may  cause  it  to  change  by  as  much  as 
500  cc.  per  day,  with  the  hematocrit  varying  by  as  much 
as  5%.  Such  variation  of  hematocrit  obviously  means 
that  the  volume  changes  are  due  to  gains  ancf  losses  of 
plasma. 

The  diurnal  volume  changes  are  comparatively  small, 
however,  and  apart  from  them  a fairly  constant  relation- 
ship is  maintained  between  blood  volume  and  body 
weight,  regardless  of  qualitative  changes  occurring  in 
the  blood  itself.  For  example,  in  slowly  developing, 
chronic  anemia  the  red  cell  mass  may  fall  to  half  or  even 
less  of  its  normal  level  but  total  blood  volume  remains 
practically  unchanged.  Even  after  acute  blood  loss  - pro- 
vided it  does  not  exceed  20%  of  total  blood  volume  - 
the  body  reacts  promptly  and  usually  succeeds  within 
24  hours  in  restoring  blood  volume  to  or  nearly  to  its 
prior  level.  Meanwhile  vasomotor  and  cardiac  functions 
are  modified  to  assist  in  maintaining  circulatory  effec- 
tiveness and  tiding  the  body  over  the  emergency  situa- 
tion. These  are  temporary,  adaptive  mechanisms  that 
operate  until  recovery  of  volume  takes  place  and  elimi- 
nates the  disparity. 

Both  the  diurnal  fluctuations  of  blood  volume  and  the 
body's  ability  to  recover  from  either  acute  or  chronic 
blood  losses  attest  to  the  existence  within  the  body  of 
a "reservoir”  of  isotonic  electrolyte  solution  which  is  in 
equilibrium  with  the  blood  and  capable  of  shifting  either 
into  or  out  of  the  vascular  system,  thus  maintaining  es- 
sentially normovolemic  conditions. 

It  is  not  easy  to  locate  this  reservoir  anatomically  or 


to  visualize  it  in  keeping  with  the  usual  definition  of 
"space”  or  "compartment.”  Nevertheless  its  existence 
is  undeniable.  Variously  termed  the  interstitial,  extra- 
vascular  and  extracellular  space,  it  is  distributed  through- 
out the  body  in  the  form  of  innumerable,  microscopic 
interstices  bounded  on  one  side  by  capillary  walls  and 
on  the  other  by  cell  membranes.  Its  contents  are  various- 
ly designated  as  the  interstitial,  extravascular  or  extra- 
cellular fluid  and  hereafter,  for  the  sake  of  brevity,  will 
be  referred  to  as  ECF.  Except  for  its  lack  of  protein, 
ECF  is  chemically  almost  identical  to  blood  plasma  and 
the  two  fluids  are  isotonic.  It  represents  about  15%  of 
total  body  weight.  Not  only  its  large  size  but  also  its 
essential  role  in  the  maintenance  of  blood  volume  entitle 
the  ECE  space  to  be  regarded  as  one  of  the  major  organs 
of  the  body. 

The  speed  at  which  ECF  is  mobilized  to  compensate 
for  acute  blood  loss  can  be  demonstrated  in  animals 
injected  with  radioactive  red  cells.  If  they  are  subjected 
to  slow  but  continuing  hemorrhage,  monitoring  of  the 
outflowing  blood  shows  dilution  beginning  almost  im- 
mediately and  becoming  progressively  greater  as  bleeding 
continues.  Provided  total  blood  loss  does  not  exceed 
25%,  an  hour  after  bleeding  ends  the  total  circulating 
blood  volume  is  considerably  more  than  it  would  be 
were  the  vascular  system  merely  a container  from  which 
a known  amount  of  contents  has  been  removed.  With 
adequate  fluid  intake,  blood  volume  will  be  back  to  its 
pre-hemorrhage  value  within  24  hours.  Since  this  recov- 
ery of  volume  is  accomplished  almost  entirely  by  move- 
ment of  aqueous  electrolyte  solution  from  ECF  space 
into  the  vascular  system,  it  is  inevitably  accompanied 
by  a corresponding  decrease  in  red  cell  concentration 
and  a fall  of  hematocrit.  Following  a single  hemorrhagic 
episode,  therefore,  a drop  in  the  hematocrit  has  no  om- 
inous significance  and  is,  in  itself,  no  indication  for  a 
transfusion.  On  the  contrary,  it  is  evidence  of  good  re- 
covery of  the  essential  volume  function  of  the  circulation. 

If,  instead  of  losing  blood,  the  experimental  subject 
is  given  a transfusion,  the  ensuing  sequence  of  events  is 
the  reverse  of  that  described  above.  As  the  excess  blood 
begins  augmenting  the  circulating  intravascular  volume, 
isotonic  electrolyte  solution  begins  to  move  from  the 
vascular  system  into  the  ECF  space  at  a rate  which  par- 
allels that  of  the  transfusion.  Before  long,  the  excesses 
of  water  and  salt  extracted  from  the  blood  are  transported 
to  the  kidneys  and  excreted.  This  selective  removal  of 
plasma  causes  the  red  cell  mass  and  hematocrit  to  in- 
crease proportionately.  Indeed,  it  can  be  stated  categor- 
ically that  any  change  in  the  hematocrit  following  blood 
transfusion  is  mediated  almost  solely  by  the  extent  to 
which  it  displaces  plasma  from  the  blood  stream,  and 
that  such  dispersal  does  not  occur  unless  the  blood  vol- 
ume is  already  normal,  or  nearly  so,  when  the  transfusion 
is  given.  If  the  recipient  is  really  hypovolemic,  most  or 
all  of  the  transfused  blood  will  remain  unchanged  in  the 
vascular  system  where  it  simply  mixes  with  the  blood 
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already  present  and  the  change  of  hematocrit  is  relatively 
trivial. 

It  is  advisable  to  point  out  that  these  fluid  shifts  that 
take  place  in  vivo  cannot  be  precisely  simulated  in  lab- 
oratory experiments  with  semi-permeable  membranes. 
In  addition  to  membranes  and  the  operation  of  the 
physico-chemical  mechanisms  of  osmosis,  these  require 
physiological  activity  or  integrity  as  well  - cardiac  and 
circulatory  functions  to  transport  the  fluid  and  salt 
to  the  kidneys  and  renal  function  to  effect  their  elimina- 
tion. Impairment  of  any  of  these  functions  causes  a 
corresponding  decrease  in  the  dispersal  and  disposal  of 
excesses  of  fluid  within  the  vascular  system.  This  is 
equally  true  whether  the  fluid-excess  is  saline  solution, 
plasma  or  blood.  Any  fluid  that  cannot  be  effectively 
dispersed  from  the  vascular  system  to  the  ECF  space 
and  then  be  effectively  disposed  of  can  lead  to  hypervo- 
lemia and,  eventually,  to  cardiac  overloading  and  dimin- 
ishing cardiac  output.  This  hazard  is  best  averted  by 
monitoring  the  central  venous  pressure,  which  reflects 
cardiac  output. 

In  summary,  the  current  concept  of  the  circulatory 
system  is  that  it  comprises  two  separate  but  inter-con- 
nected compartments:  ( 1 ) the  vascular  system  with 

its  circulating  plasma  and  cells,  and  ( 2 ) the  extravascu- 
lar  system  with  its  stores  of  isotonic  ECF.  Neither  com- 
partment is  tight  or  rigid;  each  stretches,  contracts  and 
leaks  as  necessary  to  keep  its  own  content  of  electrolyte 
solution  in  quantitative  and  qualitative  equilibrium  with 
that  of  the  other.  Losses  of  blood  are  corrected  by  move- 
ment of  ECF  into  the  vascular  system;  increases  of  blood 
volume  are  corrected  by  movement  of  fluid  into  the 
ECF  space.  Overloading  either  compartment  with  a type 
of  fluid  with  which  the  other  space  cannot  cope  success- 
fully, destroys  the  normal,  essential  equilibrium  and 
adversely  affects  the  efficiency  of  the  circulatory  system 
as  a whole. 

According  to  the  unified  concept  of  shock  proposed 
by  Lillehei,®  the  stage  of  irreversibility  is  due  to  pro- 
gressive loss  of  plasma  from  the  vascular  system.  As  the 
deficit  of  circulating  volume  increases  it  causes  increasing 
capillary  srasis,  stagnant  anoxia,  further  losses  of  fluid 
into  the  tissues,  a growing  accumulation  of  products  of 
anaerobic  metabolism  and,  finally,  myocardial  failure. 
Such  losses  of  plasma  from  the  vascular  system  are  par- 
lalleled  by  corresponding  losses  of  ECF  but  these  changes 
are  not  two  separate,  independent  events  taking  place 
simultaneously.  Rather,  the  progressive  loss  of  circulating 
plasma  is  due  to  losses  of  ECF  which  have  already  taken 
place  and  because  of  which  reserves  of  fluid  for  aug- 
menting the  blood  volume  are  exhausted.  It  follows, 
therefore,  that  any  therapeutic  plan  which  fails  to  take 
into  consideration  the  necessity  of  replenishing  the 
depleted  ECF  reservoir  is  incomplete  and  will  prove 
comparatively  ineffectual  in  practice.  The  deficit  of  cir- 
culating plasma  cannot  be  corrected  unless  or  until  the 
deficit  of  ECF  is  also  corrected.  Consequently,  modern 
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concepts  of  the  treatment  of  shock  stress  much  less  than 
formerly  the  immediate,  full  replacement  of  red  cells 
and  plasma  and  give  due  emphasis  to  the  urgent  impor- 
tance of  adequately  replacing  missing  ECF  and  restoring 
plasma  volume. 

Several  observers  have  quantitatively  measured  the 
losses  of  ECF  which  invariably  follow  all  forms  of  trauma 
whether  it  be  caused  by  surgery  or  other  external  force 
or  by  thermal  or  bacterial  factors.  Such  losses  of  ECF 
are  found  to  be  independent  of  blood  loss  and  the  dis- 
parity is  often  great.  In  severe  burns,  these  fluid  losses 
are  plainly  visible  but  in  other  forms  of  trauma  they 
usually  are  not  objectively  apparent.  In  these  latter  cases 
when  actual  measurements  show  that  significant  losses 
of  ECF  have  actually  taken  place  it  is  necessary  and  rea- 
sonable to  assume  that  the  missing  fluid  has  become 
sequestered  or  isolated  within  the  body  in  such  a way 
that  it  is  no  longer  available  to  serve  the  functional 
fluid-system. 

Shires,  er  n/./  at  the  Parkland  Memorial  Hospital  in 
Dallas  measured  separately  the  volumes  of  red  cells, 
plasma  and  ECF  in  a number  of  patients  immediately 
prior  to  various  surgical  operations  and  repeated  these 
measurements  two  hours  later  with  no  fluid-intake  during 
the  interval.  They  found  that  patients  who  underwent 
relatively  non-traumatic  operations  with  blood  losses  of 
less  than  200  cc.  typically  ended  up  with  no  appreciable 
change  of  blood  volume  and  a deficit  of  ECF  approxi- 
mately equal  to  the  amount  of  known  blood  loss.  Thus 
in  clinical  practice  the  prompt  and  effective  transfer  of 
ECF  into  the  blood  stream  to  compensate  for  blood  loss 
was  nicely  demonstrated. 

Patients  who  underwent  more  extensive  surgery  with 
blood  losses  ranging  from  215  cc.  to  nearly  a liter  had 
losses  of  ECF  which  varied  widely;  in  one  patient  it  was 
28%  of  the  original  amount.  These  losses  of  ECF  often 
exceeded  known  losses  of  blood  and  other  fluids  and 
the  only  factor  with  which  they  appeared  to  correlate 
was  the  severity  of  the  operative  trauma.  The  obvious 
conclusion  is  that  major  surgery  causes  functional  ECF 
to  accumulate  as  edema  fluid  in  the  vicinity  of  the  trau- 
matized site  where  for  a time  it  remains  immobilized 
and  non-functional.  Since  levels  of  serum  sodium  remain 
unchanged,  the  fluid  loss  involves  pure  ECF. 

Thus  one  who  takes  seriously  the  concept  of  "volume 
replacement"  must  consider  this  loss  of  functional 
ECF  which  becomes  sequestered  in  the  traumatized 
muscles,  bowel  and  areolar  tissues  adjacent  to  the  site 
of  operation.  This  body  area  is  ofren  designated,  not 
inappropriately,  as  the  "third  space”  of  the  body’s  fluid 
system.  Losses  of  functional  ECF  through  sequestration 
are  significant  because  ( 1 ) they  are  related  wholly  to 
trauma  and  are  independent  of  blood  loss,  (2)  they 
represent  actual  withdrawals  of  isotonic  electrolyte  solu- 
tion from  the  ECF  reservoir,  (3)  any  loss  of  functional 
ECF  reduces  the  body’s  capacity  to  compensate  for  blood 
loss  and  maintain  an  effective  circulating  volume. 
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Table  1 


Dogs  with  hemorrhagic  shock  of  uniform  severitv  were  diyided  into  the  following  treatment  groups: 

Group  I Return  of  all  shed  blood 

Group  11  Return  of  all  shed  blood 

expansion  of  plasma  volume 
Group  111  Return  of  all  shed  blood  + 

repletion  of  ECF  with  lactated  Ringer's  solution 


Group 

During  shock 

After  treatment 

Survival 

RBC  mass 

P.V. 

ECF  vol. 

RBC  mass 

P.V. 

ECF  vol. 

I 

-47% 

-18% 

-42% 

normal 

-M5% 

-28% 

20% 

II 

-48% 

-19% 

-43% 

normal 

+ 12% 

-30% 

30% 

III 

-51% 

-22% 

-42% 

normal 

-+5% 

normal 

70% 

(from  Shires,  et  al.  ARCH.  SURG.  88:  688,  Apr.  1964) 


Table  2 


Electrolyte-ion  Concentrations 
(in  mEq/liter) 


Fluid 

Cations 

Anions 

Na 

Ca 

K 

Cl 

HCO3  HPO, 

Protein 

Plasma 

142. 

5. 

4.5 

103. 

27.  2. 

16. 

Interstitial 

(ECF) 

140. 

3.5 

4.5 

112. 

27. 

1.5 

Normal  saline 

145. 

145. 

Lactated 

Ringer's 

130. 

4. 

4. 

111. 

27. 

Tliese  same  workers  ' later  studied  the  changes  in  ECF 
volume  caused  by  loss  of  blood  alone  without  accompany- 
ing trauma  and  observed  also  the  comparative  effective- 
ness of  three  methods  of  treating  the  severe  hemorrhagic 
shock  which  ensued.  Red  cell,  plasma  and  ECF  volumes 
were  measured  in  a number  of  dogs  before  and  after 
their  exposure  to  a standard  shock-producing  hemor- 
rhage. Each  animal  then  was  treated  by  one  of  the  fol- 
lowing methods:  (1)  return  of  all  shed  blood,  (2) 
return  of  all  shed  blood  plus  plasma  to  correct  the 
existing  plasma  deficit,  ( 3 ) return  of  ail  shed  blood 
plus  repletion  of  the  ECF  with  lactated  Ringer’s  solu- 
tion. The  observed  results  are  summarized  in  Table  I. 

As  would  be  expected,  all  animals  were  in  approxi- 
mately the  same  state  following  hemorrhage  with  red 
cells  reduced  by  nearly  one-half  but  with  a much  smaller 
reduction  of  plasma  volume  due  to  a shift  of  ECF  into 
the  vascular  system  as  blood  volume  fell.  The  final  deficit 
of  ECF  was  greater  than  what  could  be  accounted  for 
by  that  shift  alone  and  indicated  that  a considerable 
volume  of  ECF  was  lost  through  sequestration  in  the 
tissues  as  failing  capillary  circulation  caused  increased 
capillary  permeability. 

In  all  animals  the  treatment  restored  red  cell  volume 
to  normal  and  produced  plasma  volumes  greater  than 
normal.  Thus  in  terms  of  blood  replacement,  all  animals 
were  treated  adequately.  In  terms  of  survival,  however, 
replacement  of  both  blood  and  ECF  losses  gave  much 
better  results. 


Table  3 


50  DOGS  WERE  SUBJECTED  TO  IDENTICAL  DEGREES  OF 
hemorrhage  and  TRAUMA,  THEN  RANDOMIZED  INTO 
5 TREATMENT  CATEGORIES 


Treatment  percent  dead  ajter 


24  hrs. 

48  hrs. 

72  hrs. 

Return  of  all  shed  blood 

80 

80 

80 

Same,  plus  transfusion  of  donor  blood* 
Same,  plus  infusion  of  5%  dextrose 

80 

90 

90 

solution* 

50 

60 

80 

Same,  plus  infusion  of  lactated  Ringer’s* 
Homologous  donor  transfusion  plus 

0 

20 

20 

lactated  Ringer’s* 

10 

20 

20 

* Amounts  of  additional  fluid  based  on  5%  of  body  weight. 


approximately  equivalent  to  25%  of  normal  ECF  volume, 
(from  'Wolfman,  et  al.,  ARCH.  SURG.  85:  869,  May  1963) 

These  observations  show  clearly  that  even  in  hemor- 
rhagic shock  there  is  a serious  loss  of  ECF  and  that  blood 
replacement  alone  is  not  adequate  treatment.  In  fact, 
there  is  small  chance  of  survival  when  treatment  is  lim- 
ited to  blood  and  plasma  only.  Correction  of  the  asso- 
ciated deficit  of  ECF  is  mandatory  and  lactated  Ringer’s 
solution  is  peculiarly  suitable  for  this  purpose.  As  shown 
in  Table  2,  its  composition  is  virtually  identical  to  that 
of  ECF. 

Studies  very  similar  to  those  just  described  were  done 
independently  by  Wolfman,  et  al.,''  at  the  University  of 
Michigan,  with  essentially  the  same  results  and  conclu- 
sions. Their  data  are  summarized  in  Table  3. 

Regardless  of  the  nature  of  the  shock-producing  insult 
its  continuing  presence  leads  to  continuing  losses  of  in- 
travascular plasma  volume  through  external  losses  and 
internal  sequestration  and  the  likelihood  of  exhausting 
the  water  and  electrolyte  reserves  of  the  ECF  reservoir 
steadily  increases.  The  threat  becomes  even  gteater  if 
the  circulation  is  overloaded  with  salt-free  infusions. 
The  body's  major  store  of  sodium  is  the  ECF  and  its 
depletion  causes  a corresponding  impairment  of  the 
body’s  ability  to  maintain  an  effective  circulating  plasma 
volume.  Even  in  the  absence  of  significant  trauma  or 
hemorrhage,  sodium  deficit  alone  can  cause  a form  of 
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circulatory  failure  known  as  "the  sodium  loss  syndrome  ” 
for  which  the  only  effective  treatment  is  the  administra- 
tion of  enough  water  and  sodium  to  replenish  the  ECF 
reservoir.  This  condition  is  completely  resistant  to  treat- 
ment with  blood  or  other  colloids  or  pressor  agents,  as 
well  as  glucose-water  infusions. 

Confirmation  of  the  concept  that  losses  of  water  and 
salt  from  the  ECF  reservoir  are  responsible  for  final 
failures  of  blood  volume  and  circulatory  effectiveness 
has  made  it  necessary  to  reappraise  the  old  bugaboo  of 
"salt  retention.”  Salt  has  been  the  chief  topic  of  conten- 
tion throughout  the  whole  history  of  parenteral  fluid 
therapy.  As  long  as  it  was  believed  that  salt  retention 
resulted  from  a specific  defect  of  renal  excretory  func- 
tion, it  was  naturally  regarded  as  a potential  threat  to 
well-being  and  an  indication  for  restricting  salt  intake. 
Now  that  it  is  apparent  that  salt  is  retained  simply  to 
correct  an  existing  deficit  caused  by  losses  of  ECF,  the 
salt-retention  process  is  seen  to  be  a functional,  restora- 
tive one  rather  than  a pathological  condition.  This  con- 
clusion is  justified  by  the  findings  of  numerous  recent 
studies. 

Marks,  et  al.,'  at  the  Boston  Veterans  Administration 
Hospital  studied  a number  of  patients  undergoing  major 
abdominal  surgery.  They  were  divided  into  three  groups, 
two  of  which  were  given  120  mEq  of  sodium  on  the 
second  preoperative  day  and  562  mEq  on  the  day  preced- 
ing operation.  One  of  these  groups  also  received  2 mg. 
of  fluorohydrocortisone  on  the  preoperative  day.  The 
third  group  received  no  sodium  except  that  of  the  regular 
diet.  All  groups  were  given  154  mEq  of  sodium  on  the 
day  of  operation  and  daily  for  the  next  three  days.  The 
patients  who  were  overloaded  with  sodium  preoperatively 
retained  relatively  large  amounts  of  it  before  they  were 
operated  upon  and  having  done  so  excreted  all  sodium 
excesses  quantitatively  even  in  the  immediate  postopera- 
tive period.  Those  not  previously  prepared  with  addition- 
al sodium  intake  showed  the  typical  postoperative  salt 
retention.  The  authors  considered  it  self-evident  that  such 
salt  retention  was  merely  the  means  by  which  the  body 
corrected  an  existing  salt  deficit  and  that  it  in  no  way 
indicated  any  acute  impairment  of  renal  function. 

In  addition  to  their  detrimental  effects  on  the  circula- 
tion, losses  of  ECF  sodium  and  volume  are  responsible 
for  the  progressive  decrease  of  urine  output  which  ac- 
companies shock  and  which,  if  uncorrected,  progresses 
to  renal  failure  and  anuria.  Evidence  of  the  direct  rela- 
tionship between  effective  ECF  volume  and  urine  output 
has  confirmed  the  long-standing  empirical  impression 
that  dehydration,  which  is  simply  another  name  for  ECF- 
deficit,  is  associated  with  oliguria.  There  continues  to  be 
some  controversy  concerning  the  exact  manner  in  which 
the  kidneys  detect  and  respond  to  changes  of  ECF  vol- 
ume. It  was  thought  for  a time  that  the  adrenal  hormone 
aldosterone  was  a major  factor  in  regulating  the  renal 
excretion  of  water.  However,  recent  findings  show  that 
adrenal  hormones  play  no  significant  role  in  volume 
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regulation.  The  concept  that  the  kidney  is  both  the  sensor 
and  the  reactor  in  mediating  urine  output  proposed  by 
Bresler''  is  as  logical  as  it  is  simple.  He  suggested  that 
the  kidney’s  intrinsic  ECF  content  presumably  parallels 
that  of  the  entire  body  and  therefore  any  change  in  the 
latter  is  promptly  reflected  by  a corresponding  change 
within  the  kidney  either  in  size  or  internal  pressure.  By 
thus  monitoring  the  existing  volume  of  functional  ECF, 
the  kidney  is  able  to  maintain  whatever  excretory  activity 
is  needed  to  preserve  a normovolemic  state  as  far  as 
possible  in  both  vascular  and  interstitial  compartments. 
Deficits  of  ECF  cause  urine  output  to  fall  accordingly. 
Correction  of  these  deficits  causes  urine  output  to  resume 
at  a normal  rate. 

Blood,  as  a body  organ,  consists  of  three  separate  parts 
with  each  subserving  a specific  function:  the  erythrocytes 
perform  oxygen  transport,  plasma  proteins  provide  col- 
loid osmotic  pressure  and  the  aqueous  electrolyte  solution 
making  up  the  greatest  portion  of  the  plasma  provides 
the  essential  volume  factor.  Of  these  three,  the  volume 
function  is  not  only  the  most  vulnerable  but  the  one 
which  when  impaired  is  the  greatest  hazard  to  the  life 
of  the  organism.  The  primary  cause  of  shtKk  is  volume 
failure  rather  than  losses  of  red  cells  or  proteins.  A 50% 
reduction  of  blood  volume  is  uniformly  fatal  not  because 
red  cells  and  proteins  are  decreased  to  that  extent  but 
because  the  volume  is.  The  same  reduction  of  proteins  is 
no  critical  matter;  it  simply  means  that  the  protein  level 
is  approaching  that  at  which  edema  begins  in  the 
nephrotic  syndrome.  As  far  as  red  cells  and  hemoglobin 
are  concerned,  Takaori  and  Safar”  have  recently  reported 
survival  of  animals  subjected  to  repeated  hemorrhages 
with  immediate  volume  replacement  with  Ringer’s  lac- 
tate solution,  provided  hematocrit  levels  did  not  fall 
below  20%. 

Of  these  three  primary  functions  of  blood,  the  volume 
function  is  the  only  one  possessing  a reserve  apparatus 
to  enable  it  promptly  to  combat  and  overcome  an  acute 
threat  to  its  integrity.  Its  large  reservoir  of  ECF  with  a 
normal  capacity  of  about  four  times  that  of  the  vascular 
system  allows  fluid  to  move  promptly  into  the  blood 
stream  to  correct  for  losses  therefrom  and  thus  keep  an 
effective  blood  volume  circulating.  As  long  as  this  supply 
of  reserve  fluid  lasts  it  continues  to  be  withdrawn  to 
compensate  for  both  actual  blood  losses  and  for  losses  of 
edemia  fluid  sequestered  in  the  vicinity  of  traumatized 
areas.  Not  until  the  store  of  functional  ECF  is  severely 
depleted  does  a critical  hypovolemia  develop  within  the 
vascular  system  to  initiate  the  sequence  of  events  which 
shock  represents.  Restoration  of  homeotasis,  therefore,  is 
not  a matter  of  only  replacing  missing  red  cells  and 
plasma  proteins.  Replacing  the  lost  salt  and  water  of  the 
ECF  is  even  more  urgently  required  for  as  the  experi- 
mental evidence  already  cited  has  shown  treatment 
limited  to  blood  and  colloids  alone  is  by  no  means  the 
most  successful. 

Nothing  that  is  being  said  should  be  interpreted  as 
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meaning  that  blood  transfusion  has  no  real  place  in  med- 
ical practice.  Obviously  blood  is  the  only  agent  capable 
of  correcting  deficits  of  red  cells,  proteins  and  other  es- 
sential blood  elements.  The  point  is  that  blood  is  not 
the  only  or  the  most  essential  agent  for  correcting  deficits 
of  blood  volume  and  that  correction  of  ECF  deficits  is 
also  rec]uired  before  homeostasis  can  be  restored. 

Even  though  blood  plasma  and  lactated  Ringer's  solu- 
tion are  almost  identical  in  terms  of  electrolyte-content, 
the  protein  content  of  the  former  causes  it  to  be  reluctant 
to  pass  on  its  salt  and  water  to  its  depleted  ECE  neighbor, 
particularly  if  there  already  exists  a reduced  intravasetdar 
volume.  Thus  neither  blood  nor  plasma  can  do  much  to 
correct  ECF  deficits.  They  could  be  poured  into  the  vas- 
cular system  until  it  reached  its  bursting  point  without 
materially  relieving  the  critical  deficits  of  water  and  salt 
in  the  interstitial  compartment. 

Before  resorting  to  the  use  of  any  "plasma  expander” 
one  should  recall  that  the  desired  "expansion”  effect 
comes  solely  from  the  ECF  drawn  into  the  vascular 
system  by  the  increased  intravascular  osmotic  effect.  The 
very  existence  of  a deficit  of  intravascular  volume  is  evi- 
dence of  exhaustion  of  the  ECF  reservoir  and  the  very 
fact  that  these  colloidal  substances  act  to  withdraw  water 
from  the  ECF  reservoir  means  that  they  cannot  move 
our  of  the  vascular  system  to  correct  an  ECF  deficit. 
( This  may  not  be  true,  however,  of  some  small-molecule 
agents  now  being  useci  experimentally. ) The  plasma  ex- 
panders ordinarily  available  may  well  aggravate  the 
basic  deficit  and  hasten  the  onset  of  terminal  renal  fail- 
ure. Nor  when  sodium  reserves  become  critically  depleted 
can  any  benefits  be  achieved  by  infusing  dextrose-water 
solutions.  These  also  are  more  likely  to  hasten  the  onset 
of  anuria  than  to  promote  diuresis. 

Shock  invariably  is  accompanied  by  metabolic  acidosis 
because  lactic  and  pyruvic  acids  accumulate  as  tissue  per- 
fusion and  oxygenation  become  progressively  less  effec- 
tive. This  means,  theoretically  at  least,  that  normal  saline 
is  not  the  ideal  agent  for  supplying  the  needed  salt  and 
water  because  it  provides  a slight  excess  of  acid  ions. 
'While  it  is  possible  to  overcome  this  fault  by  judiciously 
combining  saline  and  sodium  bicarbonate  solutions,  in 
practice  it  is  much  easier  to  use  lactated  Ringer’s  solution, 
which  simulates  ECF  closer  than  does  any  other  prepara- 
tion on  the  market. 

In  the  past,  some  have  been  reluctant  to  administer  a 
lactate-containing  solution  in  the  presence  of  an  existing 
lactic  acid  acidosis.  However,  recently  reported  studies 
of  McClelland,  et  al.'"  show  such  fear  to  be  groundless. 
They  found  in  experimental  animals  that  lactic  acid  blood 
levels  are  indeed  directly  correlated  with  mortality  in 
untreated  or  inadequately  treated  subjects.  However  when 
severe  hemorrhagic  shock  is  treated  with  transfusion  plus 
adequate  amounts  of  lactated  Ringer's  solution,  both 
blood  lactate  levels  and  pH  are  restored  to  normal  levels. 
In  fact,  unless  these  abnormalities  of  blood  chemistry  are 
abolished  there  is  small  chance  of  survival.  When  treat- 
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ment  was  limited  to  transfusion  only,  blood  lactate  levels 
consistently  were  four  times  higher  than  they  were  fol- 
lowing treatment  with  blood  plus  lactated  Ringer’s 
solution  and  mortality  rate  increased  accordingly.  Thus 
it  was  again  demonstrated  experimentally  that  merely 
refilling  the  vascular  system  with  blood  is  inadequate 
and  virtually  futile  therapy. 

In  addition  to  such  basic  facts  and  concepts  as  these 
recent  medical  literature  has  contained  many  papers 
attesting  to  a growing  awareness  of  the  value  of  electro- 
lytes in  clinical  practice.  One  by  Trudnow'ski”  is  partic- 
ularly significant  because  it  was  based  on  a backward 
look  at  events  that  took  place  spontaneously  without  any 
deliberate  intention  to  conduct  an  experiment.  He  simply 
reviewed  the  records  of  the  24,176  patients  who  passed 
through  the  Postoperative  Recovery  Room  of  the  Ros- 
well Park  Memorial  Institute  in  Buffalo  during  the 
three-year  period  between  March  1,  1961,  and  February 
29,  1964.  As  it  happened,  a gradual  change-over  in  fluid 
therapy  practices  took  place  during  this  period  with  5% 
dextrose  solution  being  used  almost  routinely  at  the  out- 
set and  lactated  Ringer's  solution  gradually  supplanting 
it.  The  average  amount  of  the  latter  administered  per 
patient  increased  from  360  cc.  to  1.30  liters  and  concur- 
rently the  over-all  incidence  of  significant  hypotension 
fell  from  1.8%  to  1.1%  - a decrease  of  30%.  In  patients 
undergoing  general,  thoracic,  plastic  and  rectal  surgery 
it  fell  from  2%  to  0.8%  - a decrease  of  60%.  Perhaps 
even  more  significant  were  data  relating  to  patients  un- 
dergoing major  gynecologic  operations  summarized  in 
Table  4. 

The  author  defined  "saving  of  blood  ’ as  the  difference 
between  the  amounts  of  observed  or  calculated  blood 
losses  in  the  operating  room  and  the  amounts  of  blood 
needed  to  restore  satisfactory  circulatory  status  in  the 
respective  patients.  As  the  use  of  electrolyte  solution 
gradually  supplanted  that  of  dextrose-water  solution, 
there  was  a corresponding  increase  in  "savings  of  blood’’ 
and  the  author  was  favorably  impressed  by  the  fact  that 
no  patient  was  "over-transfused.” 

Late  in  1965  a special  unit  was  activated  in  the  Wal- 
ter Reed  Hospital  for  study  and  treatment  of  cases  of 
refractory  shock.  These  represented  patients  already  being 
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treated  in  the  hospital  but  who  were  not  improving  un- 
der the  standard  regimen  of  transfusions,  infusions,  ox- 
ygen, vasoconstrictors,  etc.  A very  recent  paper  by- 
Hardaway,  et  al.y-  reviewed  the  records  of  the  first  19 
patients  admitted  to  that  unit.  In  the  14  patients  whose 
initial  hematocrits  were  reported,  they  ranged  from  22% 
to  68%  and  averaged  33%.  Although  all  cases  were  in 
"refractory  shock,”  blood  volume  was  normal  in  three  pa- 
tients and  well  above  normal  in  five  others.  From  their 
intensive  study  of  all  aspects  of  intractable  shock  the 
authors  concluded  that  ( 1 ) blood  should  be  given  only 
to  the  point  of  restoring  normal  red  cell  mass;  ( 2 ) fur- 
ther fluid  therapy  should  consist  principally  of  aqueous 
electrolyte  solutions;  ( 3 ) since  "the  body  has  already 
transferred  all  the  ECF  into  the  blood  that  it  could,  to 
help  expand  blood  volume,  . . . this  ECF  must  also  be 
replaced;”  (4)  adequate  fluid  replacement  requires 
using  an  amount  of  fluid  considerably  larger  than  normal 
blood  volume  and  much  larger  than  that  of  known  losses 
of  blood  and  other  fluids;  ( 5 ) "the  best  way  to  treat 
acidosis  is  by  administration  of  fluid  volume;”  ( 6 ) oligu- 
ria is  not  a contraindication  for  using  large  volumes  of 
saline  solutions;  on  the  contrary,  using  electrolyte 
solutions  in  adequate  amounts  increases  urine  output 
and  prevents  tubular  necrosis;  ( 7 ) vasoconstrictors  have 
a detrimental  effect  in  shock  and  are  contraindicated;  (8) 
severe  shock  always  gives  rise  to  clotting  defects,  mani- 
fested by  hemorrhagic  tendencies  and  more  or  less  cap- 
illary bleeding. 

The  authors’  data  show  plainly  that  they  relied  much 
more  on  electrolyte  solutions  than  on  blood  to  correct 
the  continuing  circulatory  deficits  in  these  patients  with 
"refractory”  shock.  One  exception  was  a case  of  advanced 
hepatic  cirrhosis  who  failed  to  survive  a shunt  operation 
and  transfusions  totalling  43,500  cc.  of  whole  blood.  Of 
the  other  18  patients,  only  11  were  given  any  further 
blood  and  one  required  a 1500  cc.  phlebotomy.  How-ever, 
all  patients  were  given  comparatively  large  infusions  of 
saline,  averaging  4,160  cc.  per  patient.  A few'  received 
small  amounts  of  plasma  and/or  dextran.  One  patient 
was  given  Mannitol®  and  most  had  high  dosages  of 
steroids  but  the  authors  were  unable  to  note  any  signifi- 
cant benefit  attributable  to  either.  Prior  experience  w'ith 
similar  cases  had  shown  a mortality'  rate  of  about  70%, 
but  in  this  series  it  w'as  reduced  to  31%. 

Summary 

The  first  half  of  this  century  saw  concepts  and  prac- 
tices in  fluid  therapy  change  from  time  to  time  in  ac- 
cordance with  currently  prevailing  vogues. 

Sound  researches  during  the  past  decade  have  added 
many  new  basic  facts  and  principles,  have  clarified  the 
specific  roles  of  the  various  components  and  structures 
of  the  body’s  fluid-system  and  have  led  to  the  formula- 
tion of  rational  guidelines  governing  the  use  of  parenter- 
al fluids. 

The  circulatory  system  consists  of  two  inter-communi- 
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eating,  fluid-containing  compartments,  the  vascular  and 
the  interstitial  spaces.  The  latter  contains  the  extracellular 
fluid  (ECF)  which  moves  freely  into  and  out  of  the 
vascular  space  as  needed  to  maintain  an  optimum  and 
fairly  constant  volume  of  circulating  blood. 

Homeostasis,  or  the  preservation  of  a stable  internal 
environment,  is  achieved  when  normovolemic  conditions 
prevail  in  both  these  fluid  compartments.  Both  hemor- 
rhage and  trauma  cause  ECF  to  move  from  the  ECF 
reservoir  into  the  vascular  space  to  replace  losses  of  cir- 
culating volume  due  to  either  external  blood  loss  or 
internal  accumulations  of  edema.  If  such  withdrawals  of 
ECF  are  extensive  enough  to  deplete  the  supply  available 
to  the  body,  it  is  thereby  deprived  of  its  normal  means 
of  maintaining  an  effective  circulating  volume. 

A deficit  of  circulating  volume  is  a greater  threat  to 
survival  than  is  a comparable  deficit  of  either  red  cells 
or  plasma  proteins.  A deficit  of  circulating  volume  is 
due  primarily  to  losses  of  plasma  water  and  electrolytes 
and  such  losses  become  particularly  ominous  when  the 
ECF  reservoir  is  exhausted.  Deficiencies  of  red  cells  and 
plasma  proteins  can  be  overcome  by  transfusions  but 
these  are  relatively  ineffective  in  correcting  deficits  of 
salt  and  water.  To  accomplish  the  latter,  those  substances 
themselves  must  be  given  in  adequate  amounts.  The 
composition  of  lactated  Ringer's  solution  make  it  pecu- 
liarly useful  for  that  purpose. 

True  volume  replacement  requires  refilling  both  of 
the  fluid  compartments  of  the  body  with  fluid  compara- 
ble to  that  which  it  normally  contains.  In  the  presence 
of  shock,  the  amount  of  isotonic  electrolyte  solution  re- 
quired to  refill  the  ECF  compartment  is  much  greater 
than  the  amount  of  blood  required  to  fill  the  vascular 
compartment. 

Laboratory  and  clinical  evidence  has  been  cited  from 
the  literature  to  sho-sv'  that  treatment  limited  to  blood 
replacement  alone  is  relatively  futile. 
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Zieve’s  Syndrome 

Sidney  H.  Sobel,  M.D.* 


For  the  past  six  decades  hemolysis  has  been  known  to 
be  associated  with  certain  cases  of  cirrhosis,  especially  in 
the  presence  of  splenomegaly.  In  1918  Feigl,  while  inves- 
tigating serum  lipids  in  patients  with  alcoholic  fatty  liv- 
ers, noted  lipemic  serum  in  six  of  30  of  these  patients.^ 
In  1958  Zieve  described  an  entity  in  which  jaundice, 
hemolytic  anemia,  and  hyperlipemia  coexisted  in  20  pa- 
tients with  alcoholic  fatty  liver  and  mild  cirrhosis  with- 
out splenomegaly.' 

The  following  is  an  illustrative  case  history  which  will 
re  followed  by  a discussion  of  Zieve’s  Syndrome: 

Case  Hisiory 

T.  H.,  a 42-year-old  negro  male,  was  admitted  to  the  VA 
Hospital,  Bronx,  New  York,  with  a 24-hour  history  of  severe 
right  abdominal  pain.  The  past  history  revealed  that  he  had 
been  drinking  heavily  of  alcohol  for  several  days  prior  to  ad- 
mission. Physical  examination  revealed  a temperature  of  101° 
F.,  moderate  right  abdominal  tenderness,  and  two  fingerbreadth 
hepatomegaly.  The  spleen  was  not  palpable.  On  drawing  blood 
for  routine  laboratory  studies  it  was  noted  that  the  serum  was 
markedly  lipemic  (milky).  Laboratory  work  yielded  the  fol- 
lowing admission  values:  Hemoglobin,  16.0  Gm.  %;  WBC, 
11,850  with  92%  neutrophils;  blood  sugar,  102;  glycosuria, 
4-|-;  alkaline  phosphatase,  9.7;  total  cholesterol,  700;  amylase, 
127;  prothrombin  time,  85%;  total  bilirubin,  2.1. 

The  patient  was  kept  fasting  and  observed.  Within  24  hours 
after  admission  the  pain  increased  in  intensity  and  localized 
in  the  right  lower  quadrant  with  associated  marked  right  rectal 
tenderness.  Approximately  48  hours  following  admission  an 
emergency  appendectomy  was  performed.  At  surgery  a small 
amount  of  white  exudate  was  found  in  the  right  gutter  which 
on  culture  was  sterile.  Pathological  examination  of  the  speci- 
men revealed  an  "appendix  with  no  significant  lesion."  From 
the  first  postoperative  day,  the  patient  had  a ravenous  appe- 
tite though  he  was  not  fed  for  nine  days  because  of  a persistent 
ileus.  Scleral  icterus  was  noted  on  the  third  hospital  day. 

During  the  four  postoperative  weeks  a hemolytic  anemia 
was  observed  as  the  hemoglobin  fell  to  9 Gm.  %,  hematocrit 
to  21%,  and  the  reticulocyte  count  rose  to  5.8%,  WBC  to 
lt,()()0  with  a left  shift,  sedimentation  rate  to  61  (29  normal), 
bilirubin  to  ~’.4  mg.  % with  a 2.4  direct  reacting,  bromsul- 
falein  to  48%  retention  at  45  minutes,  alkaline  phosphatase 
to  9.7  Bodansky  units,  urine  urobilinogen  to  1/80,  SGOT  to 
95  units,  and  amylase  to  226  units  (slightly  elevated).  All 
these  abnormal  laboratory  values  gradually  returned  to  normal 
by  the  fifth  w'eek  postoperatively.  A liver  biopsy  done  three 
w'eeks  postoperatively  showed  fatty  changes  and  mild  portal 
fibrosis.  Glycosuria  was  absent  after  the  third  hospital  day. 

The  following  laboratory  studies  were  either  negative  or 
normal:  cephalin  flocculation,  thymol  turbidity,  total  protein 
and  albumin,  BUN,  serum  and  urinary  lipase,  stool  guaiac,  sickle 
cell  preparation,  LE  preparation,  latex  fixation,  heterophile,  ox 
cell  and  cold  agglutinins,  Coombs  test  (direct),  platelet  count, 
and  hemoglobin  electrophoresis  (type  A);  and  G-I  series. 

The  patient  made  an  uneventful  and  complete  recovery  and 
returned  to  his  usual  occupation  as  a hospital  chef.  No  blood 
transfusions  were  given. 


‘Staff  Physician,  Veterans  Administration  Center,  Togus,  Maine 
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Discussion 

Zieve’s  patients  most  commonly  presented  a history  of 
recent  heavy  alcohol  intake  and  relatively  acute  onset  of 
anorexia,  nausea,  vomiting,  diarrhea,  and  malaise.  Upper 
abdominal  pain  was  always  present  but  varied  in  severity. 
Low-grade  fever  and  jaundice  were  common.  Hepatom- 
egaly was  often  found  on  admission  but  receded  rapidly. 
As  a rule  there  was  no  splenomegaly.  Telangiectasia  were 
common.  All  these  patients  had  a ravenous  appetite  and 
all  improved  rapidly  in  the  hospital. 

Chemical  abnormalities  became  manifest  in  the  first  or 
second  week  of  the  disease.  Most  characteristic  were  the 
following:  Hemoglobin  depressed;  reticukxyte  count  el- 
evated; sedimentation  rate  elevated,  often  very  high; 
abnormal  osmotic  fragility  of  the  red  blood  cells;  brom- 
sulfalein  normal  or  nearly  normal;  serum  cholesterol 
markedly  elevated.-"’  Strom,  a Swedish  investigator,  re- 
ported a case  of  Zieve’s  syndrome  in  1963  in  which  the 
total  cholesterol  rose  to  1742  mg.  %.  He  suggested  that 
the  abdominal  pain  may  be  related  to  the  disturbances  of 
lipid  metabolism  in  the  patient’s  nerves  and  nerve  cells.' 
In  half  of  all  cases  lipemia  is  noted  initially  on  admission. 
Total  bilirubin  is  elevated  and  has  been  recorded  as  high 
as  43  mg.  %.  The  remaining  liver  chemistries  were  gen- 
erally only  mildly  disturbed.  Pathological  examination  of 
the  liver  biopsy  revealed  portal  cirrhosis  and  fatty  infil- 
tration. 

The  more  chronic  and  marked  the  cirrhosis,  the  less 
marked  is  the  lipemia.  Once  the  patient  stops  drinking, 
improvement  occurs. 

This  complex  of  signs  and  symptoms  is  to  be  distin- 
guished from  the  entity  of  hemolytic  anemia  associated 
with  splenomegaly.  Beside  the  obvious  differences,  name- 
ly splenomegaly  ( — portal  hypertension ) and  the  absence 
of  lipemia  ( and  in  fact  frequently  hypolipidemia ) , these 
patients  have  poor  appetites,  no  fever,  rare  abdominal 
discomfort,  very  abnormal  bromsulfalein  retention,  little 
bone  marrow  activity,  and  low  or  normal  total  choles- 
terol levels.  These  patients  have  a chronic  hemolytic 
process  related  to  a more  chronic  illness  of  the  liver  and 
the  involvement  of  the  spleen  in  the  hemolytic  state. 
Often  portal  hypertension  is  present  in  cirrhosis  at  this 
stage.’  In  contrast,  in  the  anemia  associated  with  hyper- 
lipemia there  is  the  implication  that  some  abnormality 
of,  or  related  to,  the  serum  lipids  plays  a role  in  the 
hemolysis. 

The  mechanism  of  this  anemia  has  not  been  eluci- 
dated. Several  ideas  are  current  however.  Losowsky  in 
1963  studied  eight  patients  with  Zieve’s  syndrome.  He 
found  high  concentrations  of  plasma  triglycerides,  phos- 
pholipids, and  total  cholesterol  in  the  acute  phase  of  the 
disease.’’’  As  the  patients  improved,  lipids  returned  to 
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normal.  In  one  recovered  patient,  he  provoked  an  increase 
of  triglycerides  and  phospholipids  by  administration  of 
pure  ethyl  alcohol.  He  also  found  plasma  lipoprotein 
lipase  activity  below  normal  in  six  of  these  eight  patients 
after  giving  them  Heparin  injection  as  a lipid  clearing 
stimulus.  On  the  other  hand,  eight  patients  acutely  intox- 
icated but  without  lipemia  had  normal  values  of  plasma 
triglycerides,  phospholipids,  total  cholesterol,  and  lipo- 
protein lipase  activity.  He  concluded  that  at  least  one 
factor  involved  in  alcoholic  hyperlipemia  must  be  low 
lipoprotein  lipase  activity. 

Kessel  ( as  reported  by  Strom  ) has  suggested  that  there 
is  a simultaneous  damage  of  the  pancreas  causing  the  hy- 
perlipemia and  he  cites  the  temporary  severe  hypercho- 
lesterolemia found  in  rats  given  cobaltous  chloride  that 
partly  destroys  their  alpha  cells.’’ 

Zieve  himself  discounts  the  possibility  of  decreased 
lipid  clearance  by  Heparin-like  substances,  or  albumin 
deficiency,  as  many  cirrhotics  with  far  more  severe  hy- 
poalbuminemia  are  not  lipemic.  Nutritional  deficiency 
is  ruled  out  because  the  syndrome  is  not  generally  asso- 
ciated with  malnutrition  but  rather  is  of  more  acute  on- 
set and  of  brief  duration. 

Zieve  speculates  that  there  may  be  an  increased  mobi- 
lization of  fat  going  to  and  from  the  liver  during  the 
early  phase  of  healing  of  acute  fatty  liver  in  acute  intox- 
ication. In  addition,  the  red  blood  cells  are  altered  - they 
become  more  fragile.  Zieve  postulates  that  the  red  blood 
cells  are  altered  by  lysolecithin,  only  a small  amount  of 
which  will  affect  red  blood  cells.  While  lecithin  is  the 
normally  predominant  serum  phospholipid,  replacement 
of  one  fatty  acid  unit  with  an  hydroxyl  group  will  pro- 
duce lysolecithin  and  this  conversion  may  be  accom- 
plished by  minute  amounts  of  pancreatic  lipase  which 
itself  actually  has  a clearing  effect  on  the  serum.'  One 
need  have  only  a trace  of  circulating  pancreatic  lipase  in 
the  presence  of  elevated  lipids  to  produce  significant 


149 

hemolysis.  Unfortunately,  serum  lipase  assays  have  not 
yet  been  made  under  the  circumstances  of  the  active  dis- 
ease process.  There  has  been  no  evidence  of  pancreatitis 
in  these  patients,  as  far  as  could  be  determined  by  amy- 
lase levels. 

Zieve  suspects  that  most  alcoholics  who  reach  an 
advanced  stage  of  cirrhosis  pass  through  this  hyperlip- 
emic  phase,  albeit  unnoticed  in  the  majority  of  cases. 
He  regards  this  syndrome  as  characteristic  of  the  inverse 
relationship  between  severity  of  cirrhosis  and  ability  to 
mobilize  lipids. 

Conclusion 

Since  Zieve's  description  of  this  syndrome  in  1958, 
ten  additional  reports  have  appeared  from  Japan,  Sweden, 
Hungary,  France,  Italy,  Spain  and  the  United  States. 

Knowledge  of  this  syndrome  may  aid  the  physician  tv) 
interpret  clinical  signs  and  symptoms  of  a non-surgical 
problem  that  may  masquerade  as  an  acute  abdomen.  In 
Zieve's  own  series,  an  exploratory  laparotomy  was  per- 
formed for  suspected  choledtxholithiasis  and  was  con- 
sidered in  several  other  patients  for  symptoms  suggestive 
of  appendicitis.  The  medical  investigator  who  is  fortunate 
enough  to  recognize  such  a case  at  its  presentation  may 
take  that  opportunity  to  study  and  further  elucidate  the 
mechanism  of  the  disease. 
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Sliding  Hiatal  Hernia: 

Advantages  of  the  Transabdominal  Composite  Operation 

Fennell  P.  Turner,  M.D.* 


Sliding  hiatal  hernia  can  be  repaired  with  a reasonable 
chance  of  success  through  either  an  abdominal  or  a trans- 
thoracic incision.  In  from  25%  to  50%  of  cases  there  is 
perhaps  a compelling  reason  for  using  either  one  or  the 
other  approach.  Concurrent  cholelithiasis,  duodenal  or 
gastric  ulcer,  solitary  pulmonary  lesions,  "upside-down 
stomach"  and  esophageal  stricture  would  be  instances 
which  have  occurred  at  this  hospital.  In  the  ordinary  case, 
however,  the  transabdominal  operation  is  to  be  preferred, 
and  this  will  be  demonstrated  in  the  following  clinical 
survey. 

Clinical  }naterial.  In  the  past  15  years  47  patients  with 
hiatus  hernia  have  been  subjected  to  repair  utilizing  the 
Allison  technique  of  repair  of  the  crural  defect  posterior 
to  the  esophagus  and  excision  and  resuturing  of  the  at- 
tenuated phreno-esophageal  ligament.  Because  of  the 
characteristics  of  the  clinical  material  available  at  this 
hospital  (adult  male  veteran),  a very  high  percentage  of 
these  patients  have  been  either  obese,  chronic  alcoholics, 
or  have  had  concurrent  peptic  ulcer  disease  (Table  No. 
2).  In  addition,  in  contrast  to  most  other  reported  series, 
a higher  percentage  of  our  patients  have  had  as  present- 
ing symptoms  a history  of  major  gastrointestinal  bleeding 
(Table  5).  Likewise,  the  number  of  our  patients  who 
have  had  x-ray  or  esophagoscopic  evidence  of  esophagitis 
has  been  higher  than  that  generally  reported.  Postopera- 
tive convalescence  generally  has  been  rapid,  and  the  in- 
cidence of  major  complications  has  been  satisfactorily 
small  (Tables  4,5).  During  the  early  years  of  this 
reported  series,  the  surgical  approach  was  usually  trans- 
thoracic as  described  by  Allison.*  A few  other  pa- 
tients during  this  same  period  were  treated  palliatively 
with  phrenic  crush,  subtotal  gastrectomy,  pyloroplasty,  or 
pyloroplasty  and  vagotomy.  As  anatomical  repair  of  de- 
fect was  not  carried  out  in  these  patients  they  have  not 
been  included  in  this  review.  Two  other  patients  with 
esophageal  idceration  and  severe  stricture  were  subjected 
to  esophagogastrectomy,  vagotomy,  and  pyloroplasty  by 
a thoraco-abdominal  approach  during  this  same  period. 
As  repair  of  hiatus  hernia  was  not  carried  out  they  also 
have  been  omitted  from  the  study.  The  first  abdominal 
repair  combined  with  pyloroplasty  was  carried  out  in 
February,  1958;  and  the  first  abdominal  repair  combined 
with  pyloroplasty  and  vagotomy  was  carried  out  in  June, 
I960.  Since  that  time  I have  increasingly  come  to  prefer 
the  transabdominal  composite  operation  as  the  procedure 

* Chief,  Surgical  Service,  Veterans  Administration  Center, 
Togus,  Maine  04330. 


Table  1 


Technique  of  Operative  Repair 
(47  Consecutive  Cases*) 


Thoracic  Repair  16 

Repair  with  vagotomy  2 

Abdominal  Repair  3 

Repair  with  vagotomy  1 

Repair  with  pyloroplasty  2 

Repair  with  vagotomy-pyloroplasty  20 

Repair  with  vagotomy-antrectomy  3 


47 


*3  patients  had  had  gastric  resection  (2  with  vagotomy)  for 
duodenal  ulcer  prior  to  repair  of  hernia. 


Table  2 


Miscellaneous  Historical  and 
47  Patients 

Physical 

Data 

No. 

Percent 

Patients  over  40 

43 

91.7 

Significant  obesity 

22 

46.8 

Significant  alcoholism 

21 

AA.l 

Peptic  ulcer  ( gastric  ulcer  1 ) 

13 

27.7 

Cholelithiasis 

5 

10.6 

History  of  crushing  thoraco-abdominal  injury 

4 

8.5 

Atrophic  gastritis  ( recurrent  bleeding) 

1 

2.1 

Table  3 


Major  Presenting  Symptoms 
47  Patients  with  Sliding  Hiatal  Hernia  *1 

Bleeding  and/or  esophagitis  34  72.3% 

Bleeding  mild  cS ) 

— 53.2% 

Bleeding  severe  17) 

(1-12  transfusions ) 

*2  Esophagitis  15  (31.9%) 

Typical  dyspeptic  syndrome  without  complications  8 17.0 

Angina  treated  by  nitroglycerine  preoperatively  3 6.4 

Obstructive  symptoms  ( paraesophageal  H.H. ) 2 4.2 

* 1 Esophagoscopic  examinations  and  esophageal  dilatations 
have  been  carried  out  by  Drs.  Pierre  Provost,  Frank  Spell- 
man, and  Roger  Metcalf. 

*2  Two  patients  required  esophageal  dilatation  preoperatively; 
three  patients  required  esophageal  dilatation  postoperative- 
ly;  three  patients  had  gross  esophageal  ulceration. 

of  choice  because  of  the  clearly  superior  postoperative 
results.  Although  repair  of  hiatus  hernia,  carried  out  from 
either  above  or  below,  has  generally  been  followed  by 
immediate  satisfactory  results,  follow-up  studies  in  our 
patients  have  shown,  similarly  to  other  reported  studies. 
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Table  4 


Postoperative  Complications 

Wound  infections  (minor) 

3 

Esophageal  leak  with  empyema 

1 

Pneumonia 

1 

‘Cardiac  arrest  in  Recovery  Room 

( Diffuse  myocardial  fibrosis ) Age  56 

1 

Gastric  bleeding  8th  p.o.  day 

1 

‘Recurrent  gastric  hemorrhage  11th  p.o.  day 
( diffuse  atrophic  gastritis,  subtotal  gastrectomy, 

expired ) Age  77 

1 

Intermittent  diarrhea  ( 1 1^  months) 

1 

10  (22.2%) 

‘Deaths  2 (4.2%) 


a disappointingly  high  rate  of  recurrence.  In  the  45  pa- 
tients who  have  been  followed  there  have  been  12  recur- 
rences, 26.7%.  Four  of  these  patients  have  shown  evi- 
dence of  recurrence  only  by  radiological  examination,  but 
these  four  have  remained  free  of  symptoms.  Eight  pa- 
tients, or  17.8%,  had  recurrence  of  symptoms.  Four  of 
this  group  also  had  x-ray  evidence  of  recurrence  to 
some  degree.  In  one  of  the  eight  symptomatic  patients 
it  is  believed  that  these  symptoms  were  the  result  of 
hiatus  hernia  alone.  The  other  seven  patients  were  either 
chronic  alcoholics  ( two ) or  had  duodenal  ulcer  sympto- 
matology and,  or  proven  hyperacidity  (five).  Two  of 
! this  latter  group  were  also  chronic  alcoholics.  If  we  then 
separate  from  the  entire  group  of  47  patients  who  have 
been  subjected  to  either  transthoracic  or  transabdominal 
repair  two  smaller  groups,  one  with  transthoracic  repair 

i alone  ( 16  patients)  and  another  with  transabdominal 
composite  operation  alone  (23  patients)  the  difference 
in  postoperative  recurrence  is  striking  (Table  6). 

I Historical  notes.  Sliding  hiatal  hernia  is  now  known 
! to  be  a common  anatomical  defect.  It  may  be  discovered 
I at  any  age,  it  occurs  twice  as  commonly  in  women  as  in 
i men,  and  it  has  been  estimated  that  as  many  as  one  third 
' of  all  people  over  the  age  of  40  have  some  degree  of  hi- 
i atal  defect.  Less  than  one  quarter  of  these  people,  how- 
''  ever,  will  have  significant  symptoms,  and  perhaps  one 
j-  quarter  of  the  patients  seen  by  the  physician  will  be  re- 
> ferred  to  the  surgeon  for  repair.  In  recent  years  operative 
, repair  of  this  defect  has  been  carried  out  more  frequently 
i for  a number  of  reasons.  These  would  include  an  in- 
i;  creased  clinical  awareness  of  the  problem,  more  accurate 
I diagnosis  through  improved  radiographic  techniques. 
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Table  5 


Minor  Postoperative  Sequelae 

Dysphagia,  mild 

15 

Gastric  retention  (6  days) 

1 

( Repair  & vagotomy  alone ) 

Intercostal  neuralgia 

9 

Mild  7 

Severe  2 * 

* ( Intercostal  nerve  section  required ) 


improved  anesthetic  and  surgical  methods,  and  greater 
knowledge  of  the  physical  and  anatomical  principles 
involved.  In  addition,  there  has  been  wider  recognition 
of  the  fact  that  it  is  more  easily,  safely,  and  effectively 
carried  out  earlier  in  the  clinical  course  of  the  disease 
than  it  is  after  complications  such  as  peptic  ulceration, 
severe  stricture,  or  massive  hemorrhage  have  devel- 
oped.’-’'' 

Thoracic  or  abdominal  operation.  Much  of  the  credit 
for  the  improvement  of  postoperative  results  of  the  treat- 
ment of  this  condition  in  recent  years  is  due  to  the  pop- 
ularization and  systematization  of  the  repair  along 
Allison’s  principles  by  the  transthoracic  technique.  How- 
ever, it  wasn’t  long  before  it  was  recognized  that  the 
same  surgical  principles  could  be  applied  to  a transab- 
dominal approach. Admittedly  the  transabdomi- 
nal approach  is  more  difficult  in  the  occasional  obese 
patient  who  is  unable  to  lose  weight  prior  to  surgery. 
But  certain  advantages  of  transabdominal  approach 
weigh  heavily  in  its  favor  such  as  the  ability  to  explore 
the  abdomen,  remove  a gallbladder,  or  treat  peptic  ulcer 
disease.  The  transthoracic  approach  is  now  reserved  at 
this  hospital  for  patients  with  extremely  large  hiatal  de- 
fects such  as  paraesophageal  hernia  ( upside-down  stom- 
ach ) or  those  patients  with  severe  associated  esophagitis 
and  stricture  which  might  require  concurrent  resectional 
surgery.  Other  reasons  for  the  transthoracic  approach 
during  this  period  were  the  need  to  carry  out  a trans- 
thoracic vagotomy  in  one  and  resectional  pulmonary 
surgery  in  another.  One  complication  which  has  re- 
portedly occurred  in  patients  operated  upon  by  the  trans- 
thoracic technique  described  by  Allison  is  disruption  of 
the  diaphragmatic  counterincision.  This  step  in  the  pro- 
cedure has  now  been  abandoned  by  some  surgeons.”  A 
second  disadvantage  has  been  the  frequency  of  wound 
pain  and  intercostal  neuralgia.  This  has  been  experienced 
in  9 of  our  18  patients  but  has  generally  been  mild  and 


Table  6 


Hiatus 

Hernia: 

Postoperative 

Recurrence 

Patients 

Followed 

Recurrent 

Symptoms 

Percent 

X-ray  Evi- 
dence alone 

Percent 

Total 

Percent 

All  Cases 

45 

8 

17.8 

4 

8.9 

12 

26.7* 

Transthoracic  Repair  (alone) 

16 

6 

37.5 

2 

12.5 

8 

50 

Transabdominal  composite  op. 

23 

1 

4.3 

1 

4.3 

2 

8.7 

‘Of  the  12  patients  with  recurrent  signs  and  symptoms,  5 had  either  peptic-ulcer  disease  or  demonstrable  hyperacidity;  4 patients 
had  chronic  alcoholism. 
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of  short  duration.  Two  patients  operated  early  in  the 
series  had  severe  intercostal  neuralgia  requiring  a sec- 
ondary section  of  the  nerves  involved.  We  now  routinely 
divide  the.se  nerves. 

Anatomy  of  the  esophageal  hiatus.  As  only  a small 
percentage  of  the  patients  with  hiatus  hernia  have  symp- 
toms severe  enough  to  warrant  surgical  treatment,  we 
must  assume  that  in  those  asymptomatic  people  either 
the  gastroesophageal  closing  mechanism  remains  com- 
petent or  tltere  is  a low  level  of  gastric  acid  secretion. 
To  correct  the  incompetent  sphincter  mechanism  in  those 
people  who  are  symptomatic  Allison  has  shown  the  im- 
portance of  the  integrity  of  the  phrencesophageal  liga- 
ment to  tlie  maintenance  of  the  esophageal  closing 
mechanism.  This  principle  has  been  confirmed  in  recent 
years  by  manometric  balloon  studies.'"  The  phreno- 
esophageal  ligament  is  composed  of  two  leaves  of  tissue, 
an  ascending  leaf  which  is  a continuation  of  the  endo- 
thoracic  fascia  and  a descending  leaf  which  is  a continu- 
ation of  the  endoabdominal  or  transversalis  fascia.  These 
two  fascial  layers  decussate  with  the  muscle  wall  of  the 
esophagus,  particularly  with  the  thickened  area  of  circu- 
lar muscle  fibers  at  the  level  of  the  lower  esophageal 
sphincter.'  By  suturing  the  remnants  of  the  ascend- 
ing leaf  of  the  phrenoesophageal  ligament  at  its  attach- 
ment to  the  esophagus  to  the  transversalis  fascia  on  the 
under  surface  of  the  hiatal  sphincter,  one  brings  the 
squamocolumnar  mucosal  junction  below  the  diaphragm. 
The  other  major  principle  of  the  Allison  operation  in- 
volves repair  of  the  defect  in  the  crural  muscles  posterior 
to  the  esophagus.  Anomalous  variations  in  the  muscular 
sling  contributed  by  the  crura  have  long  been  recognized 
but  have  recently  been  re-emphasized,  and  recent  studies 
have  shown  that  in  up  to  50%  of  the  cases  muscle  fibers 
from  both  the  left  and  the  right  crus  contributed  to  the 
esophageal  sling.''-'''  In  other  cases  either  small  amounts 
or  no  muscular  tissue  at  all  has  been  found  to  lie  between 
the  esophagus  and  the  aorta.  The  esophagoaortal  hernia 
described  by  Humphreys  may  not  be  as  rare  as  it  was 
once  considered  to  be,  for  within  recent  years  we  have 
come  across  four  such  cases  in  our  own  series.  In  most 
of  our  earlier  cases  a description  of  the  anatomical  defect 
found  at  operation  was  not  recorded  in  the  operation 
report. 

Reflnx  esophagitis.  The  marked  sensitivity  of  the 
esophagus  to  acid  gastric  juice  has  been  recognized  for 
more  than  100  years,  and  many  observers  in  years  gone 
by  have  described  patients  with  peptic  idceration  in  the 
distal  esophagus."'  In  more  recent  years  a syndrome  has 
been  described  which  has  been  called  variously  peptic 
esophagitis,"--"  reflux  esophagitis,'  and  regurgitative 
e.sophagitis.-’"  In  most  instances  it  has  been  recognized 
that  this  syndrome  is  part  of  the  clinical  picture  of  sliding 
hiatal  hernia.  In  other  instances  an  insufficiency  of  the 
lower  esophageal  sphincter  has  been  described  without 
radiologic  evidence  of  hiatal  hernia."  With  careful  ra- 
diological techniques  including  cinefluorography  my 


guess  is  that  many  patients  in  this  group  would  be  found 
to  have  some  degree  of  hiatal  herniation,  and  it  may  well 
be  that  this  is  merely  the  first  stage  in  the  development 
of  hiatal  hernia. 

Unfortunately,  however,  anatomic  repair  of  the  hernia 
and  correction  of  the  imeompetent  esophageal-cardiac 
closing  mechanism  lias  not  always  been  associated  witli 
complete  .symptomatic  relief.  It  has  been  pointed  out 
that  many  of  the  symptoms  in  these  patients  are  due  to 
peptic  esophagitis,  and  it  has  also  long  been  known  that 
a large  mimber  of  people  who  have  hiatus  hernia  either 
have  demonstrated  hyperacidity  or  evidence  of  concurrent 
peptic  ulcer  disease.  The  persistence  of  peptic  ulcer 
symptoms  in  patients  treated  by  the  Allison  technique 
either  through  the  chest  or  through  the  abdomen  has  led 
a number  of  surgeons  to  modify  the  procedure  by  adding 
steps  calculated  either  to  diminish  gastroesophageal  reflux 
by  improving  gastric  drainage  and  decreasing  the  antral 
phase  of  gastric  secretion,  or  to  lower  gastric  secretion 
by  nerve  section.  Gastric  resection,  pyloroplasty,  and 
vagotomy  with  a drainage  procedure  without  concomi- 
tant hernia  repair  had  previously  been  tried  in  the  treat- 
ment of  peptic  esophagitis  with  considerable  success. 

The  addition  of  pyloroplasty  alone  to  the  Allison  type  , 
repair  has  not  in  itself  been  sufficient.  Vagotomy  alone  ; 
when  added  to  repair  of  hiatus  hernia  had  been  found  j 
to  be  an  effective  method  of  treatment  by  Hinton."  ! 
Later,  gastric  resection  was  included  by  a number  of  au-  I 
thors.  Finger  dilatation  of  the  area  of  stricturing  was  also 
found  to  be  of  value.-'  And  more  recently  it  has  become 
popular  to  include  both  vagotomy  and  a drainage  opera- 
tion with  the  Allison  type  of  transabdominal  repair.  In 
the  event  that  the  duodenum  does  not  lend  itself  to  py- 
loroplasty, gastroenterostomy  or  antrectomy  ( with  either 
a Billroth  1 or  Billroth  II  anastomosis ) has  been  included. 
These  techniques  have  been  called  the  combined  opera-  j 
tion'"-’  or  balanced  operation.^  Composite  operation  | 
may,  however,  better  describe  the  procedure  as  one  es-  I 
sentially  composed  of  several  distinct  parts. 

Advantages  of  the  composite  operation.  There  are  a j 
number  of  advantages  in  carrying  out  this  operative  pro-  I 
cedure.  When  the  transabdominal  approach  is  used  di-  | 
vision  of  all  soft  tissue  in  the  paraesophageal  region  i 
permits  more  adequate  exposure  of  the  pathology  in-  | 
volved.  The  crura  are  more  clearly  visible,  the  terminal  j 
esophagus  having  been  cleaned  of  soft  tissue  is  smaller,  { 
and  a more  adequately  snug  closure  of  the  crura  posterior 
to  the  esophagus  is  permitted.  Repair  is  carried  out  so 
as  to  permit  either  a finger  to  be  placed  alongside  the 
ccMnpressed  esophagus  or  a Kelley  clamp  to  be  placed 
posteriorly  between  the  crura  and  the  uncompressed 
esophagus.  Scrimger  in  193  U pointed  out  that  the  di-  | 
vision  of  the  vagi  permitted  mobilization  of  the  esoph-  j 
agus,  and  when  this  is  done  few  patients  will  be  found  i) 
actually  to  have  a so-called  short  esophagus.  In  addition,  | 
complete  division  of  the  soft  tissue  in  this  area  divides  J 
the  descending  leaf  of  the  phreno-esophageal  ligament  i| 
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in  such  a way  as  to  permit  more  careful  suturing  of  the 
esophagus  to  the  inferior  surface  of  the  hiatal  ring.  Di- 
vision of  the  triangular  ligament  of  the  left  lobe  of  the 
liver  is  not  essential  for  adequate  exposure  and  is  an  un- 
necessary step.  At  the  same  time,  by  carrying  out  a 
complete  vagotomy  the  cephalic  phase  of  gastric  secretion 
is  abolished,  and  the  hazards  of  future  progression  of 
peptic  esophagitis  are  minimized.  The  future  develop- 
ment of  peptic  ulcer  disease  is  also  made  unlikely. 
Whereas  it  is  possible  to  get  by  with  a vagotomy  alone^* 
through  prevention  of  gastric  atony  by  prolonged  in- 
tubation or  gastrostomy,  there  is  no  harm  and  there  are 
obvious  advantages  in  concurrently  carrying  out  a drain- 
age procedure  such  as  pyloroplasty.  "Dumping”  has  not 
been  a problem,  and  diarrhea  has  been  infrequent.  Sev- 
eral of  our  patients  have  had  loose  stools  for  one  or  two 
weeks  postoperatively.  One  patient,  a chronic  alcoholic, 
complained  of  intermittent  diarrhea  for  about  1.5 
months,  during  which  time  it  gradually  lessened  in  se- 
verity and  finally  disappeared  altogether.  Finally,  the 
metabolism  of  fat,  carbohydrate  and  protein  has  now 
been  shown  not  to  be  materially  altered  by  vagotomy. ■■ 

Actual  pyloroduodenal  disease,  gastric  hyperacidity, 
and  peptic  esophagitis  have  been  real  factors  in  the  series 
just  presented.  Thirteen  out  of  the  47  operated  patients 
(27.7% ) had  had  peptic  ulcer  disease  prior  to  surgery. 
And  5 of  the  12  patients  with  postoperative  recurrence 
(41.7% ) had  symptoms  suggesting  peptic  ulcer  and/or 
demonstrable  high  acidity.  All  told  then  we  see  that  18 
(38.1%)  of  the  45  patients  followed  have  had  symp- 
toms related  to  gastric  hypersecretion  at  some  time  dur- 
ing their  clinical  history.  Casten,  et  al.,’'  found  a peptic- 
ulcer  incidence  of  50%  in  a similar  series.  They  also 
emphasized  the  fact  that  a large  number  of  their  patients 
had  hyperacidity.  The  association  of  peptic-ulcer  disease 
with  hiatus  hernia  had  also  been  noted  by  many  others. 

Finally,  as  the  major  presenting  symptom  in  three  of 
our  patients  has  been  the  recurrent  vomitus  of  bile  ( these 
three  patients  had  had  gastric  resection  previously,  two 
with  vagotomy)  it  is  apparent  that  alkaline  regurgitation 
can  also  be  quite  irritating.  It  is  recommended,  therefore, 

I that  whenever  definitive  gastric  surgery,  with  or  without 
j vagotomy,  is  carried  out,  a search  for  hiatus  hernia  be 
made  at  the  same  time;  and  if  one  is  found,  a repair 
should  be  performed.  If  this  is  carried  out,  I believe  that 
the  incidence  of  postgastrectomy  sequelae  will  be  less- 
ened. This  should  particularly  be  done  after  transabdomi- 
i nal  vagotomy  as  associated  injury  to  the  phrenoesopha- 
I geal  ligament  may  tend  to  result  in  incompetency  of  the 
) esophagocardiac  sphincter. 

Conclusions 

A review  has  been  carried  our  of  all  the  patients  with 
' sliding  hiatal  hernia  treated  by  transabdominal  or  trans- 
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thoracic  repair  in  accordance  with  Allison's  major  prin- 
ciples in  the  past  15  years. 

The  advantages  of  the  transabdominal  composite 

operation  have  been  described. 
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An  Unusual  Cause  of  Pain 

A Case  Repoi-t 
Pierre  E.  Provost,  M.D.* 


Case  Report 

O.  N.,  a 31 -year-old  male,  was  admitted  to  the  Veterans 
Administration  Center  on  April  3,  1967,  with  the  admitting 
diagnosis  of  chronic,  recurrent  sinusitis.  His  chief  complaint 
was  left-sided  headaches,  mostly  over  the  left  cheek,  lateral  to 
the  left  orbit,  and  over  the  left  eye.  He  was  seen  elsewhere 
during  March  prior  to  admission  here  and  a diagnosis  of 
chronic  upper  respiratory  infection  including  the  teeth,  tonsils, 
pharynx,  and  sinuses  was  made.  He  was  given  antibiotics  for 
one  month  and  the  recommendation  following  this  was  that 
he  should  have  his  teeth  extracted.  Approximately  three  weeks 
prior  to  admission  to  this  hospital  he  was  sent  to  a dentist  and 
extractions  were  begun.  Two  molars  and  two  bicuspids  were 
extracted  from  the  left  mandible.  The  patient  was  then  re- 
ferred to  this  hospital  for  the  completion  of  the  extractions 
and  for  the  treatment  of  his  sinus  disease. 

A review  of  the  patient's  past  history  revealed  that  in  1956, 
while  teaching  recruits  to  fire  rifle  grenades,  a grenade  ex- 
ploded at  the  end  of  his  rifle  and  blinded  him.  An  enucleation 
with  implant  of  his  left  eye  was  performed.  His  right  eye  is 
still  present  but  it  is  blind. 

On  admission,  the  main  subject  of  the  patient’s  conversa- 
tion w'as  the  extraction  of  his  teeth.  X-rays  of  his  teeth  were 


Fig.  1.  P-A  view  of  skull  showing  relationship  of  foreign  body 
to  implant. 


taken,  however,  and  those  remaining  were  noted  to  be  in  ex- 
cellent condition  with  the  exception  of  a few  minor  cavities 
which  are  now  in  the  process  of  being  filled.  A partial  denture 
w'ill  be  made  at  a later  date  to  fill  the  gap  caused  by  the  pre- 
vious extractions.  X-rays  of  his  sinuses  showed  no  disease  but 
did  reveal  a large  piece  of  shrapnel  in  the  left  orbit  lateral  to 
the  implant. 

The  foreign  body  was  removed  from  the  left  orbit  on  April 
20,  1967.  By  May  24,  1967,  the  patient  stated  that  the  pain 
by  his  left  orbit,  over  his  left  eye,  and  over  the  cheek  was 
gone.  As  of  May  24,  1967,  the  day  on  which  this  report  is 
made,  the  patient  reported  that  he  is  free  of  headaches  or 
other  complaints. 

In  view  of  the  above,  it  is  the  belief  of  the  author  that 
the  close  proximity  of  the  foreign  body  to  a freely  mov- 
able implant  undoubtedly  was  the  probable  cause  of  pain. 

Two  x-rays  are  included,  one  taken  posteriorly-anteri- 
orly  and  the  other  laterally,  to  show  the  relation  of  the 
foreign  body  to  the  implant. 

* Chief,  EENT  Section,  Surgical  Service,  Veterans  Administra- 
tion Center,  Togus,  Maine  04330. 


Fig.  2.  Right  lateral  view  of  skull  showing  same  relationship. 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
I in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

I Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 

tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
: sensitivity  to  any  of  its  components. 

; Supplied:  Tubes  of  1 oz.,  Vz  02.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


Why  these  7 patients  with 
moderate  to  severe  anxiety 
may  respond  better  to  Mellaril 


1.  The  agitated  patient. 


Anxiety— particularly  that  beyond  thi 
range  of  minor  tranquilizers— fre 
quently  is  expressed  as  gross  moto 
restlessness,  fidgetiness  and  purpose 
less  movements,  and  may  erupt  int 
aggressive  behavior.  Mellaril  is  al 
most  a specific  for  those  patient 
whose  anxiety  follows  such  a pattern 


ijlhe  patient  under 
uational  stress. 

laril  helps  the  patient  deal  with 
sses  of  everyday  life.  Nonhabitu- 
g,  it  can  be  given  for  extended  pe- 
ls of  time.  It  does  not  “separate” 
patient  from  practical  problems 
pressures,  does  not  induce  eupho- 
or  a fuzziness  which  can  compro- 
ise  the  ability  to  cope  with  reali- 
ies.  Rather,  it  helps  the  patient 
move  more  competently  in  his 
daily  world  by  eliminating  use- 
less tension,  by  allowing  him  to 
conserve  emotional  resources 
and  energies,  and  to  direct 
them  against  the  problems 
really  worth  worrying  about. 


5.  The  previously  hospitalized 
psychiatric  patient. 

Such  a patient  may  still  require  the 
type  of  medication  he  has  been  ac- 
customed to,  but  because  he  is  no 
longer  in  a controlled  setting  the  ac- 
ceptable level  of  adverse  reactions 
must  be  lower.  In  such  circumstances 
Mellaril  is  perhaps  the  drug  of  choice. 


Contraindications:  Severely  depressed  or  comatose 
states  from  any  cause,  and  in  association  with  or 
following  MAO  inhibitors;  severe  hypertensive  or 
hypotensive  heart  disease. 

Precautions:  Hypersensitivity  reactions  (e.g.,  leuko- 
penia, agranulocytosis)  and  convulsive  seizures  are 
infrequent.  Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those  recommended 
were  used  for  long  periods  of  time.  May  potentiate 
central  nervous  system  depressants,  atropine,  and 
phosphorus  insecticides.  Where  complete  mental 
alertness  is  required,  administer  the  drug  cautiously 
and  increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female  patients) 
has  been  observed.  Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other  extra- 
pyramidal  disorders  are  infrequent;  drowsiness,  es- 
pecially in  high  doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the  mouth,  nasal 
stuffiness,  headache,  peripheral  edema,  lactation, 
galactorrhea,  and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other  allergic  skin 
reactions  may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full  prod- 
uct information. 


in  moderate  to  severe  anxiety,  25  mg.  t.i.d. 

Mellaril' 

(thioridazine) 


SANDOZ 


4.  The  menopausal  patient. 

The  woman  who  sees  change  of  life  as 
the  end  of  useful  life  requires  support 
from  both  family  and  family  physi- 
cian. Whether  the  psychological  im- 
pact of  menopause  is  directly  related 
to  hormonal  changes,  or  merely  coin- 
cidental, is  debatable,  but  estrogenic 
therapy  is  frequently  inadequate. 
Mellaril  is  a useful  aid  for  these  pa- 
tients and,  alone,  or  in  combination 
with  reduced  estrogen  dosage,  will 
help  ease  the  menopausal  misery. 


6.  The  agitated  geriatric. 

Tranquilizer  therapy  in  the  elderly 
patient  always  involves  special  (or  at 
least  accentuated  ) problems : the  pos- 
sibility of  drug-induced  ataxia,  hypo- 
tension or  depression,  for  example, 
assumes  an  additional  significance. 
These  reactions  have  rarely  been  ob- 
served in  geriatric  patients  treated 
with  Mellaril. 


f 

, The  psychosomatic  patient. 

he  family  physician  is  rarely  given 
e diagnostic  luxury  of  a classic, 
xtbook  “anxiety  state.”  Most  often 
1 must  probe  for  anxiety  masked  by 
functional  disorder  — or  which  exac- 
( bates  a somatic  problem.  Double- 
lind  evaluations  have  demonstrated 
tat  Mellaril  can  be  a significant  ad- 
inct  in  the  treatment  of  such  patients. 


7.  The  constantly 
returning  patient. 

The  anxiety  patient  who  has  not  re- 
sponded to  a minor  tranquilizer  is  not 
very  likely  to  benefit  from  your  minor 
tranquilizer  of  second  choice.  A major 
tranquilizer,  such  as  Mellaril,  may  be 
indicated  in  such  patients. 


)estroys 
Vichomonads 
Vherever 
'hey  Are 


Flagyl  seeks  out  the  sites  where  trichomo- 
nads  hide.  Only  a systemic  agent  can. 
Flagyl  does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the 
inner  crypts,  glands  and  cavities  of  the 
genitourinary  tract  in  both  women  and 
men.  Consequently,  Flagyl  is  capable  not 
only  of  curing  trichomoniasis  in  women 
but  also  of  preventing  reinfection. 

Correctly  used,  with  due  attention  to 
repeat  courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  up  to  100 
per  cent  cure  in  large  series  of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration — In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vag- 
inal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men  in  whom  trichomonads  have  been 
demonstrated:  one  250-mg.  oral  tablet  twice 
daily  for  ten  days. 

Contraindications  — Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution— Compltie  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  espe- 
cially if  a second  course  is  necessary. 

Side  Effects— Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste,  furry  tongue  and 
headache.  Other  effects,  all  reported  in  an  inci- 
dence of  less  than  1 per  cent,  are  diarrhea,  diz- 
ziness, vaginal  dryness  and  burning,  dry  mouth, 
rash,  urticaria,  gastritis,  drowsiness,  insomnia, 
pruritus,  sore  tongue,  darkened  urine,  anorexia, 
vomiting,  epigastric  distress,  dysuria,  depres- 
sion, vertigo,  incoordination,  ataxia,  ab- 
dominal cramping,  constipation,  stomatitis, 
numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis, 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decreased  libido,  nasal  conges- 
tion, proctitis  and  pyuria.  Elimination  of 
trichomonads  may  aggravate  candidiasis. 
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Research  in  the  Service  of  Medicine 


at  the  site  of  infection 
(where  it  counts),.. 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-® 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^-® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


IlosoneV  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone- is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  elevat 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephal 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutan 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nc 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  r 
been  reported  in  other  patients  taking  prolonged  courses  of  t 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  ai 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
I). 5 Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jau 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episod 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  we 
determined  in  a group  of  fifty-four  adults  and  children  who  to< 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  cour 
of  treatment  was  observed  in  one  patient  treated  with  Iloso 
and  in  two  patients  treated  with  penicillin.  Seven  other  patier 
in  the  group  receiving  Ilosone  and  four  others  in  the  peniciD 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri: 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  we 
reported  in  102  pediatric  patients  who  received  short-term  (t< 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infi 
tions.  Results  of  liver  function  tests  in  these  patients  we 
comparable  to  those  in  a similar  control  group  who  had  receiv 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic ' 
fects  are  observed  in  a small  proportion  of  individuals  as  a res 
of  a local  stimulating  effect  of  the  medication  on  the  aliments 
tract;  however,  the  normal  intestinal  gram-negative  bacter 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  i 
of  erythromycin,  there  have  been  occasional  reports  of  urticai 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  0 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-flve  pounds  of  be 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours; 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hot 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  a 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosi 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromy 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosagi 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  lift 
days.  Close  follow-up  of  the  patient  is  necessary  since  erytl 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  p 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days 
recommended.  In  the  treatment  of  gonorrhea,  patients  wit  I® 
suspected  lesion  of  syphilis  should  have  a dark-field  examinat  |ti| 
before  receiving  antibiotics,  and  monthly  serologic  tests  she 
be  made  for  a period  of  three  months.  r, 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  ' 

(equivalent  to  base) , in  bottles  of  24  and  100.  ; ^ 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivs-t  fj 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packa; 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equiva’  J 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packai  * 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc.^)  jn 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  ba 
in  bottles  of  50.  'ji 

References:  1.  Griffith.  R.  S.,  and  Black.  H.  R.:  Am.  J.  M.  Sc.,  2iT:Si,  ic 

2.  Griffith.  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother.,  t2;398, 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  , 

239.198,  1960. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company  .Indianapolis,  Indiana  J,6206. 
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NINETEEN  HUNDRED  AND  SIXTY-SEVEN— JULY 

* 

Pre-  and  Postnatal  Learning  in  Organisms: 
An  Epigenetic  Approach 

Victor  X.  Fongemie,  M.A.* 


The  adaptive  potential  of  an  organism  in  a particular 
environment  is  dependent  upon  two  major  variables: 
( 1 ) the  organism's  heredity  or  genotype,  and  ( 2 ) the 
nature  of  the  interaction  between  the  changing  organism 
and  its  environment.  The  latter  is  often  referred  to  as 
the  organism’s  "learning”  or  developmental  history. 

The  extent  to  which  an  organism  achieves  a certain 
level  of  proficiency  in  controlling  his  environment  is 
limited  by  the  organism’s  genotype.  Some  scientists  be- 
lieve that  limitations  imposed  by  the  genotype  have  a 
limited  role  in  determining  the  behaviors  of  organisms. 
The  extent  to  which  an  organism  displays  behavioral 
deficiencies  or  pathologies  is  thought  to  be  the  major 
product  of  a deprived  learning  or  developmental  his- 
tory. Developmental  history  is  the  accumulation  of 
learned  habits  and  expectations  by  which  the  organism 
perceives  and  responds  to  stimuli  in  the  environment. 

I The  pathological  adult  or  youngster  can  be  understood 
! as  an  organism  of  multiple  learning  and  motivational 
‘ deficiencies.  Research  in  clinical  psychology  at  our  labo- 
I ratory  has  shown  this  approach  useful. Pathologic 
!•  behavior  is  best  delineated  on  the  basis  of  life-long  be- 
’ havioral  deficiencies  that  are  directly  related  to  learning 
),  and  cognitive  variables.  The  degree  of  pathology  appears 
to  be  related  to  the  degree  of  learning  deficiencies.^” 

I Determination  of  the  role  of  early  learning  from 
f which  the  perceptual  and  cognitive  systems  of  the  or- 
(1  ganism  develop,  is  not  the  concern  of  the  above  studies. 
31  Their  intent  is  to  show  that  developmental  history 
M variables  are  of  the  greatest  importance  for  under- 
I!  standing  contemporary  behaviors  of  normal  and  patho- 
p, logical  individuals.  It  is  the  purpose  of  this  paper  to 
^present  a mechanism  whereby  early  experience  may 
It  produce  normal  and  pathologic  behavior. 

^ Animal  and  clinical  research  on  the  effects  of  early 
r stimulation  upon  later  and  adult  behavior  has  increased 
during  the  past  ten  years.'®  It  has  been  discovered  that 
:he  pre-  and  postnatal  organism  is  much  more  cap- 
able of  processing  information  than  ever  thought 
4.0,8.10.11.12.16  abnormal  stimulation  does 

lave  serious  everlasting  consequences.'®  It  is  possible 
'hat  early  experience  influences  later  behavior  by  (1) 
tructuring  an  individual’s  perceptual  or  response  capa- 
:ities,  and/or  ( 2 ) repetition  of  an  early  experience  over 
he  developmental  history  of  the  individual  which  is 
nough  to  maintain  an  early  learned  response  at  a high 


Neuropsychiatric  Research  Laboratory,  Veterans  Administra- 
tion Center,  Togus,  Maine  04330. 


level,  but  which  is  not  enough  to  produce  any  effect  in 
animals  which  have  not  had  the  early  experience. 

The  proposition  that  an  early  experience  is  capable 
of  changing  an  organism’s  cognitive  and  response  po- 
tential has  recently  received  experimental  validation. 
The  research  was  done  in  the  area  of  imprintmg}'-'^'^ 
Imprinting  is  a learning  process  that  usually  occurs  short- 
ly after  birth.  It  is  particularly  evident  in  avians,  but  has 
also  been  demonstrated  in  mammals,  including  human 
neonates.'''®’'®'’'  The  behavioral  form  and  temporal 
course  of  imprinting  varies  according  to  the  species  un- 
der study. 

Imprinting  in  birds  is  seen  as  a following  response, 
accompanied  by  low-level  intensity  vocalizations  indica- 
tive of  contentment,  to  a specific  class  of  stimuli  in  the 
neonate’s  environment,  i.e.,  its  mother.  Lorenz'®  first  de- 
scribed the  phenomenon.  Ducklings  began  to  follow  him 
a few  hours  after  hatching.  When  he  moved  away  from 
them,  they  moved  toward  him,  and  followed  him.  The 
following  behavior  persisted  over  time.  As  adults,  the 
ducks  directed  social  and  sexual  responses  to  him  and 
other  adult  humans,  rather  than  to  members  of  their  owui 
class.  It  appears  that  the  first  moving  class  of  stimuli  that 
the  precocious  avian  neonate  attends  to  in  his  environ- 
ment will  be  the  stimuli  that  will  evoke  later  social  and 
sexual  responses. 

Imprinting  does  not  depend  upon  conventional  rein- 
forcers, i.e.,  food,  drive-reduction,  etc.  It  occurs  rapidly, 
rapidity  being  dependent  upon  massive  exposures  to  the 
imprinting  stimulus,  rather  than  upon  distributed  ex- 
posures. Imprinting  behavior  is  highly  stereotyped,  well- 
defined,  and  a valuable  tool  ( dependent  variable ) for 
the  study  of  effects  of  early  experience  upon  later  be- 
havior. 

Dimond,'  Paulson,'"'"  and  Fongemie®  found  that  by 
exposing  avian  fetuses  to  intense  stimulation,  ( 1 ) neo- 
natal imprinting  was  significantly  deterred  or  bypassed, 
( 2)  maturation  of  the  visual  apparatus  was  significantly 
accelerated,  ( 3 ) the  effects  were  related  to  fetal  age,  and 
(4)  the  behavior  of  the  experimental  chicks  was  similar 
to  that  of  older  imprinted  chicks. 

These  studies  support  the  general  proposition  that  the 
expression  of  the  genotype  can  take  many  forms  (pheno- 
types ) . Furthermore,  extensive  physiological  and  behav- 
ioral variations  of  the  phenotype  can  be  directly  produced 
by  manipulating  the  environment  of  the  developing 
organism.  Of  greatest  importance,  it  appears  that  the 
younger  the  organism,  the  greater  the  effect.  Develop- 
ment of  a specific  element  of  behavior  appears  to  stimu- 
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late  induction,  an  embryological  developmental  phenome- 
non.'* 

Early  in  embryogensis,  cells  are  capable  of 
differentiating  into  different  kinds  of  tissue,  depending 
upon  the  inductor  used.  The  same  cells  can  develop  into 
a variety  of  tissue.  Once  the  cells  have  been  determined 
by  the  inductor,  they  have  limited  competence  for  in- 
corporating significant  changes  in  stimulation.  Rather, 
the  determined  tissue  becomes  the  substrate  for  the 
effects  of  later  stimulation. 

A similar  effect  is  seen  when  the  avian  fetus  is  manip- 
ulated.Imprinting  potential  is  significantly  altered  by 
artificial  stimulation.  The  neonate  never  imprints,  and 
subsequent  behavior  remains  different  from  controls.  The 
untouched  fetus  imprints  normally. 

The  writer  is  in  the  process  of  preparing  a series  of 
studies,  in  order  to  delineate  operative  mechanisms  of 
the  effects  noted,  and  to  determine  the  nature  of  the 
effects  upon  later  behavior. 

In  summary,  the  writer  has  shown  that  by  manipulat- 
ing species  - specific  behavior  potential  early  in  life, 
profound  effects  on  later  behavior  can  be  produced. 
Manipulation  of  fetal  behavior  has  greater  effect  than 
manipulation  of  neonatal  behavior.  These  results  and 
others  have  shown  that  most  of  the  variance  in  behavior 
is  accountable  by  variance  of  stimulation  in  the  environ- 
ment. However,  little  is  known  about  the  processes  un- 
derlying these  effects,  and  the  extent  to  which  they 
determine  a directive  effect  on  adult  and  contemporary 
behavior  of  organisms.  Finally,  it  is  interesting  to  know 
that  some  behaviors  can  be  determined  by  experimental 
manipulation  as  early  as  late  fetal  life. 
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The  American  Cancer  Society  has  launchetJ  a new  series  of  films,  as  part 
of  its  expanding  program  of  professional  education.  Oral  cancer,  nursing  can- 
cer patients,  diagnosing  and  managing  colon-rectum  cancer,  are  a few  of  the 
subjects  presented  in  these  new  color  films.  For  more  information  and  arrange- 
ments for  showings,  call  your  local  ACS  office. 
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A Psychosocial  Model  of  Psychopathology 

Charles  Rothstein,  Ph.D.* 


To  be  presented  here  is  a brief  over-view  of  a psycho- 
social need  model  of  personality.  This  model  is  offered 
as  one  mode  of  conceptualizing  those  factors  presumed 
to  underlie  the  development  of  symptoms  grouped  under 
the  general  heading  of  mental  or  emotional  disorders.  Its 
basic  postulates  deal  with  human  needs;  the  affective- 
consequences  of  need  threat  of  frustration,  e.g.,  anxiety 
and  depression;  the  role  or  psychological  or  social  symp- 
toms as  functional  defenses  aimed  at  attenuating  painful 
affects  engendered  by  need  threat  or  frustration;  the 
relation  of  psychotic  and  psychophysiological  reactions 
to  uncompensated  painful  affects;  the  relation  of 
learning  deficiencies  to  psychopathology.  Several  previous 
articles  by  the  author  relative  to  psychiatric  treatment 
programs  and  specificity  versus  non-specificity  contro- 
versies have  incorporated  aspects  of  this  personality 
model.""''-’'”’--"-' 

This  model  is  conceived  of  as  a dynamic,  holistic,  pur- 
posive, rational  need  model  of  personality.  Need,  a ubiq- 
uitous construct  in  personality  theory,  has  been  defined 
by  Murray  as  "a  construct  which  stands  for  a force  - a 
force  which  organizes  perception,  apperception,  intellec- 
tion, cognition,  and  action  in  such  a way  as  to  transform 
in  a certain  direction  an  existing  unsatisfying  situation."'-' 
Need  is  a construct  which  subsumes  both  the  drive  and 
goal  elements  of  behavior.  A corollary  to  the  above  defi- 
nition is  that  painful  affects  attend  need  threat  or  frus- 
tration, whereas  pleasant  affects  attend  need  satisfaction. 
With  only  minor  changes,  this  definition  could  apply  to 
many  of  the  other  dynamic  constructs  employed  by  per- 
sonality theorists,  for  example.  Allport’s  traits;-  Cattell’s 
ergs  and  metaergs;*  Freud's  instincts;'  McDougal's  senti- 
ments;’-’' Dollard  and  Miller’s  drives;-’’  Adler’s  urges.’  The 
question,  however,  of  what  constitutes  man’s  most  basic 
needs,  drives,  or  urges  is  a speculative  one.  Theorists  such 
as  Freud,  McDougal,  Dollard  and  Miller,  Murphy,’^  and 
Murray,  assume  only  physiological  or  visceral  needs  to  be 
basic,  psychosocial  needs  being  accorded  derived  or  sec- 
ondary status.  However,  the  difffculty  in  explaining  the 
persistence  of  secondary  needs  or  drives  in  the  face  of 
apparent  lack  of  reinforcement  from  the  primary  drives, 
I led,  in  part,  to  Woodworth's  dictum  of  mechanisms  be- 
coming drives;-"  Allport’s  concept  of  functional  auto- 
I nomy;-  Tolman’s  suggestion  that  means  objects  may 
I become  ends;-'  and  Stern’s  asserrion  that  phenomotives 
' may  become  genomotives.--*  ( Murphy  has  speculated 
upon  the  possibility  that  commonly  accepted  psychosocial 
needs  such  as  sensory  and  activity  needs  may  have  their 
locus  in  sense  organs  and  muscles. ) Maslow,  in  dealing 
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with  the  nature  of  basic  needs,  has  posited  an  instinctoid 
quality  to  certain  psychosocial  needs  although  he  sub- 
ordinates these  needs  to  physiological  and  safety  needs 
in  a need  hierarchy.”  Theorists  such  as  Fromm,"  Adler, 
May,’-'  Homey,"  and  Sullivan-' ‘ assume  certain  psycho- 
social needs  to  be  as  basic  to  the  human  condition  as 
physical  needs  and  as  prepotent.  Some  writers,  for  ex- 
ample - Goldstein,'  Angyal,'  Lecky,’"  Adler,  and  Til- 
lich,-* subordinate  even  the  physiological  needs  to  a 
general  overall  sovereign  psychological  need  respectively 
labeled  self-actualization,  self-expansion,  self-consistency, 
self-realization,  and  "the  need  to  be.” 

In  the  personality  model  presented  below  a class  of 
goal-directed  behavior  is  accorded  basic  need  status  when 
it  meets  the  following  criteria: 

1.  It  is  found  universally  notwithstanding  culturally 
determined  differences  in  the  instrumental  acts  em- 
ployed in  moving  toward  the  goal. 

2.  Painful  affects  attend  perceived  threats  to  realiza- 
tion of  the  goal;  pleasant  affects,  perceived  realiza- 
tion of  the  goal. 

5.  Reduction  or  generalization  of  the  observed 
behavior  to  another  level  of  discourse  reduces  the 
probability  of  predicting  future  behavior. 

Postulates  of  the  Personality  Model 

Postulate  1 — Man's  existence  as  a unique  social  being 
in  time  provides  him  with  three  major  need  systems: 

1.  Physiological  and  safety  needs  (needs  relative  to 
maintaining  the  physical  integrity  of  the  organism  ) . 

2.  Esteem  needs  ( needs  relative  to  being  positively 
valued  by  significant  others). 

3.  Effectance  needs  ( needs  relative  to  engaging  in 
goal-directed  activities  that  will  lead  to  a progres- 
sive sense  of  effectiveness  in  one’s  personal,  social, 
and  natural  worlds ) . 

Postulate  2 — Anxiety  or  anxiety-equivalents  are  re- 
sponses occasioned  by  any  perceived  threat  to  satisfaction 
of  a need.  Depression  or  depression-equivalents  are 
responses  occasioned  by  any  perceived  failure  to  have 
satisfied  a need.  The  needs  and  the  affective  reactions  to 
their  threat  and  frustration  are  given  by  the  human  con- 
dition. Current  behavior,  painful  affects,  and  symp- 
toms are  a function  of  current  attempts  to  meet  needs, 
failures,  and  restitutive  devices,  respectively. 

Postulate  3 - Esteem  and  effectance  needs  may  be 
gratified:  1)  autonomously;  2)  vicariously  ( througli 

identification  with  others ) ; 3 ) supportively  ( with  the 
help  of  others ) . Physiological  and  safety  needs  may  be 
gratified  autonomously  or  supportively. 

Supportive  relationships  may  be  classed  as: 
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1.  Identification  relationships  - relationships  in  which 
support  is  given  owing  to  the  perception  of  the 
other  as  an  extension  of  oneself;  i.e.,  satisfaction 
of  the  needs  of  the  other  is  vicariously  experienced 
as  satisfaction  of  one’s  own  needs. 

2.  Reciprocal  relationships  - relationships  in  which 
one  supports  another  owing  to  the  expectation  of 
receiving  support  from  the  other. 

3.  Effectance  relationships  - relationships  in  which 
one  supports  another  owing  to  a desire  to  enhance 
his  effectance  needs  through  shaping  the  other. 

4.  Esteem  relationships  - relationships  in  which  one 
figure  supports  another  owing  to  his  desire  to  be 
esteemed  for  playing  a supportive  role. 

Postulate  4 - The  probability  of  gratifying  human 
needs  is  proportional  to  man's  learning  to:  1)  recognize 
the  nature  of  his  needs  and  the  affective  responses  at- 
tending their  threat  and  satisfaction;  2 ) differentiate 
between  real  and  magical  threats  to  physical  integrity 
and  appropriate  and  inappropriate  methods  for  counter- 
ing real  threats;  3)  recognize  the  esteem  criteria  of  his 
present  significant  figures;  4)  structure  effectance  goals 
in  his  area  of  greatest  potential,  aspire  realistically  in 
these  areas,  recognize  the  steps  necessary  for  successful 
realization  of  these  goals  and  the  appropriate  validating 
sources;  5 ) recognize  the  modes  of  need  gratification; 

6 ) recognize  the  motivations  behind  supportive  rela- 
tionships and  the  role  requirements  of  such  relationships; 

7 ) meet  each  need  in  the  context  of  the  other  needs. 

Postulate  5 - Painful  affects  experienced  as  a conse- 
quence of  need  threat  or  frustration  will  lead  to  one  or 
combinations  of  the  following  responses: 

1.  New  learning  that  increases  the  probability  of  re- 
alistic need  satisfaction. 

2.  The  utilization  of  defense  mechanisms  whose  aim 
is  to  deny  needs,  e.g.,  repression,  dissociation,  de- 
nial, or  to  meet  needs  magically,  e.g.,  delusions, 
hallucinations,  ritualistic  behavior. 

3.  Attempts  to  reduce  painful  affects  chemically,  e.g., 
chemotherapeutic  agents,  alcohol,  narcotics. 

4.  Acting-out  behavior  aimed  at  forcing  the  environ- 
ment to  satisfy  needs. 

5.  Moving  toward  individuals  or  institutions  who  will 
assume  the  major  responsibility  for  need  satisfac- 
tion, e.g.,  passive  dependent  or  passive  aggressive- 
behavior. 

Unrelieved  painful  affects  will  lead,  over  time,  to 
physiological  breakdowns,  e.g.,  psychophysiological  re- 
actions, psychotic  disorganization. 

Inasmuch  as  we  have  assumed  that  these  needs  are  giv- 
en by  the  human  condition,  that  painful  affects  inevitably 
attend  their  thwarting,  and  that  certain  knowledge  is 
essential  for  need  satisfaction,  then  the  major  focus  for 
the  study  of  psychopathology,  i.e.,  the  study  of  painful 
affects,  defenses  aimed  at  their  binding,  or  the  physiol- 
ogical sequelae  to  uncompensated  painful  affects,  turns 
to  a learning  model  of  man.  In  essence,  we  are  positing 


that  the  incidence  of  psychopathology  will  be  significant- 
ly and  positively  correlated  with  learning  deficiencies  in 
those  areas  outlined  in  Postulate  4 above  regardless  of 
those  historical  conditions  which  impeded  appropriate 
learning  in  these  areas.  In  other  words,  we  are  postulating 
that  psychopathology  has  its  roots  in  the  individual’s 
failure  to  have  learned  how  to  meet  his  basic  human 
needs.  Although  the  symptoms  seen  subsequent  to  this 
failure  may  cover  the  entire  nosological  spectrum,  we 
are  assuming  that  the  basic  underlying  core  of  mental 
disorders  will  turn  out  to  be  learning  failures  relative  to 
need  satisfaction. 

If  the  previous  suppositions  are  correct,  then  the  focus 
of  treatment  would  turn  toward  the  identification  of 
those  areas  in  which  learning  deficiencies  are  present  and 
the  correction  of  such  deficiencies.  This  does  not  mean 
that  treatment  of  the  behavioral,  physiological,  or  bio- 
chemical symptoms  exacerbated  by  painful  affects  is  nor 
appropriate.  It  means  that  these  treatments  be  recognized 
as  the  alleviation  of  the  end  results  of  the  core  disorder, 
rather  than  as  treatment  of  the  basic  source  of  distur- 
bance. Eor  example,  chemotherapeutic  agents  are  valuable 
for  attenuating  those  symptoms  presumed  to  be  produced 
by  the  physiological  or  biochemical  disorders  attending 
uncompensated  painful  affects.  However,  it  is  important 
to  realize  that  these  ataractic  agents  deal  only  with  the 
final  common  pathway  of  stress  and  do  not  touch  the 
basic  personality  disorder  which  presumably  increases 
the  probability  that  stress  will  be  experienced. 

In  an  attempt  to  test  hypotheses  derived  from  this 
psychosocial  need  model  of  personality  a series  of  studies 
have  been  conducted  over  the  past  six  years,  which 
studies  will  be  reported  shortly  in  more  detail.  These 
studies  attempt  to  demonstrate  that  significant  positive 
correlations  exist  between  the  incidence  of  psychopathol- 
og}’  and  the  magnitude  of  learning  deficiencies  in  the 
areas  of  awareness  of  how  to  meet  needs.  In  order  to 
conduct  these  studies  it  was  necessary  to  devise  both 
learning  deficienc)-  scales  and  an  objective  measure  of  the 
incidence  of  psychopatholog)-.  The  measure  of  psycho- 
pathology was  developed  in  the  form  of  longitudinal 
measures  of  social,  physical,  and  psychological  adjust- 
ment. The  learning  deficiency  scales  were  developed  in 
the  form  of  questionnaires  relative  to  the  patient's  fund 
of  knowledge,  or  lack  of  it,  in  those  areas  outlined  in 
Postulate  4 above.  To  date  we  have  found  significant  pos- 
itive correlations  between  the  incidence  of  psychopathol- 
ogy- and  the  magnitude  of  learning  deficiencies  in  certain 
areas.  These  learning  deficiencies  seem  to  be  uncorrelated 
with  the  more  classical  measures  of  intelligence.  These 
scales  are  now  being  submitted  to  more  intensive  sta- 
tistical analysis  to  better  identify  the  most  important 
areas  of  learning  deficit  and  those  general  factors  which 
may  underlie  these  deficiencies. 

Should  these  correlations  hold  up  upon  cross-valida- 
tion, we  will  have  taken  one  important  step  in  identify- 
ing those  basic  factors  presumed  to  underlie  psychopa- 


NINETEEN  HUNDRED  AND  SIXTY-SEVEN— JULY 

thology  regardless  of  its  specific  manifest  form.  The 
implications  for  this  type  of  theorizing  are  fairly  clear. 
Should  the  basic  substrata  of  psychopathology  turn  out 
to  be  learning  deficiencies  in  certain  areas  of  life,  then 
the  diagnostic  and  treatment  focus  will  turn  toward  iden- 
tifying and  remedying  these  learning  deficiencies  regard- 
less of  the  particular  symptoms  which  are  the  more 
superficial  aspects  of  the  total  problem.  Thus,  for  ex- 
ample, schizophrenic  disturbances,  alcohol  problems, 
neurotic  problems,  character  disorders  or  psychophysi- 
ological  reactions  would  be  analyzed  in  terms  of  the  basic 
learning  deficiencies  underlying  the  individual’s  inability 
to  satisfy  human  needs,  with  the  core  treatment  being 
the  correction  of  these  learning  deficiencies  by  those 
means  most  appropriate  to  such  correction.  Once  again 
it  seems  essential  to  state  that  this  theory  does  not  in- 
validate the  use  of  treatment  aimed  at  attenuating  the 
end  symptoms  of  need  frustration.  It  merely  states  that 
such  treatment  be  recognized  as  symptomatic  in  that  it 
does  not  deal  with  the  core  problem,  which  in  this  model 
is  presumed  to  be  learning  deficiencies  relative  to  meet- 
ing human  needs.  Too,  this  does  not  mean  that  identifi- 
cation or  correction  of  learning  deficiencies  is  an  easy 
matter.  On  the  contrary,  our  experiences  have  shown  that 
the  changing  of  erroneous  beliefs,  attitudes  and  expecta- 
tions, i.e.,  the  rectifying  of  learning  deficiencies,  is  an 
arduous  task  which  requires  infinite  patience  and  a firm 
and  judicious  use  of  rew’ard  and  punishment  systems  in 
an  attempt  to  selectively  reinforce  responses  conducive 
to  meeting  needs,  while  selectively  extinguishing  re- 
sponses inimical  to  need  satisfaction.  Indeed,  the  use  of 
symptomatic  treatment  in  dealing  wdth  these  disorders 
is  a much  easier  treatment  method  which  requires  rela- 
tively little  involvement  with  the  patient.  The  only 
difficulty  with  symptomatic  treatment  is  that  it  does 
nothing  to  touch  the  basic  disorder  which  underlies  the 
symptoms,  and  may  be  likened  to  putting  bandaids  on 
boils  - a superficial  glossing  over  of  more  basic  problems. 

In  summary,  we  have  conceptualized  mental  disorders 
as  learning  deficiencies  relative  to  meeting  basic  needs. 
We  have  pointed  out  that  traditional  nosological  descrip- 
tion merely  serves  to  class  those  symptoms  which  have 
been  used  to  attenuate  the  painful  affects  resulting  from 
need  frustration  or  those  symptoms  which  are  the  phys- 
iological sequelae  to  uncompensated  painful  affects  that 
attend  need  frustration.  We  have  also  stated  that  basic 
identification  and  treatment  of  mental  disorders  revolves 
around  understanding  and  remedying  these  learning 
deficiencies  — a difficult  task  which  requires  infinitely 
■j  more  involvement  with  the  patient  than  is  true  of  symp- 
I tomatic  treatment,  notwithstanding  the  value  attendant 
upon  judicious  mitigation  of  symptoms.*  In  other 
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words,  we  are  proposing  a psychosocial  model  of  mental 
disorder  that  views  symptoms  as  a superficial  surface 
phenomena  of  a disorder  that  has  as  its  roots  the  in- 
dividual’s failure  to  have  learned  how  to  deal  with  those 
needs  that  are  given  by  the  human  condition. 


*By  judicious  mitigation  of  symptoms,  we  refer  to  relieving 

noxious  symptoms  sufficiently  to  reduce  disorganizing  be- 
havior while  leaving  sufficient  discomfort  (anxiety)  to  help 

motivate  the  individual  to  approach  new  learning  experiences. 

References 

1.  Adler,  A.:  Social  Interest:  A Challenge  to  Mankind.  (Tr.  by 
J.  Linton  and  R.  Vaughan)  London:  Faber,  1938. 

2.  Allport,  G.  W.:  Personality:  A Psychological  Interpreta- 
tion. New  York:  Holt,  1937. 

3.  Angyal,  A.:  Foundations  for  a Science  of  Personality.  New 
York:  Commonwealth  Fund,  1941. 

4.  Cattell,  R.  B.:  Personality:  A Systematic  Theoretical  and 
Factual  Study.  New  York:  McGraw-Hill,  1950. 

5.  Dollard,  J.  & Miller,  N.  E.:  Personality  and  Psychotherapy. 
New  York:  McGraw-Hill,  1950. 

6.  Fromm,  E. : Escape  from  Freedom.  New  York:  Holt,  1941. 
Freud,  S. : The  Standard  Edition  of  the  Complete  Psycho- 
logical Work  of  Sigmund  Freud.  London:  Hogarth  Press 
and  The  Institute  of  Psycho-Analysis,  1962. 

8.  Goldstein,  K.:  The  Organism.  New  York:  American  Book, 

1939. 

9.  Homey,  Karen:  Neurosis  and  Human  Growth.  New  York: 
Norton,  1950. 

10.  Lecky,  P.:  Self-Consistency:  A Theory  of  Personality. 

New  York:  The  Island  Press,  1945. 

11.  Maslow,  A.  H. : Motivation  and  Personality.  New  York: 
Harper  & Row,  1954. 

12.  May,  R.,  Angel,  E.,  and  Ellenberger,  H.  F. : (Eds.)  Exis- 
tence, New  York:  Basic  Books,  1958. 

13.  McDougal,  W. : Outline  of  Abnormal  Psychology.  London: 
Methuen,  1926. 

14.  Murphy,  G. : Personality:  A Biosocial  Approach  to  Origins 
and  Structure.  New  York:  Harper  & Row,  1947. 

15.  Murray,  H.  A.,  et  ah:  Explorations  in  Personality.  New 
York:  Oxford  University  Press,  1938. 

16.  Rothstein,  C.  and  Cohen,  1.:  Hostility  and  Dependency 
Conflicts  in  Peptic  Ulcer  Patients.  Psychol.  Rep.,  4:  555- 
558,  1958. 

17.  Rothstein,  C. : A Psychiatric  Continued  Treatment  Ward 
Program.  The  Psychiatric  Quart.,  36:  693-703,  October, 
1962. 

18.  Rothstein,  C.:  A Psychosocial  Personality  Model.  J.  Maine 
Med.  Assoc.,  54:  149-153,  July,  1963. 

19.  Rothstein,  C.:  A Comparative  Evaluation  of  an  Alcoholic 
and  a Non-Alcoholic  Psychiatric  Population.  J.  Maine 
Med.  Assoc.  55:  128-130,  July,  1964. 

20.  Rothstein,  C.:  A Four-Year  Follow-Up  of  a Non-Tradition- 
al  Program  for  Chronic  Psychiatric  Patients.  J.  Nerv. 
Ment.  Dis.,  142:  355-368,  April,  1966. 

21.  Rothstein,  C. : Non-Specificity  versus  Specificity  in  Al- 
coholism. The  Journal  Maine  Med.  Assoc.  57;  129-132, 
July,  1966. 

22.  Stern,  W.:  General  Psychology  from  the  Personalistic 
Standpoint.  New  York:  Macmillan,  1938. 

23.  Sullivan,  H.  S. : Conceptions  of  Modern  Psychiatry.  (2nd 
ed.)  New  York:  Norton,  1953- 

24.  Tillich,  P. : The  Courage  to  Be.  New  Haven:  Yale  Uni- 
versity Press,  1952. 

25.  Tolman,  E.  C. : Purposive  Behavior  in  Animals  and  Men. 
New  York:  Appleton-Century-Crofts,  1932. 

26.  Woodworth,  R.  S. : Experimental  Psychology,  New  York: 
Holt,  1938. 


i 

i 

j 

i 


160 


THI-:  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 


Presidenfs  Address* 

George  E.  Sullivan,  M.D. 


It  has  been  the  custom  for  the  president  of  the  Maine 
Medical  Association  to  deliver  a message  at  the  annual 
meeting.  This  is  in  keeping  with  that  tradition. 

You  are  all  aware  that  these  are  times  of  change 
for  American  medicine.  A bold  new  awareness  of  med- 
ical needs,  and  a new  definition  of  each  individual’s  right 
to  good  health  care  have  focused  attention  on  the  inade- 
quacies of  the  American  system  of  medical  care  and  the 
ctitical  shortage  of  professional  medical  personnel.  We 
have  so  far  failed  to  successfully  solve  these,  and  other 
problems  within  our  own  ranks.  The  recent  attempts  of 
the  federal  government  have  removed  some  of  these 
burdens.  Our  legislative  record  nationally  must  be  termed 
very  poor.  In  19.^,^  organized  medicine  opposed  Blue 
Cross.  Later,  doctors  came  out  against  the  concept  of 
group  practice.  We  all  opposed  Social  Security.  We  were 
anti-compulsory  health  insurance.  In  the  late  19.M)'s  and, 
more  recently,  we  spent  millions  opposing  Medicare, 
only  to  end  up  proposing  Eldercare,  a similar  program 
which  came  too  late  with  too  little  to  offer. 

Harry  Truman  mentioned  old  age  medical  insurance 
back  in  the  19.^0's  and  others  took  up  the  cry  in  more 
recent  years.  What  did  we  do?  We  hired  Whittaker  & 
Baxter  to  the  tune  of  several  millions  of  dollars.  They 
burned  the  idea  into  the  minds  of  millions  of  voters  who 
had  never  heard  of  government  medical  care  before. 
Then  again,  when  Medicare  was  first  proposed  we  vio- 
lated the  most  elementary  rule  of  politics  also  with  the 
aid  of  Whittaker  & Baxter.  That  rule:  never  overact, 
otherwise  you  give  credence  and  publicity  to  the  position 
of  your  opponent.  Right  now,  we  are  being  encouraged 
to  adopt  a policy  of  direct  billing  under  Medicare.  Can 
it  be  that,  once  again,  we  are  anti  in  our  approach? 
Why  not  leave  the  billing  of  the  patient  to  the  preroga- 
tive of  the  individual  physician.  To  bill  a patient  without 
means  directly  will  be  interpreted  by  many  as  an  in- 
dignity imposed  on  the  individual  and  thus  defeat  the 
alleged  purpose  of  Medicare;  that  purpose  being  that 
every  American  is  entitled  to  good  medical  care. 

It  has  been  projected  by  some  that  shortly  everyone 
over  60  and  under  20  will  be  entitled  to  free  medical 
care.  It  has  been  projected  by  others  that,  within  ten 
years,  we  will  have  completely  socialized  medicine. 
Which  of  these  predictions  — if  either  — will  prove  cor- 
rect remains  to  be  seen.  I have  no  such  prediction  to 
make  but  1 will  state  this:  unless  we  become  more  posi- 
tive and  less  negative  in  our  philosophy  and  in  our  ap- 
proach, then,  as  sure  as  night  follows  day,  we  will  have 
more  federal  direction  and  participation  than  we  have 
now.  This  is  inevitable  for  we  all  know  that  the  great 

•Presented  at  the  196v  Annual  Session  of  the  M.M.A.  House 
of  Delegates. 


society  intends  for  every  American  to  have  good  med- 
ical care  as  a basic  right.  It  seems  to  me  that  we  in 
medicine  have  a job  to  do,  that  of  "shoring  up”  and  pre- 
serving the  practice  of  medicine,  if  not  for  ourselves,  at 
least  for  the  generations  of  physicians  to  come. 

1 believe  that  this  can  best  be  done  by  members  of 
the  profession  being  both  willing  and  eager  to  devote  a 
measure  of  time  to  matters  other  than  the  direct  treat- 
ment of  patients.  We  must  become  more  involved.  We 
must  give  direction  to  new  programs  and  raise  a voice 
in  the  application  of  new  ideas. 

If  our  claim  is  just  — that  we  should  be  the  sole  judges 
of  what  adequate  and  proper  medical  care  is,  then  we 
must  all  be  willing  to  serve  on  the  numerous  committees 
that  currently  are  formulating  plans  and  producing 
definitions  of  what  adequate  and  proper  medical  care  is 
and  should  be.  We  must  - and  I mention  this  advisedly 
and  cautiously,  be  willing  to  sit  on  committees  which 
judge  what  is  or  is  not  good  medical  practice. 

As  physicians,  we  must  be  cognizant  of  the  fact  that 
preventive  medicine  entails  a good  deal  more  than  giv- 
ing shots  to  children.  Preventive  medicine  also  means 
being  involved  in  health  education  for  children,  the 
tiaining  of  community  rescue  squads  and  first  aid  station 
personnel,  involvement  in  home  health  service  programs 
and  the  training  of  personnel  for  this  program,  a wil- 
lingness to  talk  with  senior  citizens'  groups  and  other 
citizens’  groups  regarding  medical  care  in  order  to  re- 
move some  of  the  aura  of  mystery  and  fear  from  the 
subject  of  medicine.  We  must  become  more  actively 
involved  in  programs  of  accident  prevention  on  the 
highways  and  in  the  factories;  be  actively  involved  in 
postgraduate  medical  education.  We  must  take  a greater 
interest  in  the  recruitment  and  training  of  medical  and 
paramedical  manpower  and  the  many  other  facets  of 
preventive  medicine  too  numerous  to  mention  of  which 
you  are  all  aware.  In  order  to  do  these  things,  we  need 
to  become  more  actively  interested  in  the  problems  of 
our  community  and  our  health  departments,  both  state 
and  local.  Some  communities  have  trouble  finding  an 
M.D.  to  be  their  physician  and  you  all  know  how  diffi- 
cult it  is  to  find  a Medical  Examiner  for  the  county. 

Our  objectives  and  tho.se  of  the  State  Health  Depart- 
ment are  identical  — we  are  both  looking  for  better 
health  for  all.  Our  differences  have  been  in  the  matter  of 
methods,  and  usually  these  methods  entail  financing  and 
this  difference,  to  a degree,  has  been  minimized  by  recent 
federal  legislation.  The  lines  of  communication  between 
the  Department  of  Health  and  the  physician  must  be 
kept  open,  regardless  of  Medicare,  Eedicare  or  any  system 
of  administration  so  that  the  practicing  physician  re- 
mains the  core  of  our  present  health  care  structure.  We 
Continued  on  page  166 
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PORTLAND,  MAINE  04102 

(207)  775-5454 


DEAR  doctor: 

THE  MEDICAL  LIBRARY  OF  THE  MAINE  MEDICAL  CENTER  HAS  RECENTLY 
RECEIVED  ADDITIONAL  FINANCIAL  SUPPORT  PERMITTING  EXPANSION  OF  ITS 
COLLECTION  OF  JOURNALS  AND  TEXTS,  THE  ACQUISITION  OF  A PHOTOCOPIER, 
AND  THE  EMPLOYMENT  OF  A FULL-TIME  MEDICAL  LIBRARIAN. 

THE  LIBRARY  COMMITTEE  WISHES  TO  EXTEND  THE  SERVICES  OF  THE 
MAINE  MEDICAL  CENTER  LIBRARY  TO  ALL  PHYSICIANS  THROUGHOUT  THE  STATE 
OF  MAINE  BY  SUPPLYING  PHOTOCOPIES  OF  SPECIFIC  ARTICLES  WHEN  THEY 
CANNOT  BE  OBTAINED  THROUGH  LOCAL  LIBRARY  FACILITIES  OR  REPRINT  RE- 
QUESTS. IF  THE  REQUEST  CANNOT  BE  FILLED  FROM  THE  COLLECTION  AT  THE 
MAINE  MEDICAL  CENTER  LIBRARY,  EVERY  EFFORT  WILL  BE  MADE  TO  OBTAIN 
THE  INFORMATION  ELSEWHERE  AND  FORWARD  IT  TO  THE  REQUESTING  PHYSICIAN. 
THIS  SERVICE  IS  WITHOUT  CHARGE. 

ADDRESS  INQUIRIES  TO  THE 

MEDICAL  LIBRARIAN 
MAINE  MEDICAL  CENTER 
PORTLAND,  MAINE  04102 

IT  IS  HOPED  THAT  YOU  WILL  FIND  THIS  A USEFUL  SERVICE. 

LIBRARY  COMMITTEE 


MAINE  MEDICAL  CENTER 
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Dean  H.  Fisher,  M.D. 

COMMISSIONER 


State  Of  Maine 

Department  of  Health  and  Welfare 


Maine’s  Experience  With  a State^Operated 
Personnel  Monitoring  Program  for  Radiation  Workers 

J.  W.  Fuller* 


In  a 10-year  program  of  monitoring  exposures  of  radiation  workers,  Maine's  Department  of  Health  and  Welfare 
found  increasing  acceptance  of  its  free  film  badge  services.  Results  of  findings  are  outlined.  Review  of  film  badge 

exposure  records  during  examination  of  over  5,000  film  badges  in  1965  indicated  that  exposure  of  the  great 
majority  of  individuals  was  relatively  low.  Periodic  radiological  health  surveys  of  installations  using  indepen- 
dent film  badge  services  indicated  that  no  exposures  to  individual  workers  exceeded  100  milliroentgens  per  week. 


Maine’s  Department  of  Health  and  Welfare  has  oper- 
ated a statewide  film  badge  program  for  personnel 
monitoring  of  radiation  workers  since  1956.  Although 
the  State  of  Illinois  in  recent  years  has  had  a central  file 
on  radiation  exposures  among  radiation  workers,  and 
some  States  have  provided  film  badges  on  a limited  scale 
during  certain  phases  of  their  radiological  health  pro- 
grams, Maine  is  the  only  State,  so  far  as  is  known,  that 
provides  the  fihn  badges  as  well  as  a central  file  of  the 
exposure  findings  on  a continuing  basis.’ 

Maine,  whose  current  population  is  approximately 
one  million,  initiated  this  program  for  the  following 
reasons : 

1.  Only  one  hospital  and  one  industrial  firm  utilized 
j personnel  monitoring  for  radiation  workers  in  1954. 
j 2.  Preliminary  surveys  had  revealed  several  examples 
: of  inadequate  shielding  and  poor  operating  procedures 
j among  radiation  users  in  the  State. 

I 3.  Some  dentists  and  veterinarians  showed  evidence 
j of  radiation  injuries.  It  was  felt  that  many  other  radia- 
j tion  personnel  may  have  been  overexposed  to  radia- 
I tion  as  well,  although  signs  of  injury  were  not  overt, 
i 4.  It  was  believed  that  a film  badge  service  would 
! provide  a record  of  radiation  exposures  which  would  be 
i useful  in  workmen's  compensation  cases  where  claims 
,1  of  radiation  injury  might  be  contested. 

*Chief  of  the  Occupational  and  Radiological  Health  Sections, 
! Division  of  Sanitary  Engineering. 

' ’Additional  information  about  the  State’s  film  badge  program, 
or  other  aspects  of  the  radiological  health  program,  is  avail- 
able by  writing  to  the  Department  of  Health  and  Welfare, 
‘ Division  of  Sanitary  Engineering,  State  House,  Augusta, 
Maine  04330. 


5.  It  was  believed  that  a film  badge  service  would 
develop  an  awareness  of  the  potential  hazards  of  radia- 
tion, would  promote  interest  in  radiation  protection  for 
both  X-ray  personnel  and  patients,  and  would  make  the 
introduction  of  State  rules  and  regulations  pertaining  to 
radiation  a much  easier  step. 

As  the  availability  of  this  service  became  known,  the 
use  of  the  State’s  film  badges  by  various  radiation  instal- 
lations in  Maine  gradually  increased  from  a total  of 
2,280  film  badges  per  year  in  1956  to  5,086  in  1965. 
Louring  fiscal  year  1965,  580  individuals  representing 
about  75%  of  the  workers  in  Maine  occupationally 
exposed  to  ionizing  radiation  (other  than  dentists,  den- 
tal assistants,  and  dental  hygienists ) , took  advantage  of 
the  State’s  film  badge  program.  Of  these  580  people,  100 
were  part-time  users  and  409  were  full-time  users  who 
wore  the  badges  either  for  2-  or  4-week  periods,  depend- 
ing on  their  workload,  and  171  were  doctors  or  dentists 
who  wore  the  film  badges  for  short  periods  to  evaluate 
tlie  radiation  hazard  in  their  offices. 

In  recent  months,  the  system  has  included  405  phy- 
sicians ( M.  D.’s  and  osteopaths ) , x-ray  technicians  and 
nurses  employed  in  radiation  work  in  hospitals;  16  den- 
tists, dental  assistants,  and  dental  hygienists;  18  physi- 
cians and  technicians  using  x-ray  equipment  in  clinics 
and  offices;  a few  other  x-ray  workers;  and  141  isotope 
users.  About  24%  of  the  workers  monitored  in  the 
program  u.se  radioactive  materials  licensed  by  the  U.  S. 
Atomic  Energy  Commission. 

Stainless-steel  film  badge  holders  were  purchased  ini- 
tially for  use  for  this  program.  They  were  soon  found  to 
be  unsuitable  by  nurses  and  female  x-ray  technicians  be- 
cause of  their  weight  and  bulk.  Plastic  film  badge  holders 
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Taulk  I 


Average  eilm 

BAIXIE  READING  PER 

PERSON 

Year 

Number 
of  users 

Average 
readiug  ' 

( mR  / month) 

1956-1957 

131 

18 

1957-195S 

145 

35 

1958-1959 

158 

19 

1959-1960 

167 

50 

1960-1961 

200 

33 

1961-1962 

230 

9 

1962-196,5 

241 

10 

1963-1964 

258 

21 

1964-1965 

306 

20 

^Sensitivity  is  approximately  1 mR. 


were  subsequently  purchased  and  used  in  the  non-indus- 
trial radiation  settings.  However,  the  stainless-steel  film 
badge  holders  are  still  used  by  the  workers  in  industrial 
radiation  installations.  Each  batch  of  2,000  films  pur- 
chased three  times  a year  is  calibrated  by  using  as  NBS 
certified  radium  needle  for  gamma  radiation,  a slug  of 
natural  uranium  for  beta  radiation,  and  an  x-ray  machine 
with  2.5  mm  of  aluminum  operated  at  75  kVp  for  x-ray, 
as  the  majority  of  our  film  badge  users  are  operating 
their  eqtiipment  in  the  75  kVp  range. 

Ordinarily  the  film  badges  are  worn  for  periods  of  2 
weeks  by  groups  with  heavy  workloads,  and  monthly  by 
all  others.  The  State  pays  postage  for  the  film  badges  sent 
to  the  users  and  the  users  pay  postage  for  the  exposed 
film  badges  returned  to  the  State.  When  the  film  badges 
have  been  processed,  the  Department  of  Health  and  Wel- 
fare institutes  a follow-up  of  any  unusual  exposure. 

A copy  of  the  report  is  returned  to  the  users;  however, 
the  original  report  of  the  badge  reading  and  the  film 
badge  itself  are  maintained  in  permanent  files  in  the 
Department  of  Health  and  Welfare.  It  was  observed 
that  there  was  insignificant  fading  of  the  image  on  the 
majority  of  the  film  badges  over  the  10-year  period. 
Table  1 gives  the  average  occupational  radiation  expo- 
sures for  each  year  calculated  for  the  monitored  radiation 
personnel,  assuming  that  all  such  persons  have  worn 
their  badges  6 months  or  more  each  year  of  the  exposure- 
period. 

It  should  be  taken  into  consideration  that  the  workload 
of  most  hospitals  has  increased  in  the  last  few  years; 
therefore,  the  reduction  in  exposure  rate  received  was 
not  as  clearly  shown  by  Table  1 as  if  the  workload  had 
been  constant.  Where  individual  hospitals  replaced  their 
old  buildings  and  installed  properly  shielded  x-ray  equip- 
ment, the  reduction  was  greater. 

Somewhat  higher  exposures  have  occurred  among 
x-ray  personnel  employed  in  some  of  the  large,  old  hos- 
pitals in  the  State.  It  is  felt  that  these  slightly  higher 
exposures  are  due  to  the  relatively  heavy  x-ray  workloads 
that  have  been  imposed  on  obsolescent  equipment  and 
facilities,  and  that  the  situation  will  be  improved  as  mod- 
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Take  five... 


Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 


AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  465 14 
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Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  40i67 


NINETEEN  HUNDRED  AND  SIXTY-SEVEN— JULY 


...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing ICTOTEST"  Reagent  Tablets,  the  30-sec- 
ond  determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 

AMES  COMPANY 

Division  Miles  Laboratories,  Inc.  “ 

Elkhart,  Indiana  46514  Am6S 

Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  «oi67 
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Table  2 


Distribution  of  badge  readings  for  fiscal  year  1965 

mR  /week 

Number  of 
Film  Badges 

<2 

3,127 

2-  24 

1,688 

25-  49 

161 

50-  74 

41 

75-  99 

24 

100-199 

23 

200-299 

16 

300-399 

1 

400-499 

2 

500-599 

2 

> 2,000 

1 

Total 

5,086 

ern  hospitals  are  built  to  replace  the  old  ones.  Generally 
smaller  radiation  exposures  have  been  found  among 
dentists,  dental  assistants,  and  dental  hygienists;  industrial 
radiographers  doing  cabinet  radiography;  hospital  and 
research  laboratory  workers  using  AEC-licensed  nuclides; 
and  x-ray  personnel  employed  in  small  hospitals  where 
the  x-ray  workload  has  been  light. 

Under  the  State-operated  program,  5,086  badges 
were  processed  during  fiscal  year  1965,  34  of  which 
gave  indications  of  greater  than  100  mR  week,  the 
short-term  limit  on  radiation  exposure  used  for  program 
purposes.  No  individual,  however,  had  an  indicated  ex- 
posure in  excess  of  5 R for  the  year.  Table  2 shows  the 
distribution  of  badge  readings.  Followup  of  the  indicated 
overexposure  cases  usually  revealed  that  good  practices 
had  been  breached,  such  as  a technician  holding  a subject 
during  radiography.  In  some  cases,  there  were  reasons 
to  believe  the  film  badge  had  been  carelessly  exposed 
by  leaving  it,  improperly,  near  a radiation  source. 

A relatively  small  number  of  radiation  installations 
in  Maine  utilize  film  badge  services  other  than  the  ser- 
vice available  from  the  State.  These  installations  are  not 
required  to  report  the  film  badge  findings.  However, 
each  user  must  maintain  records  of  the  findings  of  his 
film  badge  program,  and  these  records  are  reviewed  by 
State  personnel  during  periodic  radiological  health  sur- 
veys. No  instance  of  exposures  of  more  than  100 
mR  week  to  ionizing  radiation  has  come  to  light  through 
this  record  system. 

There  are  many  individual  users  of  x-ray  equipment 
in  Maine  who  are  not  monitored  on  a regular  basis  for 
radiation  exposures.  These  include  about  610  dentists 
and  dental  technicians,  about  325  individuals  (physicians, 
technicians,  and  others),  such  as  those  working  in  25 
small  hospitals  and  private  medical  offices  where  x-rays 
are  used  only  occasionally,  and  82  persons  who  work 
around  thickness  gauges  in  which  AFC-controlled  nu- 
clides are  used.  Over  the  10-year  period,  69  dentists  and 
Continued  on  Page  166 
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County  Society  Notes 

ANDROSCOGGIN 

The  meeting  of  the  Androscoggin  County  Medical  Associa- 
tion was  held  at  St.  Mary's  General  Hospital  in  Lewiston,  : 
Maine  on  April  20,  1967.  The  meeting  was  called  to  order  j 
by  the  President,  Daniel  R.  Shields,  M.D.  with  twenty-one  1 
members  present.  • 

Thomas  F.  Shields,  M.D.  proposed  that  the  Society  adopt  I 
a standard  insurance  form  for  physicians’  claims.  It  was  sug-  \ 
gested  that  the  Secretary  of  the  Society  investigate  the  possi-  • 
bilities  of  utilizing  the  National  Health  Insurance  claim  form.  ■ 
A brief  report  on  the  Interim  Meeting  of  the  Maine  Med-  ; 
ical  Association  was  given  by  Joseph  J.  Rando,  M.D.  The  ' 
speakers  of  the  evening  were  Mr.  Oscar  Webb  of  Boothbay  ' 
and  Mr.  George  Pierce  of  the  Depositors  Trust  Company.  Mr. 
Webb  outlined  the  liberalized  features  of  the  Keough  Bill 
(HR  10 j,  and  the  tax  advantages  it  offered  to  physicians.  Mr. 
Pierce  outlined  the  functions  of  the  bank  as  trustee.  He  strong- 
ly urged  all  physicians  to  take  advantage  of  the  tax  benefits 
or  (HR  10).  A question  and  answer  period  followed. 

Joseph  J.  Rando,  M.D.,  Secretary  pro  tern 


WASHINGTON 

The  Washington  County  Medical  Society  held  regular 
monthly  meetings  on  April  24  and  May  29,  1967  at  the  Den- 
nys River  Inn  in  Dennysville,  Maine. 

There  was  considerable  discussion  on  the  Maternal  and 
Infant  Care  Program. 

Dentists  were  present  at  the  May  29  meeting  and  it  is 
planned  to  invite  dentists  to  the  next  meeting  on  June  26. 
Dentists  are  making  more  use  of  the  local  hospitals  and  we 
hope  to  iron  out  some  joint  problems. 

Karl  V.  Larson.  M.D.,  Secretary 

HANCOCK 


Each  tablet  contains: 

Potassium  Iodide 19.3  m^. 

■Aminophylline I3U  mg. 

PllCnotjarijltal,  Caution:  May  be  liabit  forming.  . . IZ  I Ulg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophyllinc-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MLIDRANE  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 10(J  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


A meeting  of  the  Hancock  County  Medical  Society  was  held 
at  the  Brookside  Restaurant  in  Ellsworth,  Maine  on  May  10, 
1967.  Guests  present  were  Dr.  H.  Curtis  Wood,  former  Pres- 
ident of  the  Association  of  Voluntary  Sterilization  and  speaker 
of  the  evening  and  John  H.  Shaw,  M.D.  of  Winter  Harbor, 
Maine. 

Several  notices  of  meetings  of  the  American  Medical  Asso- 
ciation and  Extended  Care  Facilities  meetings  were  announced. 
The  resolution  relative  to  the  Maternal  and  Infant  Care  Pro- 
gram was  discussed  and  revised  for  presentation  to  the  Maine 
Medical  Association  House  of  Delegates  on  June  11.  A pro- 
posed resolution  pertaining  to  the  standards  of  care  for  school 
children  and  preschool  children  was  temporarily  tabled  with- 
out objection  until  the  September  meeting.  A proposal  that 
the  Society  should  go  on  record  as  opposed  to  all  Federal 
subsidies  of  all  types  of  medical  care  was  presented  but  this 
was  not  discussed  in  any  depth. 

It  was  voted  that  Robert  F.  Russell,  M.D.  of  Penobscot  be 
nominated  as  Councilor  for  the  Fifth  District  at  the  annual 
meeting  of  the  Maine  Medical  Association  House  of  Delegates. 

Dr.  H.  Curtis  Wood  spoke  to  the  Society  on  the  problems 
and  concepts  of  voluntary  sterilization,  the  pitfalls  that  doctors 
and  hospital  administrations  encounter,  and  suggestions  as  to 
how  these  problems  and  difficulties  can  be  better  handled  so 
that  voluntary  sterilization  may  be  made  readily  available  to 
any  couple  that  desires  it.  A brief  question  and  answer  period 
followed  Dr.  Wood's  presentation. 

Russell  G.  Williamson,  M.D.,  Secretary 


LINCOLN-SAGADAHOC 

The  Lincoln-Sagadahoc  County  Medical  Society  met  at  The 


AMERICAN  CANCER  SOCIETY  - MAINE  DIVISION,  INC. 

Brunswick,  Maine 

Normal  to  Malignant  With  DNA 

PHILADELPHIA,  PA.  — Scientists  at  the  Institute  for  Cancer  Research  have 
traced  the  major  chemical  changes  Incurred  as  a normal  liver  cell  becomes  malignant. 

They  have  found  that  the  cell  genes  undergo  a sort  of  supercharged  chemical 
evasive  action,  possibly  In  a desperate  effort  to  detoxify  cancer-causing  compounds. 

This  was  reported  recently  by  the  American  Cancer  Society  In  an  account  of 
research  by  Dr.  Jakob  A.  Stekol,  Head  of  the  Department  of  Physiological  Chemis- 
try and  Nutrition.  Associated  with  Dr.  Stekol  In  various  phases  of  the  research  were 
Drs.  Takeshi  Utsonomlya  and  Stefan  Bulba. 

The  scientists  worked  with  rats.  They  fed  the  rats  ethlonine,  which  Is  a chem- 
ical very  closely  resembling  methionine,  one  of  the  20  natural  building  blocks  of  pro- 
tein. When  the  rats  eat  enough  ethlonine,  cancers  develop  In  their  livers  and  kill  them. 

By  removing  the  rat  livers  at  Intervals  during  the  course  of  their  ethlonine  diet, 
the  scientists  analyzed  the  chemicals  present.  By  charting  the  changes  against  time, 
they  were  able  to  map  the  chemical  course  to  cancer. 

DNA  was  dramatically  changed  on  the  course  to  cancer.  Genes  are  composed, 
essentially,  of  DNA  (or  deoxyribonucleic  acid).  When  a cell  prepares  to  divide,  the 
DNA  reproduces  In  order  to  provide  a new  set  of  genes  for  the  new  cell.  The  DNA 
also  manufactures  RNA,  which  becomes  the  cell's  protein  factory.  DNA,  by  making 
RNA,  which  In  turn  makes  protein  enzymes  catalyzing  thousands  of  cell  chemical  re- 
actions, thus  controls  the  Inheritable  chemistry  of  the  cell  and  of  the  Individual. 

With  ethlonine  feeding,  the  cell  undergoes  a series  of  major  chemical  changes. 

The  most  prominent  and  permanent  change  takes  place  In  the  genes;  the  DNA  alter- 
nately breaks  down  and  re-forms.  It  almost  seems  as  though  the  genes  were  forming 
and  re-forming  In  an  effort  to  produce  a new  kind  of  RNA,  which  would  produce 
new  kinds  of  protein  enzymes. 

The  DNA,  In  these  desperate  circumstances,  enters  a contorted  chemistry,  or 
series  of  mu+atlons,  from  which  It  can  not  recover.  The  ethlonine  sticks  In  a DNA  ethyl 
group  of  S-adenosyl-ethlonIne  and  gums  up  the  whole  DNA  molecule.  The  gummed- 
up  DNA  can  not  make  new  RNA,  so  the  cell's  production  of  RNA  falls  off  sharply, 
and  protein  synthesis  too  Is  slowed.  The  cancer  cell  has  stepped-up  DNA  activity, 
and  slowed  RNA  and  protein  activity. 

Eth  lonine,  which  has  been  used  for  a couple  of  decades  In  cancer  research,  has 
been  considered  an  artificial  compound.  The  Stekol  group  found  that  It  exists  In  na- 
ture, probably  Including  man.  They  and  others  discovered  It  Is  synthesized  by  bac- 
teria Infesting  the  human  colon.  The  ethlonine  could  go  through  the  colon  wall  and 
Into  the  bloodstream. 


.Ameritan  Cancer  Society  News  Service  Release 
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when  he  just  can’t  sleep 

Tuinal 


One-Half  Sodiunn  Amobarbital  anc' 
One-Half  Sodiunn  Secobarbitaj  ^ 
supplied  in  1%,  and  3-grain  Pulvuleil 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
j asleep  all  night. 

: Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
^ately  long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

^ Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

tVarning;  May  be  habit-forming. 

.Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
Itients  with  decreased  liver  function,  since  prolongation 
:of  effect  may  occur. 


tions  occur  in  some  patients,  especially  in  those  with  ' 
asthma,  urticaria,  or  angioneurotic  edema.  | 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation),  ’ 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage:  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di-  | 
alysis  may  speed  removal  of  barbiturates  from  body  i 
fluids.  I 

^ Dosage:  50-200  mg.  (^4-3  grains)  at  bedtime. 

[031767] 


Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


700955 


Maine  Heart  Association  Notes 

116  State  Street,  Augusta,  Maine 


Recurrent  Pulmonary  Embolism  and  (’or  Pulmonale 

Considcraljle  progress  has  been  made  ...  In  the  understanding  ol 
ihromlroeinbolit  disease  and  also  in  the  ability  to  diagnose  acute  ])id- 
monary  einbolisin.  . . . d’bese  adxanees  are  paralleled  by  a . . . broader 
aj)pre(  ialion  ol  the  tonnnon  oeeurrente  ol  j:>tdnionary  endjolisni.  (ireat- 
er  atlenlion  is  presently  being  direc  ted  toward  the  IrecpienL  oeeurrenee 
ol  (bronit  embolization  and  its  secpielae.  chronic  hypertension  and  cor 
pulmonale. 

.Mtbougb  acute  pulmonary  embolism  has  become  ^vell  known  as  a 
common  disease,  recurrent  jtulmonary  embolism  and  endrolie  chronic 
jtidmonary  hypertension  are  also  being  recognized  as  Irecpieni  oeettr- 
rences.  Reetirrent  ej^isodes  . . . are  not  cpnle  so  silent  il  one  learns  to 
interjiiet  correctly  ptdmonary  ecents  accompanied  by  chest  pain,  dysj:)- 
nea  and  hemoptysis,  if  the  signibcanee  of  episodicall)  increasing  exer- 
tional dyspnea  in  the  absence  ol  eongestice  heart  lailure  is  understood 
and  il  more  attention  is  paid  to  small  pleural  elltisions  and  radiologieal- 
ly.  Heeling  infarcts  are  not  misinterjireted  as  jtnetimonias. 

rbromboj)blebitis  occurs  often  after  injuries  to  the  lower  extremi- 
ties, . . . after  ebildbirtb  or  forced  bed  rest  for  any  cause,  even  in  young, 
otbertvise  healthy  jjcrsons,  and  ibis  may  be  the  onset  of  tbromboendjolic 
disease  with  fatal  ptdmonary  hypertension  years  later. 

...  In  c hronic  embolic  jjtdmonary  byjjertension  and  cor  jrtdmonale 
. . . the  diagnosis  can  usually  be  made  . . . by  history,  clinical  examina- 
t ion  and  plain  Idms. 

SiibiniUcd  l)v  pKol)  It.  Dana.  .Maine  I lean  ,\s.sociation. 

Rclcicncc  — Heist  liner,  F.  C,.,  Xev\'  Fngl.ind  |oninal  of  Mcditine,  \'olnrne  27(i,  I’ages  1213-1220, 
1907. 
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Ledges  in  Wiscasset,  Maine  on  May  16,  1967.  The  meeting 
vsas  called  to  order  by  the  President,  Charles  E.  Burden,  M.D. 

The  guest  speaker,  George  W.  Hallett,  Jr.,  M.D.  of  Port- 
land, was  introduced  by  Dr.  Burden.  Dr.  Hallett  showed  a 
medical  travelogue  of  South  Vietnam. 

George  W.  Bostwick,  M.D.,  Secretary 

KENNEBEC 

A meeting  of  the  Kennebec  County  Medical  Association 
was  held  at  the  Augusta  Country  Club  in  Augusta,  Maine  on 
May  18,  1967.  The  meeting  was  called  to  order  by  the  Presi- 
dent, Robert  L.  Ohler,  M.D. 

Dr.  Jacob  Fine,  Professor  of  Surgery  at  Harvard  Medical 
University,  described  his  tour  of  the  Far  East  as  a Fulbright 
Fellow.  He  visited  medical  facilities  in  Hong  Kong,  Bangkok, 
Hawaii  and  Australia. 

Lucien  F.  Veilleux.  M.D.,  Secretary 


YORK 

Twenty  members  and  guests  attended  a meeting  of  the  York 
! County  Medical  Society  on  June  7,  1967  at  the  Henrietta  D. 
Goodall  Hospital  in  Sanford,  Maine. 

Following  a social  hour  and  dinner  the  meeting  was  called 
to  order  by  the  Secretary.  It  was  voted  to  instruct  our  delegates 
to  support  the  Washington  County  resolution  on  the  Maternal 
and  Infant  Care  Program. 

A committee  consisting  of  Drs.  Carl  E.  Richards,  Paul  S. 
Hill,  Jr.,  Kenneth  E.  Leigh  and  Irvin  Dorfman  was  appointed 
to  meet  with  a committee  of  lawyers  to  arrange  a joint  meeting 
] in  October. 

The  guest  speaker  was  Captain  K.  V.  Kaess  who  gave  a very 
interesting  talk  on  the  Kittery  Naval  Base. 

Charles  W.  Kinghorn.  M.D.,  Secretary 

1 News,  Notes  and 

Announcements 

Department  of  Health  and  Welfare 
Division  of  Maternal  and  Child  Health 
, Including  Services  for  Crippled  Children 
i (By  Appointment  Only) 

^ Orthopedic  Clinics 

I Augusta  — Augusta  General  Hospital 
H 1 :()()  p.m. : Aug.  24 
I Bangor  - St.  Joseph  Hospital 
I 9:00  a.m.  and  1:00  p.m.:  July  27,  Sept.  28 
I Half -day  sessions:  1:00  p.m.:  Aug.  24 
) Fort  Fairfield  — Community  General  Hospital 
9:00  a.m.  and  12:30  p.m.:  Sept.  11 
\ Fort  Kent  — Peoples  Benevolent  Hospital 
> 10:00  a.m.:  Sept.  12 

' Lewiston  - Central  Maine  General  Hospital 
9:00  a.m.:  July  21,  Aug.  18,  Sept.  15 
1 Machias  — Down  East  Community  Hospital 
9 :0()  a.m. : July  28 
i’ Portland  — Maine  Medical  Center 
■ 9:00  a.m.:  Aug.  14,  Sept.  11 
’’resque  Isle  — Arthur  R.  Gould  Memorial  Hospital 
9:00  a.m.  and  12:30  p.m.:  Sept.  13 

Cardiac  Clinics 

. langor  — Eastern  Maine  General  Hospital 
9:00  a.m.:  July  28,  Aug.  11,  25,  Sept.  8,  22 
’ortland  - Maine  Medical  Center 
9:00  a.m.:  Every  Friday  ( holidays  excepted) 


removes  the  mental  blur 


that  clouds  vision 


SOLFOION 

© 

Each  tablet  or  capsule  contains 

PHENOBARBITAL Kj  mg. 

(Warning;  may  be  habit  forming) 

BENSULFOID  ® (.Sec  P D R) i.:')  mg. 

Precaution:  same  as  16  mg.  of  plicnobarbital 


Constriicti ve  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  li\dng. 
Literature  and  clinical  samples  sent  upon  request. 

FEDERAL  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 

.AVAILABLE  

Solfoton  (yellow,  uncoated  tablets 

100s,  500s,  5000s 

Solfoton  Capsnies  (yellow  and  brown) 

100s,  500s,  1000s 

Solfoton  S/a  (sugar-coated  beige  tablets) 

100s,  500s,  4000s 


WM.  P.  P05THRF..S.S  & CO.,  INC. 
RICH.MONO,  VIRGINIA  23217 
Mamifaclurers  of  ethical  pharmaceuticals  since  1856 
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PRESIDENT'S  ADDRESS  — Continued  from  Page  160 


are  members  of  a profession  and  of  a profession  whicli 
placed  everything  secondary  to  this  profession.  To  pre- 
serve this  profession,  we  must  participate  with  careful 


attention  - that  is,  that  our  participation  is  not  with 
the  voice  of  a few  but  with  the  cooperation  and  appro- 
bation of  the  entire  Maine  Medical  Association. 


DEPARTMENT  OF  HEAETH  AND  WELFARE  — Continued  from  Page  163 


107  dental  technicians  have  worn  our  film  badges.  Of 
these,  only  seven  dentists  and  l6  dental  technicians  wore 
the  badges  for  more  than  2-year  periods.  The  majority 
were  worn  for  only  about  6 months;  and  in  all  cases 
the  dose  received  per  week  was  from  less  than  2 mR  to 
15  mR,  with  an  average  of  3 mR  per  week  for  all  badges 
worn.  Periodically  a determination  has  been  made  by 
radiation  inspectors  from  the  Department  of  Health 
and  Welfare  that  the  radiation  level  in  the  positions 
occupied  by  these  radiation  workers  during  their  em- 
ployment is  less  than  25%  of  the  permissible  dose  to 
individuals  in  a controlled  area-  and  continuous  personnel 
monitoring  is  not  considered  to  be  essential.  Should  the 
mode  of  operation  of  the  radiation  installations  change, 
however,  film  badges  are  available  on  request  to  deter- 
mine whether  the  levels  of  radiation  exposure  are  suffi- 
ciently increased  to  warrant  a regular  monitoring 
program.  Many  of  the  25  smaller  hospitals  will  reinstitute 
personnel  monitoring  among  radiation  workers  as  one 
of  the  conditions  of  participation  for  hospitals  under 
the  Medicare  Program.  Personnel  monitoring  is  not  re- 
quired if  there  is  adequate  evidence  that  the  exposures 
will  not  exceed  25%  of  the  permissible  dose  to  individu- 
als in  a controlled  area.'’ 

There  are  about  77  radiation  installations  in  Maine 
using  the  State’s  badge  program.  These  installations  in- 
clude 49  hospitals,  8 dental  offices,  9 medical  clinics  and 
physicians’  offices,  2 veterinarians,  2 industries,  2 col- 
leges, and  1 large  research  laboratory,  as  well  as  4 State 
agencies. 

There  are  about  248  radiation  workers  in  Maine, 
including  approximately  25  students  in  a one-semester 
course  in  a college,  who  use  materials  controlled  by  the 
Atomic  Energy  Commission.  Of  these,  about  141  ( 56%  ) 


- "State  of  Maine  Rules  and  Regulations  Relating  to  Protec- 
tion,” Section  B-10,  page  23,  indicates  a permissible  level  of 
100  mR/week. 

® "State  of  Maine  Rules  and  Regulations  Relating  to  Protec- 
tion,” Section  B-10,  page  23,  indicates  a permissible  level  of 
100  mR/week. 


are  monitored  for  radiation  exposures  on  a regular  basis 
through  the  State’s  film  badge  program. 

By  way  of  comparison,  there  are  about  1,350  radiation 
workers  using  radium  and  the  types  of  x-ray  equipment 
used  in  industry,  educational  institutions,  and  the  practice 
of  medicine,  dentistry,  and  other  forms  of  the  healing 
arts.  Approximately  440  (32%)  are  monitored  by  the 
State’s  program. 

The  radiation  exposures  associated  with  medical  and 
dental  examinations,  when  radiation  workers  are  patients 
under  the  care  of  a practitioner  of  the  healing  arts,  are 
not  assessed  under  this  program. 

Prior  to  the  institution  of  this  program  in  1956,  there 
had  been  several  instances  of  radiation  injuries  among 
dentists  and  veterinarians  in  particular,  such  as  severe 
radiation  injuries  of  the  fingers.  Since  1956  there  has 
been  no  known  instance  of  occupationally  related  radia- 
tion injury  among  the  radiation  workers  in  the  State  of 
Maine.  This  improvement  is  thought  to  be  due  in  part 
to  the  increased  awareness  of  the  hazards  of  ionizing 
radiation  brought  about  by  the  State’s  personnel  monitor- 
ing program. 

The  followup  program  dealing  with  suspiciously  high 
readings  on  the  film  badges  has  uncovered  a few  in- 
stances of  poor  radiation  practice.  One  advantage  of  the 
approach  used  in  Maine  is  that  the  Department  of  Health 
and  Welfare,  through  its  operation  of  the  film  badge 
program,  is  alerted  to  possible  over-exposures  relatively 
soon  after  they  occur.  This  permits  prompt  followup 
and  facilitates  a reconstruction  of  the  circumstances  that 
lead  to  higher-than-usual  badge  reading. 

Averaged  out  for  the  population  of  the  State  of 
Maine,  the  contribution  to  the  genetic  pool  from  occupa- 
tional exposure  among  its  radiation  workers  amounts  to 
somewhat  less  than  1 mR  year.  This  is  to  be  compared 
against  radiation  exposures  amounting  to  about  100 
mR  year  from  natural  background  and  exposures  perhaps 
in  the  range  of  from  50  to  100  mR,  due  to  irradiation 
of  members  of  the  population  incidental  to  the  practices 
of  the  healing  arts  in  the  State. 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1  — a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  Norinyl-l  creates 
cervical  mncus  that  may  he  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 

profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and  | 

promotes  penetration.  ! 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 

opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 

decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 

that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

Cohen.  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6.  196' 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality . . . 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  Norinyl-l 
alters  normal 
endometrial  responses - 
another  possible 
protective  mechanism 

>et  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
ccasional,  rare  case  — and  somehow  a sperm  succeeds  in 
ienetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
ne  additional  action  of  Norinyl-l  may  protect  the  patient 
;om  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
iiakes  endometrial  tissue  unreceptive  to  implantation. 


ijndometrium  of 
mtreated  patient 
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|:mally,  the  endometrium  progresses  through 
proliferative  phase  stimulated  by  estrogen  and  a 
l^'retory  phase  stimulated  by  progesterone. 

ting  the  secretory  phase  the  endometrium  is 
tptive  to  the  fertilized  ovum. 


Endometrium  produced 
by  Norinyl-l  ^ 


If  |[  If  ir 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


[last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 


(norethindrone  Img.  c nnestranol  0.05mg.) 


lower  cost  Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  hm 

become  a well-accepted  principle  of  conservative  medical  practice 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strengti 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percen 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.0! 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  ii 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  a 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  worn® 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meet; 
the  criteria  of  reliability  and  safety.* 

*Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  19G5. 


PRESCRIBING  INFORMATION 

Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaqinam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease,  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric, 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives: 
creased  bromsulphalein  retention  and  othi 
hepatic  function  tests,  coagulation  tests  (i 
crease  in  prothrombin,  factors  VII,  VIII,  IX  on 
X),  thyroid  function  (increase  in  FBI  and  bul  j 
nol  extractable  protein-bound  iodine  and  c J 
crease  in  T3  values),  metapyrone  test,  pregnatj 


diol  determination.  j 

Other  side  effects  reported  to  have  occurtfjl 
in  association  with  use  of  this  drug  are  dir 
ness,  hirsutism,  pains  in  legs,  back,  chest  or 
abdomen,  dysuria,  drowsiness,  vaginal  d j 
charge,  libido  increased  and  decreased,  eri  I 
tions,  hypermenorrhea,  hy  pomenorrlu,| 
increased  appetite,  G.U.  infections,  varico  : 
veins,  abdominal  fullness,  acne,  headad 
nervousness,  allergies,  blurred  vision,  pain  j 
eyes,  and  itching  in  eyes.  For  complete  clinic, 
data,  see  package  insert.  ^ 


Dosage  and  Administration:  1.  One  tablet  || 
Norinyl-1  is  administered  orally  for  20  da  I 
beginning  on  day  5 of  the  menstrual  cyt  ^ 
(Count  day  1 of  the  cycle  as  the  first  day  |- 
menstrual  bleeding.)  Repeat  this  dosage  schji 
ule  for  each  cycle.  2.  If  no  menstrual  perr|j 
occurs  after  a cycle  of  treatment  (20  tablets)  {i 
which  patient  adhered  to  the  schedule,  the  tj 
tient  must  be  instructed  to  resume  taking  t j 
Norinyl-1  tablets  7 days  after  the  previous  j| 
day  course  was  completed.  For  example,  iff  I 
last  pill  of  a previous  cycle  had  been  taken  ij 
a Sunday,  then  a new  cycle  of  treatment  shoij 
begin  on  the  following  Sunday.  3.  In  the  pj 
partum  woman,  it  is  recommended  that  tij 
first  cycle  of  treatment  should  begin  on  dcr 
of  the  first  menstrual  cycle.  However,  Norin; 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 | 

with  mestranol  0.05  mg.) — Dispensers  of  20  ■ ^ 
GO  and  bottles  of  250  tablets. 


30  original  steroid  from 
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chronk 

illness 


B ami  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STUESSCiAPS  capsides,  con- 
taining therapeutic  (piantities  of  vitamins  B and  Ci,  are  formulated  to  meet  the 
increased  metabolic  demands  of  patients  with  phx'siologic  stress.  In  chronic  ill- 
ness, as  with  main'  stress  conditions,  STRESSC’APS  vitamins  are  therap)'. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘‘reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


628-6  — 3614 
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TELEPHONE 
774-8276  FOR 

Insurance  for  Members 

OFFICIALLY  ENDORSED  b,,. 

MAINE  MEDICAL  ASSOCIATION 

DOW  & PINKHAM 

107  EXCHANGE  STREET,  PORTLAND 


BLUE  CROSS  AND  OTHER  INSURANCES  ARE  ACCEPTED 

r 

ANDREW  FERGUS,  M.D. 
Diplomate,  American  Board  of 
Psychiatry 
Chief  of  Staff 

PHILIP  BLINDER,  M.D. 
Psychiatrist 
Sec.  of  Staff 


• Utilizing  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 

The  Utterback  Private  Hospital 

31  Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine 

Beautiful  Grounds,  Large  Rooms  with  Bath.  Mental  Health,  Care  for  the  Aged  and  Convalescent  Care. 

Reasonable  Rates 
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Your  name 
on  the  dotted  line 
can  mean  so  much 
to  your  patients 

And  to  you . . 


The  Tubex®  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectahles  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


i 

I 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 


Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 
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BLUE  SHIELD  REPORT  to  DOCTORS 


REPORT#  4 
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Ettecti\e  June  15,  AUS  has  lil)eiali/ecl  its  diagnostic  office 
benefit  program  on  the  foflowing  ser\ices: 

X-iav  evamiiiatioiis  (otlier  iliaii  of  tcetli) 

l-’leclrocaKliogianis  (cliargcs  up  lo  512.50  per  day) 

Electroencephalograms 

Basal  metabolism  tests 

I’rotein  Boimd  iodine  tests 

Radioacti\e  iodine  uptake  tests 

Oathologr  examinations  of  spinal  fluid  or  of  snrgitallv 
removed  tissue 
1-3  tests 

Within  72  Itonrs  of  an  accident  or  refated  within  hO  days  to 
other  covered  .services,  tlie  scheduled  x-ray  benefit  or  tlie 
jihysician's  charge,  wliichever  is  less,  jilns  tlie  cnstoniary  and 
reasonalile  charges  lor  all  other  covered  diagnostic  pro- 
cedtires  lisiecl  aliove  will  be  paid. 

If  tlie  diagnostic  procechires  do  not  cpialify  within  the  pro- 
visions of  the  foregoing  ptiragraph,  a $7.50  dednctilile  eacli 
31  clay  peiiod  will  lie  applicable. 


ASSOCIATED  HOSPITAL  SERVICE  OF  MAINE 
509  FOREST  AVENUE 
PORTLAND,  MAINE  04101 


Recommend 


With  Over  800 
Participating  MDs 
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In  peptic  ulcer... 

antacid 


therapy 

with  a 
new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS- 
FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
halanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  licpiid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewahle  tal)let  or  teasiioonful  (5  ml.) 
of  liquid  contains:  magnesium  liydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  moutli,  or  one  or  two 
teaspoonfuls  of  liquid  to  he  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Will 


A method  so  rapid  and 

■ simple  that  you  just  swab...  ' Vjg^ 

uncap... press... and  discard. 

Results,  read  at  48  to  72  hours,  are  comparable 
in  accuracy  to  those  of  older  standard  intradermal  tests.  The 
self-contained,  disposable  unit  requires  no  refrigeration  and  is 
stable  for  two  years.  Side  effects  are  possible  but  rare:  vesiculation^ 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  use  with 
caution  in  active  tuberculosis.  Available  in  boxes  of  5 and  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 

448-7-4985 


ENDORSED  BY  THE  MAINE  MEDICAL  ASSOCIATION 

For  Its  iVIembers 


MALPRACTICE  INSURANCE 


HARTFORD  INSURANCE  GROUP 

Noyes  & Chapman 

General  Insurance 

465  Congress  St. 

Portland,  Maine 


Serving  Maine  doctors  for  over  90  years 


LAWRENCE  D.  CHAPMAN 


772-2841 


XX 


Index  to  Advertisers 


Tandearir 

oxyphenbutazone 
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Ass<)<  ialc'd  Hospilal  Sc‘i\i<c  of  Maine  . W II 


Hinroiiglis  Welle  onie I n la 

Dow  )<;  I’inkham X\'I 

(.eig\  I’liai  niaceuticals Vla  X\-X\a 

Glenbrook  Laboratories I\' 


Therapeutic  £//ects;  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
m osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 


IDnson,  Wcstrotl  Ik  Dminiiig.  Inc Ill 

l.cdcrlc  Laboratories \'1-X\’  XIX 


Lilly  X Lompain,  Lli  . LX- 1 ,")lf,g.h- l()-lb,c-XXb,t ,d 


McXeil  Laboratories,  liir ^■II 

Noyes  X:  Chapman XIX 


Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 


I’aikc.  Davis  & Company II 

I’ilman-Moorc  XXI 

Will.  1’.  I’oylhicss  X Co 164-K),') 

Robins  Company,  .\.  II \Tb 

Roche  Laboi atoi  ics XXII 


Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 


■Sandoz  I’hai  imueut  icals l,44b.c 

Seaile  X Comjiany,  (7.  D 154d,c 

Sxntcx  Labm atories XLXI I -X II LXI\’ 

The  Stuail  Comjianv X\  III 

I'ttciback  I’licatc-  Ho.spilal X\I 

Wyeth  Laboi atorie.s VIII  IX-X\  la 


IF  ADVERTISED 
IN  THE  JOURNAT 
IT  IS  GOOD 


Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg,  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Geigy 


Tandearir  helps  osteoarthritic 
oxyphenbutazone  jojnts  move  again 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary 


3 out  of  4 osteoarthritics  com- 
pletely  or  markedly  improved 


Sperling,  1 L 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders. 
Applied  Therapeutics  6:117,  1964 

76.9%  of  407  patients 

Watts,  T W , Jr . : T reatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin  Med.  73:65,  1966 

84.6%  of  39  patients 

TA-4919  PC 


Penicillin-Sensitive 
Staphylococci 


Streptococci 


V-CilHn  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus  (Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Ronge 

MIC  (meg. /ml.) 
Median  Range 

MIC  (mcg./ml.) 
Medion  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  Englond  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-qilin  K" 

I\)tassium  Phenoxymethyl  Penicillin 


fSee  next  page  for  prescribing  informatio 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  hi 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  c 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  stud 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shoi 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  l< 
common  with  administration  of  oral  penicillin  than  with  intramuscu 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a sign 
cant  index  of  sensitization.  The  following  hypersensitivity  reactic 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rasf 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  u 
caria,'  and  reactions  resembling  serum  sickness,  including  chills,  fev 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylo 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thrc 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  a 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,0CXD  units)  thr 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infer 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  ir 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  b 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  time; 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  previ 
development  of  rheumatic  fever  and/or  other  serious  complicatio 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histc 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  ur 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tot 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  ■ 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  d 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  mod 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectivi 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giv 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proi 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours ' 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hoi 
for  six  doses  are  recommended.  Refractory  infections  generally  respo 
to  a second  treatment  three  to  four  days  following  completion  oft 
first.  Treatment  of  gonorrhea  with  severe  complications  should  ■ 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with; 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  Ij 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum! 
three  months.  j 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units), | 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  ll| 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  (i 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


'‘When  I couldn't  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc." 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 


NOVnE'LP 


PITMAIM-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CUNICAL  PROFILE 


(chlordiazepoxideHCI) 


Also  available  as 
LIBRITABS^”  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage : Individualize  for  maximum  beneficial  effects.  Ora/  — Adults:  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied : Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  Libritabs^  “-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 

Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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Among  the  adjuncts  to  the  physician’s  skill 


Darvon®  Compound- 65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to  the  medical  profession  upon  request. 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206 

701133 


whatever  their  color, 
shape,  or  size... 

Benadryr  ^ 

(diphenhydrafnine  hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic.  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride, ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  oosc? 


PARKE-DAVIS 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


N THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 
D SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 
AND  3RD  TRIMESTER  THREATENED  ABORTION 

In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor’’  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


IHE  FRANCIS  A.  COUNT  WAV 


IV 


In  peptic  ulcer... 

antacid 


therapy 

a 

new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTAOIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHIOONE— 

TO  OONTROL 
THE  FAOTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENOE. 


■ 111  Mylanta,  aliiniiniini  ami  magnesium  hydroxides  are 
lialanced  to  minimize  tlie  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  nil.) 
of  liquid  contains;  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teasiioonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 
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Division  of  Atlas  Chemical  Industries,  Inc. 
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see 

previous  page 
for  special 
pre-introductory 
sample  offer  for 
New  Drixoral " 

Sustained-Action  Tablets 
brand  of  dexbrompheniramine  maleate 
and  d-isoephedrine  sulfate 

Each  tablet  contains  dexbrompheniramine  maleate  6 mg., 
and  d-isoephedrine  sulfate  120  mg. 

Clinical  considerations:  Contraindications— DRIXORAL  should 
not  be  given  to  children  under  12  years  of  age.  Until  animal 
studies  support  the  safety  of  this  preparation  for  use  during 
gestation,  DRIXORAL  should  not  be  administered  to  preg- 
nant women.  Precauf/ons  — Although  isoephedrine  causes 
practically  no  pressor  effect  in  normotensive  individuals,  it 
should  be  used  with  caution  in  patients  with  hypertension, 
coronary  artery  disease  and  hyperthyroidism.  Dexbromphenir- 
amine maleate  may  cause  infrequent  and  usually  mild  drows- 
iness; should  this  occur,  the  patient  should  not  engage  in 
mechanical  operations  that  require  alertness.  Side  effects  — 

Mild  drowsiness  has  been  observed  in  occasional  patients 
receiving  DRIXORAL.  Although  very  infrequent  complaints 
suggestive  of  sympathomimetic  side  effects  have  been  noted, 
possible  side  effects  of  sympathomimetic  origin  include  anxi- 
ety, tension,  restlessness,  nervousness,  tremor,  weakness, 
insomnia,  headache,  palpitation,  tachycardia,  angina,  eleva- 
tion of  blood  pressure,  sweating,  mydriasis,  anorexia,  nau- 
sea, vomiting,  dizziness,  constipation,  and  dysuria  due  to 
vesical  sphincter  spasm.  For  more  complete  details,  consult 
package  insert  or  Sobering  literature  available  from  your 
Schering  Representative  or  Medical  Services  Department, 

Union,  New  Jersey  07083. 
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There  are  10,300* 
undetected  diabetics  in 

Maine 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 

Why  Wait? 


♦Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514 
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Professionally  posed 


Anxiety  and  tension  stemming  from  organic  illness  may  undermine  your 
patient's  cooperation  and  possibly  retard  success  of  primary  therapy. 

If  his  emotional  symptoms  persist  in  the  face  of  your  counsel  and 
reassurance,  you  may  want  to  consider  adjunctive  use  of  Serax 
(oxazepam).  It  is  indicated  in  anxiety,  tension,  agitation,  irrita- 
bility, and  anxiety  associated  with  depression.  May  be  used  in 
a broad  range  of  patients,  usually  with  considerable  dosage 
flexibility. 

When  prescribing,  carefully  observe  dosage  recommenda- 
tions and  appropriate  precautions,  especially  as  pertain- 
ing to  the  elderly  and  when  complications  could  ensue 
from  a fall  in  blood  pressure.  (See  Wyeth  literature  or 
PDR  as  well  as  "IN  BRIEF"  below.) 

IN  BRIEF. 

Contraindications:  History  of  previous  hypersensitivity  to 
oxazepam.  Oxazepam  is  not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution 
where  complications  could  ensue  from  a fall  in  blood  pressure, 
especially  in  the  elderly.  Withdrawal  symptoms  upon  discon- 
tinuation have  been  noted  in  some  patients  exhibiting  drug 
dependence  through  chronic  overdose.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive,  prolonged  use  in  susceptible  patients 
(alcoholics,  ex-addicts,  etc.)  may  result  in  dependence  or 
habituation.  Reduce  dosage  gradually  after  prolonged 
excessive  dosage  to  avoid  possible  epileptiform  seizures. 
Withdrawal  symptoms  following  abrupt  discontinuance 
are  similar  to  those  seen  with  barbiturates.  Caution 
patients  against  driving  or  operating  machinery  until 
absence  of  drowsiness  or  dizziness  is  ascertained.  Warn 
patients  of  possible  reduction  in  alcohol  tolerance.  Safety 
for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage 
for  6-  to  12-year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare. 
Transient  mild  drowsiness  is  common  initially;  if  persistent, 
reduce  dosage.  Dizziness,  vertigo  and  headache  have  also 
occurred  infrequently;  syncope,  rarely.  Mild  paradoxical 
reactions  (excitement,  stimulation  of  affect)  are  reported  in 
psychiatric  patients.  Minor  diffuse  rashes  (morbilliform, 
urticarial  and  maculopapular)  are  rare.  Nausea,  lethargy] 
edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although 
rare,  leucopenia  and  hepatic  dysfunction  including  jaundice 
have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does 
not  appear  related  to  dose  or  age.  These  side  reactions,  noted 
with  related  compounds,  are  not  yet  reported:  paradoxical 
excitation  with  severe  rage  reactions,  hallucinations,  menstrual 
irregularities,  change  in  EEG  pattern,  blood  dyscrasias  (including 
agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


Serav 

oxazepam) 


Wyeth  Laboratories 
Philadelphia,  Pa. 
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USE  ‘POLYSPORIN’, 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


brand 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  'A  oz.  and  1 oz,  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


POLYSPORDfc 

raiYMYXIN  B'BACITiUCI 

OINTMENT 
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prevent  infection  inj 
Mums,  and  abrasimn^^ 
aid  in  healing.  | 


BLUE  CROSS  AND  OTHER  INSURANCES  ARE  ACCEPTED 


ANDREW  FERGUS,  M.D. 
Diplomate,  American  Board  of 
Psychiatry 
Chief  of  Staff 


PHILIP  BLINDER,  M.D. 
Psychiatrist 
Sec.  of  Staff 


• Utilizing  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 


The  Utter  back  Private  Hospital 

31  Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine 

Beautiful  Grounds,  Large  Rooms  with  Bath.  Mental  Health,  Care  for  the  Aged  and  Convalescent  Care. 

Reasonable  Rates 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis^  and  Peripheral  Vascular  Disorders^ 


Hi 


now ...  specific  therapy  for  night  leg  cramps 

QUIIMAMM 

Prescribing  Information:  Composition:  Each  white,  bev* 
elecJ,  compressed  tablet  contains;  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnoncy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.t  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  CXIMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 
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alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  cai 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  ii 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


3 m 
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Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  (Riboflavin)  10  mg 

Vitamin  B^  (Pyridoxine  HCl)  2 mg 

Vitamin  B^j  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule  \ 
dally,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder'’ 
jars  of  30  and  100;  bottles  of  500.  ! 
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LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Unique  Nitrospan  micro-dialysis  process* 
an  important  dimension -TIME- to  nitroglycerin  therapy 


nitroglycerin  b.i.d 


'[elps  decrease  frequency  and  severity  of  attacks;  often 
tcreases  exercise  tolerance.  Decreases  need  for  sub- 
ingual  nitroglycerin,  increases  patient  confidence, 
iinooth,  continuous  release  independent  of  gastrointes- 
inal  functions  reduces  headache  and  other  side  effects 
iiat  might  result  from  peak  concentrations  of  tablet  or 
Ktermittent-release  preparations. 

jidication  and  Dosage:  For  prophylactic  use  only  in  an- 
iina  pectoris,  1 capsule  every  12  hours.  Precautions:  For 
prophylaxis  only,  not  for  relief  of  acute  anginal  attacks, 
lolerance  to  nitrites  may  develop  on  long-continued  use. 
contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
larly  myocardial  infarction.  Side  Effects:  With  use  of 
itrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


""The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence  of  fluid  is  required. 


^NITROSRAH 

nitroglycenn 


brand  of 


2.5  mg.  in  micro-dialysis  cells 
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Additional  intormation  available  to  physicians  upon  request,  ELI  LILLY  AND  COMPANY,  INDIANAPOLIS.  INDIANA  46206. 
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The  Recognition  of  Renal  Pathology  Through 
Radioisotope  Color  Scanning 

Demitrios  Nikolaidis,  M.D.* 


The  intravencus  pyelcgraphy  is  an  established  and 
very  useful  procedure  in  the  morphologic  analysis  of 
the  urinary  tract.  Hypaque,®  Renografin®  and  other 
Icdinated  cp.ique  media  used  are  known  to  be  excreted 
primarily  as  glomerular  filtrates.  Consequently,  assum- 
ing that  the"e  is  no  gross  glomerular  destruction,  good 
delineation  of  the  collecting  system  is  obtained.  Any 
pathologic  changes  then  within  or  next  to  the  collect- 
ing system  cf  the  kidney  should  distort  it  and  thus 
become  evident  on  the  obtained  IVP. 

The  renal  scan  is  performed  to  evaluate  the  renal 
parenchyma.  The  material  used  is  chlormerodrin  labeled 
with  either  Hg  203  or  Hg  197.  These  substances,  in 
contrast  to  the  opaque  media,  are  extracted  from  the 
plasma  to  be  temporarily  retained  and  then  excreted 
by  the  cells  of  the  proximal  convoluted  tubules.  Renal 
vascular  or  parenchymal  injury  is  reflected  on  the  scan 
since  the  concentration  of  the  chlormerodrin  in  the 
kidneys  depends  on  the  renal  blood  flow  and  the  pres- 
ence of  normal  renal  tubules. 

The  color  scan,  which  this  paper  is  dealing  with,  has 
remarkable  properties  since  it  can  reflect  in  a semi- 
quantitative  manner  the  condition  of  the  tubular  mass. 
Focal  lesions  become  obviously  distinct  as  they  contrast 
sharply  with  the  nearby  normal  parenchyma. 

Methodology 

Without  any  previous  preparation  the  patient  is  given 
100  u.c.  of  Hg  203  or  150  u.c.  of  Hg  197  intravenous- 
ly. The  dose  for  children  and  young  people  is  1.5  u.c./ 
kg  body  weight.  We  prefer  Hg  197  to  Hg  203  for 


*From  the  Department  of  Radiology  and  Nuclear  Medicine, 
Augusta  General  Hospital,  Augusta,  Maine  04330. 


children  and  young  people  in  view  of  the  lower  radia- 
tion to  the  kidneys.  About  one  hour  after  the  injection 
the  scan  is  started  with  the  patient  in  the  prone  position 
and  the  detector  at  about  1 cm.  from  the  skin. 

The  unit  used  in  our  department  is  the  Picker  mag- 
nascanner  111  with  the  3 by  2 inch  crystal  and  with  the 
special  color  attachment.  The  color  calibration  is  adjust- 
ed so  that  the  area  of  maximum  activity  produces  a 
bright  maroon  color  on  the  scan.  Other  factors  such  as 
speed,  dot  factor,  density  and  range  differential  varied 
according  to  the  obtained  count  rates.  The  scanning 
time  is  approximately  forty  minutes. 

Interpretation 

The  photoscan  is  the  picture  in  black  and  white 
obtained  on  a regular  x-ray  film.  Fig.  1 is  that  of  a 
normal  renal  photo  scan.  Note  that  the  kidneys  are 
uniformly  black.  In  cases  of  scattered  parenchymal  dis- 
ease or  renal  vascular  insufficiency  the  kidney  scan  has  a 
spotty  appearance.  On  the  other  hand  a space  occupying 
lesion  will  not  take  up  activity  and  will  appear  as  a 
defect.  With  the  photoscan  we  are  relatively  limited. 
Black  dots  indicate  normal  parenchyma,  few  gradations 
of  gray  where  some  pathology  may  be  and  then  white 
or  nothing  on  the  film  where  there  is  destruction  or 
replacement  of  renal  parenchyma. 

In  contrast  to  this,  the  color  scan  has  eight  colors; 
from  maroon,  red  orange,  yellow,  green,  blue,  violet 
down  to  white.  Every  color  represents  12.5%  difference 
in  the  activity  from  the  one  above  and  the  one  below 
respectively.  Consequently,  the  maroon  indicates  that 
87.8  to  100%  of  the  tubules  at  that  particular  point 
are  present  and  function  properly,  red  color  that  75  to 
87.5%  and  so  on.  Fig.  2 presents  a normal  renal  color 
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Fig,  1.  Normal  renal  photoscan.  The  scan  is  performed  with 
the  patient  prone.  Consequently  the  oval  density  on  the  left 
represents  the  patient's  left  kidney  and  the  one  on  the  right, 
the  right  kidney.  Note  the  uniform  distribution  of  the  radio- 
activity. The  grey  dots  on  the  right  represent  the  background 
fiom  the  liver. 

scan.  Note  the  uniform  maroon  or  reef  center.  At  the 
periphery  of  the  kidney  as  the  parenchyma  becomes 
thinner  the  color  changes  gradually  to  orange,  yellow, 
green  and  so  on.  If  there  is  destruction  or  replacement 
of  the  tubular  mass  it  will  be  shown  on  the  screen  as 
color  other  than  maroon  or  red  depending  on  the  degree 
of  destruction  or  replacement. 

We  have  performed  a large  number  of  renal  scans 
and  become  very  impressed  with  the  information  that 
can  be  obtained  from  the  color  scan.  However,  because 
of  the  obvious  limitations  of  space  we  decided  to  pre- 
sent only  one  case  hoping  to  demonstrate  our  points. 

Case  Report 

An  eighteen-year-old  boy  was  admitted  to  the  hospital  be- 
cause of  left  flank  pain  and  hematuria  after  playing  football. 
The  BUN  and  B.P.  were  normal  and  there  was  no  known 
family  history  of  renal  disease.  On  the  obtained  IVP  there  was 
separation  and  distortion  of  the  calyces  of  the  upper  pole  of 
the  right  kidney  finding  which  was  consistent  with  a space- 
occupying  lesion.  The  calyces  on  the  left  did  not  look  entirely 
normal.  A renal  scan  using  Hg  197  was  performed.  The  photo- 
scan, Fig.  3,  shows  a defect  or  "cold  area"  at  the  upper  pole 
of  the  right  kidney  which  coincided  with  the  finding  on  the 
IVP.  There  was  some  decreased  activity  at  the  upper  pole  of 
the  left  kidney.  However  the  color  scan.  Fig.  4 shows  definite 
pathologic  cases  bilaterally.  An  irregular  distribution  of  variety 
of  colors  is  seen  which  represents  different  degrees  of  destruc- 


Fig. 3.  The  relatively  large  defect  at  the  upper  pole  of  the 
right  kidney  represents  a space  occupying  area.  Note  the 
somewhat  decreased  radioactivity  at  the  upper  pole  of  the 
left  kidney. 


tion,  replacement  or  absence  of  tubular  structures.  On  the 
basis  of  the  color  scan  the  diagnosis  of  polycystic  disease  was 
made.  At  surgery  a large  cyst  was  removed  from  the  right 
kidney  and  biopsy  specimens  of  the  kidney  were  taken  and 
sent  to  the  laboratory.  The  tissue  sections  were  consistent  with 
polycystic  disease. 

Advantages  of  the  Renal  Scan 

The  Renal  Scan  does  not  require  any  special  prepara- 
tions. 

It  is  a simple  and  easy  procedure. 

It  is  free  of  complications  and  has  none  of  the  allergic 
problems  that  may  exist  with  organic  iodides. 

It  can  be  performed  in  patients  in  plaster  cast  and 
very  obese  where  the  inadequate  x-ray  penetration  may 
be  a problem  for  the  intravenous  pyelography. 

The  radiation  to  the  kidneys  is  low.  When  Hg  197  is 
used  the  amount  of  radiation  is  about  equal  to  that 
given  when  a plain  film  of  the  abdomen  is  taken. 

The  color  scan  in  particular  presents  more  objective 
semi-quantitative  data  regarding  the  functional  status 
of  the  kidney  parenchyma.  And  most  important  of  all 
the  color  scan  is  very  easy  to  be  interpreted. 

In  many  cases  the  color  renal  scan,  at  least  in  our 
hands,  was  found  to  be  more  helpful  than  the  photo- 
scan in  the  more  accurate  evaluation  of  renal  pathology. 
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Fig.  2.  Normal  renal  color  scan. 
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Fig.  4.  The  lesion  at  the  upper  pole  of  the  right  kidney  is  obvious.  However,  note  the  Hne  irregular  distribution  of 
colors  throughout  the  kidneys  representing  the  multiple  lesions.  Each  color  corresponds  with  a specific  percentage  of 
functioning  tissue  present  at  a particular  point. 
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Review  of  the  Applications  for  Renal  Scan 

1.  Evaluation  of  renal  lobulation. 

2.  Tumors  or  cysts  especially  those  that  are  not  close 
to  the  collecting  system  to  produce  changes  on  the 
IVP. 

3.  Renal  infarction. 

4.  Renal  trauma. 

5.  Renal  abscesses. 

6.  Hypertention  with  renal  artery  or  parenchymal  dis- 
ease. 

7.  Renal  failure. 

8.  Ectopic  or  displaced  kidneys. 

9.  Diffuse  involvement  like  in  sarcoidosis,  amyloidosis, 
etc. 

10.  In  phenacetin  nephropathy  the  function  of  the  kid- 
ney may  be  severely  affected.  The  extent  of  the 
damage  may  not  be  apparent  on  the  excretory 
urography  and  the  two  examinations  supplement 
one  another. 

1 1.  Indication  for  an  operative  relief  of  an  obstruction. 
The  renal  handling  of  chlormerodrin  and  conse- 
quently the  obtained  pattern  on  the  renal  scan 
could  be  a decisive  factor  to  whether  or  not  an 
operation  is  indicated  and  possibly  predict  the  ex- 
pected degree  of  prompt  renal  tubular  and  vascular 
recovery. 

Related  Recent  Research 

G.  S.  Johnston  and  G.  P.  Murphy'  obtained  serial 
renal  scans  in  animals  after  acute  obstruction  of  the 
ureter  lasting  different  times.  Then  they  repeated  the 
scan  after  relieving  the  obstruction.  They  demonstrated 
a progressive  decline  in  renal  concentration  of  Hg  203. 
In  their  experiments  they  found  that  the  kidney  func- 
tion returns  to  normal  if  the  ureteral  destruction  is 
released  within  3 days.  Prompt  return  of  function  was 
not  seen  after  4 days  of  complete  ureteral  obstruction. 

When  the  ureter  is  occluded  pressure  from  the  filter- 
ing glomerulus  is  transferred  to  the  kidney  tissues  adja- 
cent to  the  renal  pelvis.  This  pressure  may  become 
enough  to  significantly  occlude  renal  blood  flow.  Then 
renal  parenchymal  damage  results  and  soon  this  may 
become  irreversible. 

The  mechanism  then  should  be  that  both  glomerular 
filtration  pressure  build  up  may  impair  the  function  of 
the  proximal  tubule  cell  and  that  the  same  pressure  and 
calyceal  deformity  may  cause  inadequacy  of  the  renal 
circulation. 


Comment 

The  first  report  on  renal  scan  was  published  in  1960.- 
Since  that  time  several  workers  in  this  field  reported  the 
results  of  very  important  experimental  and  clinical 
work  with  the  conventional  renal  photoscan. 

This  paper  however  wishes  to  discuss  and  emphasize, 
for  the  first  time,  the  color  renal  scan  and  its  value  in 
evaluation  of  renal  pathology.  Since  each  color  repre- 
sents a given  percentage  of  concentrated  radioactive 
material  in  any  particular  point  of  the  kidney,  the  inter- 
pretation of  the  color  scan  is  possible  in  a semi-quan- 
titative manner.  Pathologic  changes  become  distinct  as 
they  contrast  sharply  with  the  nearby  normal  tubular 
mass. 

The  color  renal  scan  is  very  easily  interpreted  even 
by  the  least  familiar  with  the  procedure  physicians. 

A review  of  the  indications  for  renal  scanning  is 
made.  The  last  in  our  list,  which  is  very  important,  is 
especially  stressed  in  view  of  the  mentioned  recent 
research. 
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Diphtheria  Outbreak  at  the  State  Hospital, 
Augusta,  Maine  in  1964 

Jose  Castellanos,  M.D.* 


For  almost  60  years  the  Augusta  State  Hospital  was 
free  of  diphtheria.  The  last  known  cases  were  reported 
in  1894.  Prior  to  this  date  this  illness  was  a common 
event  and  it  is  found  in  the  Annual  Report  of  the  year 
189.^  that  14  people,  including  two  employees,  were 
afflicted  wdth  diphtheria;  that  the  two  employees  suc- 
cumbed because  of  this  illness.  The  Annual  Report  for 
the  year  1894  stated  that  11  patients  and  one  attendant 
were  under  observation  for  question  of  diphtheria. 

In  1963  the  Public  Health  Service  reported  432  cases 
of  diphtheria  and  175  carriers  in  the  United  States. 
These  cases  were  primarily  in  the  southern  portion  of 
this  country,  distributed  by  age  in  the  younger  and 
unimmunized  population. 

The  outbreak  at  the  state  hospital  was  unique  not 
only  in  number  of  cases  but  also  in  the  age  distribution 
in  the  adult  population. 

In  this  paper  is  described  what  happened  in  this  in- 
stitution during  the  period  starting  March  23,  1964,  and 
ending  m August  of  the  same  year.  The  results  and  the 
experiences  learned  during  this  outbreak  are  reported. 

In  the  early  months  of  1964  it  was  found  that  many  patients 
and  employees  complained  of  sore  throats.  Clinical  diagnoses 
of  streptococcal  "throats"  were  made  and  several  throat  and 
nose  cultures  sent  to  the  state  laboratory  confirmed  this  diag- 
nosis. It  was  found  that  the  offender  was  Beta  Hemolytic  Strep- 
tococcus in  Group  A;  most  of  these  patients  were  treated  with 
Procaine  Penicillin. 

On  March  24,  1964,  a female  patient,  age  74,  was  referred 
to  the  Medical-Surgical  Service  because  of  fever,  sore  throat 
and  question  of  nuchal  rigidity.  When  the  patient  was  seen  by 
one  of  the  staff  the  patient  appeared  to  be  in  acute  respiratory 
distress;  the  throat  was  red  and  white  membranes  were  present 
on  the  right  tonsil.  The  temperature  was  105°.  Clinical  diagno- 
sis of  diphtheria  was  made  and  the  State  Bacteriological 
Laboratory,  was  contacted  for  advice.  New  samples  from  the 
white  membrane  were  requested.  A Fluorescent  Antibody 
Technique  was  used.  A few  hours  later  we  were  informed 
that  it  was  diphtheria.  While  waiting  for  antitoxin  the  gen- 
eral condition  of  the  patient  deteriorated  rapidly.  Patient’s 
breathing  difficulties  increased;  the  throat  revealed  more  white 
patches  on  both  tonsils  and  the  pharynx.  Since  patient  was 
extremely  cyanotic,  a tracheotomy  was  performed  under  local 
anesthesia.  Following  this  procedure  the  color  of  the  patient 
improved  and  she  breathed  easily  for  a while.  However,  a few' 
hours  later  the  dyspnea  and  cyanosis  increased.  At  this  time  a 
direct  laryngostomy  was  done  under  local  anesthesia  demon- 
strating an  edematous  red  larynx  in  which  the  false  vocal  cords 
were  ulcerated.  In  spite  of  treatment  given  to  this  patient,  she 
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ceased  to  breath  at  7:00  a.m.  on  March  25,  1964.  Attempts 
to  resuscitate  this  patient,  including  external  cardiac  message, 
failed.  (This  patient  did  not  receive  diphtheria  antitoxin.; 
Postmortem  examination  was  done  the  same  day  and  revealed 
that  the  immediate  cause  of  death  was  an  acute  membranous 
tracheal  bronchitis,  "diphtheria,''  bronchopneumonia,  bilateral, 
terminal. 

As  soon  as  the  clinical  diagnosis  of  diphtheria  was  con- 
firmed, by  the  laboratory,  the  hospital  began  to  work  out  a 
plan  to  prevent  the  spread  of  this  disease  to  the  rest  of  the 
hospital  and  the  community.  First  all  the  inmates  and  the 
personnel  of  this  hospital  received  one  cc.  of  combined  Tetanus 
and  Diphtheria  toxoid  (alum  precipitated;  intramuscularly. 

This  measure  was  started  immediately  and  completed  by 
March  3L  1964.  The  w'ard  from  which  these  patients  came 
was  closed  and  placed  in  quarantine.  Throat  cultures  were 
taken  from  all  of  the  attendants,  nurses  and  doctors  who  were 
in  direct  contact  with  those  patients.  A policy  was  established 
and  enforced  in  which  a throat  and  nose  culture  were  man- 
datory in  any  person  who  complained  of  sore  throat.  For  almost 
four  weeks  all  the  cases  reported  were  negative  for  diphtheria. 
Several  cases  which  w-ere  diagnosed  as  "strep  throats"  later 
demonstrated  Beta  Hemolytic  Streptococcus  in  Group  A by 
laboratory  tests  and  they  were  treated  accordingly  with  anti- 
biotics. "Procaine  Penicillin,”  600,000  units,  b.i.d.,  for  ten 
days.  For  a while  there  was  false  confidence  that  there  was 
good  control  and  the  first  case  was  an  isolated  case  of  diph- 
theria. 

On  April  23,  1964,  a young  female  patient  from  another 
W'ard,  who  had  not  had  direct  communication  with  the  closed 
ward,  was  reported  to  have  a severe  sore  throat  w'hich  didn't  j 
respond  to  Penicillin.  At  the  time  this  patient  was  seen,  the  i 
general  condition  of  the  patient  was  poor.  The  patient  com- 
plained of  severe  sore  throat;  temperature  w'as  over  104°  and 
during  the  physical  examination  it  was  found  that  the  patient 
had  white  membranes  in  the  larynx  and  the  pharynx.  Imme- 
diately a culture  was  taken  and  material  for  the  Fluorescent 
Antibody  Technique  was  sent  to  the  state  laboratory.  This 
was  reported  a few  hours  later  as  positive  for  diphtheria.  While 
waiting  for  the  cultures  and  toxigenicity  the  patient  received  1 
Aqueous  Penicillin,  500,000  units  every  four  hours  and  oxygen 
by  means  of  a nasal  catheter;  -80,000  units  of  diphtheria  anti- 
toxin; 40,000  units  given  I.V.  and  40,000  units  given  I.M. 

In  spite  of  this  treatment,  the  general  condition  of  the  patient 
deteriorated  rapidly.  She  appeared  more  cyanotic  and  dyspneic. 

In  view  of  the  breathing  difficulties  a tracheotomy  w'as  per- 
formed under  local  anesthesia.  Unfortunately,  a few  minutes 
later  the  patient  ceased  to  breath.  Resuscitation  procedures 
failed,  and  the  patient  was  pronounced  dead  at  3:25  p.m.  on 
April  23,  1964.  Postmortem  examination  show'ed  that  the 
immediate  cause  of  death  was  an  acute  pharyngeal  tracheal 
bronchitis,  "diphtheria”  and  laryngeal  edema. 

At  this  time  more  intense  isolation  restrictions  w'ere  estab- 
lished and  second  injections  of  diphtheria-tetanus  toxoid  w'ere 
given  to  the  entire  population  of  the  hospital,  including  both 
patients  and  employees. 

On  April  28,  1964,  a third  case  of  diphtheria  w'as  found. 
This  time  the  case  was  that  of  a severely  burned,  middle-aged 
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female  patient  in  whom  the  process  of  passing  an  endotracheal 
tube  by  the  anesthetist,  revealed  a white  membrane  in  the 
larynx.  Direct  culture  of  this  area  was  taken  and  the  material 
sent  to  the  state  laboratory  for  hluorescent  Antibody  Tech- 
nic]ue.  A few  hours  later  it  was  reported  that  this  case  was 
positive  for  diphtheria.  While  waiting  for  the  report  patient  re- 
ceived hi.uh  doses  of  Aqueous  Penicillin  and  as  soon  as  the 
laboratory  results  were  known  patient  was  skin  tested  as  pre- 
liminary procedure  to  receiving  diphtheria  antitoxin,  l.hi- 
fortunately,  skin  and  corneal  tests  demonstrated  that  this  patient 
was  alleruit  to  diphtheria  antitoxin  and  desensitization  was 
be.min.  Twenty-four  hours  were  required  to  ,uive  the  SO, ()()() 
units. 

The  next  day,  on  April  29,  190  i,  a fourth  case  appeared. 
This  was  a 60-year-old  white  female  patient  who  resided  on 
a .ueriatric  ward.  .She  had  been  compslaininc;  of  a sore  throat. 
When  she  was  examined  she  had  a temperature  of  102°; 
breathing'  difficulties  and  cou.uh;  white  membranes  in  the 
pharynx  were  present.  Fluorescent  Antibody  Technique  was 
positive  for  streptococcus  and  diphtheria  oruanisms.  Fater  cul- 
ture and  toxiuenicity  were  reported  as  positive.  This  patient 
leceived  500, ()()()  units  of  Penicillin,  l.M.  every  four  hours  and 
<S0,000  units  of  dipilitheria  antitoxin,  fO,!)!)!)  units  l.V.  and 
1(),000  units  l.i\F  Patient  was  isolated  and  the  ward  was  placed 
in  quarantine.  Durint;  the  month  of  May,  sO  more  cases  were 
reported. 

In  June,  190  t several  clinical  cases  of  diphtheria  were  seen 
lor  the  first  time  on  the  male  service.  The  cases  were  found  on 
the  male  infirmary  which  had  a lar.ue  popmlation  of  elderly 
patients.  These  '2  patients  were  treated  with  Procaine  l\mi- 
cillin,  000,000  units,  b.i.d.,  l.M.  for  a period  of  Tl  days. 
Durinir  this  period  of  time  the  employees  who  were  workim.’ 
with  them  received,  as  a prophylactic  measure.  Penicillin  oral 
tablets,  too, 000  units,  t.i.d.  for  ten  days.  Patients  and  atten- 
dants who  were  alleruic  to  Penicillin  received  Erythromycin'^', 
250  m.u.,  q.i.d.  for  ten  days.  During’  this  period  of  time  several 
routine  nose  and  throat  cultures  were  taken  from  them.  After 
tills  treatment  any  patient  who  was  found  to  have  a positive 
oritanism  by  Fluorescent  Antibody  Technique,  was  isolated 
and  if  the  culture  became  positive  he  was  transferred  to  the 
diphtheria  ward  for  treatment  vcith  Aqueous  Penicillin,  500,000 
units  every  four  hours  or  Firythroniycin,  250  mit.,  q.i.d.  ( if  the 
patient  had  some  allertjic  reaction  to  Penicillin).  No  patient 
received  antitoxin,  since  they  had  all  had  diphtheria-tetanus 
toxoid  previously. 

Durinu  the  month  of  June,  H more  cases  were  admitted  to 
the  diphtheria  wards  and  treated. 

On  June  2",  1901,  Mr.  W.  F.  died  while  on  the  isolation 
unit.  It  was  found  that  the  Fluorescent  Antibody  Technique 
was  positive  but  culture  and  toxi.uenicity  w'ere  reported  later 
as  nettative.  Unfortunately,  permission  for  postmortem  ex- 
amination was  denied  by  the  relatives. 

Durint;  the  month  of  July  one  more  case  was  found  and 
was  treated  accordinijly  in  the  isolation  unit.  Followini;  this 
case  there  were  found  20  more  positive  cultures  by  routine- 
nose  and  throat  examinations,  all  of  them  free  of  symptoms, 
and  they  were  classified  as  carriers.  All  of  these  cases  were 
treated  accordini;ly  with  antibiotics,  but  were  not  admitted  to 
the  isolation  unit.  "These  carriers  were  found  as  the  result  of 
1, ()()()  throat  and  nose  cultures  taken  from  the  'clean'  areas  of 
the  hospital.” 

Durint;  the  month  of  August  no  clinical  cases  were  fouiul 
and  all  nose  and  throat  cultures  taken  during  this  period  of 
time  were  reported  negative  for  diphtheria.  Because  of  this, 
quarantine  was  discontinued  and  this  was  the  end  of  the  out- 
break of  diphtheria.  (Total  of  '’9  cases  and  25  carriers.) 

Treut»2eut  — It  was  decided  in  the  beginning  to  treat  these 
patients  with  antibiotics  and  the  preference  was  given  to 
Aqueous  Penicillin  in  the  amount  of  500, OOO  units  l.M.  every 
four  hours  for  a period  of  two  weeks.  The  patients  who  were 
allergic  to  Penicillin  or  who  developed  reactions  to  Penicillin 


were  (reared  with  Frythroniycin,  2^0  mg.,  q.i.d.  for  two  weeks. 
Die  clinical  cases  received  SO, 000  units  of  diphtheria  anti- 
toxin, if  possible  )0,000  units  l.V.  and  lO, ()()()  units  l.M.  P.i- 
tients  received  Aspirin  for  headaches  ,ind  since  most  of  them 
complained  of  sore  throats  it  was  decided  that  gargles,  using 
one-half  strength  of  Karo  syruii  and  water,  q.i.d.  would  be  of 
some  value  in  relieving  the  dryness  of  the-  mouth  and  throat. 

Thirty-nine  clinical  cases  of  diphtheri.i  were  treated  with 
this  procedure. 

Forty  patients  were  treated  with  A(|ueous  Penicillin,  (lOO,- 
('00  units,  b.i.d.  for  a period  of  1 i days.  If  they  developed  an 
allergic  reaction  or  were  allergic  to  Penicillin,  they  received 
Erythromycin,  250  mg.,  until  the  end  of  the  treatment.  These 
forty  patients  did  not  receive  diphtheria  antitoxin  because  they 
had  had  diphtheria-tetanus  toxoid. 

The  25  patients  who  were  considered  to  be  c.irriers  were 
Heated  only  with  Procaine  Penicillin,  (i00,0(l()  units,  b.i.d.,  l.M 
for  a period  of  1 i days. 

Re\u/t\  (>l  the  trcitlDieiit  — 'Fhe  lirst  sS  cases  treated  vcith 
diphtheria  antitoxin.  Ac]ueous  Penicillin  or  l.rythromycin,  as 
has  been  described  before,  had  satisfactory  results.  The  usual 
complications  in  these  cases,  however,  was  a late  allergic  reac- 
tion which  started  at  the  site  of  the  injection.  Since  half  of 
this  antitoxin  was  given  l.V.  in  the  anticubital  re.gion,  most 
of  the  patients  complained  of  pain  m this  area  when  they 
moved  the  forearm.  The  other  half  of  the  antitoxin  was  given 
1 M.  m the  buttocks,  and  so  most  of  the  patients  complained 
oi  pain  and  preferred  to  lie  in  bed  rather  than  walk  for  a 
period  of  one  or  two  days.  Some  of  these  cases  compilained  of 
severe  headache;  some  of  them  had  breathing  difficulties,  fever 
and  general  malaise.  Many  of  these  reactions  were  severe  and 
they  were  treated  with  corticosteroids,  using  Dexametha.sone. 
The  following  schedule  was  used;  1 mg.  P.( ).  every  eight  hours 
for  two  days;  0.5  m.g.  every  eight  hours  for  two  days;  O.S  mg. 
every  I 2 hours  for  two  days;  O.S  mg.  once  daily  for  three  days. 
Alter  this  the  medication  was  discontinued. 

Problems  reUtteJ  to  laie  jii/Jn/ft  — All  the  suspected  cases  of 
diphtheria  reported  to  the  Medical-Surgical  Service  were 
Screened  by  1 ) Physical  examination;  2 ) Throat  and  nose 
cultures.  This  culture  material  was  sent  to  state  laboratories 
where  the  Fluorescent  Antibody  Techniejue  was  used  to  identify 
diphtheria  and  separate  the  cases  in  which  streptococcus  was 
the  offender.  After  positive  Fluorescent  Antibody  Technique- 
tests  for  diphtheria  cultures,  later  toxigenicit^'  studies  proved 
the  severity  of  this  illness. 

During  the  month  of  May,  at  the  peak  of  the  outbreak,  it 
was  found  that  several  piersons  complained  of  sore  throats  with 
positive  Fluorescent  Antibody  Technique  but  negative  cultures 
and  toxigenicity.  These  positive  repiorts  for  Fluorescent  Anti- 
body Technique  increased  the  work  of  the  medical  teams  since 
these  patients  needed  to  be  isolated  and  treated  while  waiting 
for  the  results  of  the  cultures. 

During  the  month  of  May  and  June,  101  cases  were  posi- 
tive by  the  Fluorescent  Antibody  Technique  tests.  However,  it 
was  found  later  that  59  of  these  reported  cases  had  negative- 
cultures.  Two  negative  cases  by  the  F'luorescent  Antibody  Tech- 
nique later  were  found  positives  by  cultures  and  toxigenicity 
studies.  Therefore,  it  was  decided  to  drop)  completely  thc- 
screening  pirocedure  by  the  Fluorescent  Antibody  Technique 
and  to  use  the  Tinsdale  medium  instead.  This  procedure  was 
more  accurate.  All  remaining  cases  which  were  positive  on  the 
Tinsdale  plates  were  also  positive  on  culture  and  toxigenicity. 

Problems  rcLiteil  to  treatment  - No  failures  were  observed 
in  the  patients,  both  cases  and  carriers,  who  were  treated  with 
Aqueous  Penicillin.  500, ()()()  units,  every  four  hours  for  a 
pseriod  of  14  days. 

Nine  carriers  who  received  Procaine  Penicillin,  OOO.OOO  units, 
b.i.d.  for  1-t  clays,  failed  to  convert  and  they  had  to  be  treated 
with  Acjueous  F-’enicillin  in  the  doses  psreviously  described. 

Relation  of  Streptoioans  to  Diphtheria  - Despite  the  high 
incidence  of  sore  throats  that  preceded  the  outbreak  of  dip'll- 
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thcria  only  six  cases  were  found  where  the  patient  had  a strep 
throat  preceding  diphtheria  episode. 

Criteria  for  Jischarginj^  patients  from  the  isolation  unit  — 
It  was  tlecided  from  the  beginning  that  regardless  of  the 
tieatment  ami  the  time  involved  the  patient  had  to  have  three 
consecutive  negative  nose  and  throat  cultures  taken  at  48  hour 
intervals,  starting  the  first  culture  three  days  after  the  medica- 
tion was  discontinued,  before  he  could  be  discharged  safely. 

Ilou-  the  community  was  protected  - Following  the  dis- 
covery of  the  first  clinical  case  of  diphtheria,  attempts  to  find 
out  how  the  disease  was  introduced  to  the  hospital  and  how 
the  disease  was  transmitted  from  the  first  case  to  the  second 
case  failed  completely.  Review  by  the  Diphtheria  Surveillance 
Unit,  Communicable  Disease  Center,  Atlanta,  Georgia,  was 
unable  to  explain  how'  the  next  cases  were  infected  but  this 
Unit  gave  the  hospital  specific  instructions  to  control  the 
disease. 

From  the  beginning  mass  immunization  with  diphtheria- 
tetanus  toxoid  was  done  on  the  resident  population  of  the 
hospital.  Except  for  the  first  patient  who  did  not  receive  diph- 
theria-tetanus toxoid;  the  patient  who  received  only  one  in- 
jection on  March  30  ( the  second  patient  with  diphtheria ) and 
Seven  patients  who  had  only  two  injections,  the  rest  of  the 
hospital  population  received  three  immunizations.  As  has  been 
said  before,  the  first  was  on  March  30  and  31;  the  second 
on  April  23  and  24  and  the  third  began  on  May  5 and 
ended  on  May  13,  1964. 

From  the  beginning  of  the  outbreak  the  sick  patients  were 
isolated  and  the  rest  of  the  patients  who  were  exposed  to  them 
were  placed  under  separate  quarantine. 

Isolation  and  subisolation  units  were  formed  as  the  number 
of  cases  increased. 

In  March  the  first  case  was  reported.  In  April,  three  cases; 
in  May,  30  cases;  in  June,  44  cases  and  in  July  one  case.  These 
78  cases  ranged  in  age  from  17  to  84.  There  were  1700  pa- 
tients in  the  hospital  on  an  average,  and  during  this  period, 
and  about  100  patients  were  admitted  monthly.  This  hospital 
had  640  employees  at  this  time. 

Any  clinical  case  or  suspicious  case  was  not  permitted  to 
have  visitors. 

Special  attention  was  focused  on  the  detection  of  carriers 
in  the  hospital  personnel.  Three  employees  w'ere  found  to  be 
carriers.  All  of  these  three  stated  that  in  their  childhood  they 
had  diphtheria  and  they  had  been  treated  with  diphtheria  anti- 
toxin. To  avoid  possibility  of  allergic  reaction  to  the  antitoxin 
these  employees  were  treated  only  with  Procaine  Penicillin, 
600,000  units,  b.i.d.,  I.M.  given  here  in  the  hospital.  Since 
these  employees  lived  alone  it  was  no  problem  for  them  to 
remain  alone  while  being  treated. 

Three  other  employees  were  suspected  to  be  carriers  because 
the  Fluorescent  Antibody  Technique  tests  were  positive.  For- 
tunately, cultures  were  reported  negative  in  all  these  three  cases. 

Special  policy  was  established  to  isolate  and  take  cultures 
from  any  patient  who  was  planning  on  leaving  the  hospital. 
Because  of  this  review,  two  carriers  were  found  who  were 
treated  with  Penicillin  and  were  later  discharged  to  the  com- 
munity. 

Summary 

An  outbreak  of  diphtheria  occurred  in  a state  hospital 
from  March  23,  1964,  to  August,  1964.  Seventy-nine 
clinical  cases  of  diphtheria  and  25  carriers  were  found 
during  this  period  of  time.  Attempts  to  find  out  how 
the  disease  was  introduced  to  the  hospital  and  how  the 
disease  was  transmitted  from  the  first  to  the  second  case 
failed  completely  regardless  of  the  efforts  of  an  epi- 
demiologist from  the  Communicable  Disease  Center  of 
Atlanta,  Georgia. 

Thirty-eight  patients  were  treated  with  diphtheria 


antitoxin,  80  000  units  and  Aqueous  Penicillin,  500,000 
units  every  four  hours  for  a period  of  14  days.  From 
this  group  one  (the  second  case j died  a few  hours 
after  diphtheria  antitoxin  was  given.  She  was  consid- 
ered to  have  received  an  inadequate  amount  of  Pen- 
icillin. 

Forty  patients  and  25  carriers  were  treated  with 
Procaine  Penicillin,  Aqueous  Penicillin  and  Erythromy- 
cin without  receiving  tetanus  and  diphtheria  antitoxin 
since  they  already  had  received  three  injections  of  tet- 
anus toxoid.  From  this  group  nine  patients  who  were 
treated  with  Procaine  Penicillin  failed  to  improve  and 
they  needed  a second  treatment  with  Aqueous  Penicillin. 

Except  for  the  two  original  cases  who  died  as  the 
result  of  diphtheria  and  one  patient  who  did  not  have 
diphtheria  but  died  on  the  isolation  unit  a few  hours 
after  his  admission,  the  rest  of  the  patients  recovered. 

It  was  found  best  to  survey  the  hospital  population 
by  taking  nose  and  throat  cultures.  In  the  beginning  nose 
and  throat  cultures  were  sent  to  the  state  laboratory  in 
which  place  Fluorescent  Antibody  Technique  tests  were 
done  and  if  these  tests  were  reported  as  positive,  cultures 
and  toxigenicity  tests  followed. 

In  the  first  27  cases.  Fluorescent  Antibody  Technique 
results  correlated  with  positive  cultures  and  toxigenicity- 
Elowever,  at  the  end  of  May  and  June  101  cases  which 
were  positive  by  the  Fluorescent  Antibody  Technique 
were  followed  by  routine  cultures  and  it  was  found  that 
62  were  positive  and  39  were  negative.  In  view  of  this 
39%  failure  it  was  decided  to  stop  completely  the 
screening  procedure  by  the  Fluorescent  Antibody  Tech- 
nique and  to  use  the  Tinsdale  medium  instead.  All  re- 
maining cases  which  were  positive  in  the  Tinsdale  plate 
were  also  positive  in  culture  and  toxigenicity. 

Thirty-eight  patients  who  were  treated  with  diph- 
theria antitoxin  developed  serious  allergic  reaction  a 
few  days  later  and  they  were  treated  with  costicosteroids. 
All  of  them  recovered  without  the  necessity  of  trache- 
otomies. 

Footnote 

It  is  interesting  to  note  that  this  diphtheria  epidemic 
developed  in  the  Augusta  State  Hospital  immediately 
after  the  formation  for  the  first  time  of  a separate 
Medical  and  Surgical  Service.  Three  weeks  after  the 
official  inception  of  this  service  the  first  diphtheria 
death  occurred. 

This  was  an  acute  and  fulminating  situation  and  one 
that  disrupted  the  fundamental  basis  of  the  hospital 
program  - the  treatment  of  the  psychiatric  patient.  It 
was  very  disturbing  to  patients  and  personnel  alike  and 
particularly  so  to  the  personnel  less  directly  involved  in 
general  patient  care. 

A great  deal  of  tribute  must  be  paid  to  the  hospital 
personnel  involved.  They  were  given  every  possible  sup- 
port and  advice  by  our  State  Bureau  of  Mental  Health 
and  our  State  Bureau  of  Health,  with  their  parent 
Continued  on  Page  184 
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Localized  Nodular  Tenosynovitis  With 
Involvement  of  Bone 

James  C.  Hayes,  M.D.  and  Allan  J.  Stinchfield,  M.D. 


This  case  is  presented  because  it  is  of  some  interest 
as  a problem  in  clinical  and  radiological  diagnosis  and 
because  it  provides  another  example  of  invasion  of  bone 
by  localized  nodular  tenosynovitis.  ( So  called  giant-cell 
tumor  of  tendon  sheath.) 

Case  Report 

Clinical  findings:  When  first  seen  in  December  1966,  the 
patient,  an  18-year-o!d  female,  complained  of  a lump  on  the 
left  fourth  finger  which  she  had  first  noted  about  one  year 
previously.  During  this  time,  she  had  not  noted  much  change 
in  size  and  the  lesion  had  not  been  painful.  Examination 
revealed  a soft  tissue  mass  1.5  x 1.5  x 1 cm.  in  size  just 
proximal  to  the  distal  interphalangeal  joint  on  the  flexor  sur- 
face of  the  left  fourth  finger.  It  was  moderately  tender  to 
heavy  pressure.  It  was  not  fixed  to  the  skin  but  seemed  to  be 
loosely  attached  to  deep  structures  distally.  It  did  not  move 
with  flexion  or  extension  of  the  finger.  There  was  no  discolora- 
tion of  the  overlying  skin  or  any  sign  of  inflammation. 

Three  months  later  the  patient  noted  enlargement  of  the 


mass  and  increasing  tenderness.  Aching  pain  ensued  when  it 
was  touched  and  it  seemed  more  painful  during  bad  weather. 
Again  no  signs  of  inflammation  were  present.  The  tumor  felt 
firm  rather  than  bony,  hard  and  solid  rather  than  cystic. 

On  clinical  grounds,  the  solid  feel  of  the  mass  tended  to  rule 
out  ganglion  cyst  which  is  the  most  common  tumor  in  this 
part  of  the  finger.  Both  firmness  and  lack  of  skin  discoloration 
helped  exclude  hemangioma  as  well.  Solid  tumors  in  this  loca- 
tion are  most  likely  to  be  localized  nodular  tenosynovitis. 

X-ray  examination  was  done  and,  as  shown  in  Eigs.  1 and  2, 
involvement  of  both  bone  and  soft  tissue  were  noted.  This 
raised  the  question  of  a malignant  soft  tissue  tumor  invading 
bone  or  of  a primary  bone  tumor  invading  soft  tissue.  The 
latter  possibility  seemed  unlikely  in  the  absence  of  expansion 
of  the  bony  cortex  and  because  of  the  clean  punched  out 
appearance  of  the  lesion.  When  soft  tissue  lesions  are  con- 
sidered fibrosarcoma  and  liposarcoma  cannot  be  excluded  on 


Fig.  1 


Fig.  2 


Figs.  1 and  2.  There  is  a lobular  soft  tissue  lesion  composed  of  at  least  two  parts  on  the  ventral  and  lateral  aspect  of  the  left 
ring  finger  in  intimate  contact  with  the  ventral  cortex  of  the  middle  phalanx.  The  ventral  cortex  is  dorsally  bowed,  eroded  and 
apparently  yielding  over  the  entire  length  of  the  shaft  to  the  soft  tissue  lesion.  There  is  also  a slight  dorsal  bow  to  a thickened 
dorsal  cortex.  Only  a very  narrow  almost  obliterated  medullary  canal  is  present  in  the  mid  portion  of  the  phalanx.  In  the  ventral 
head  of  the  middle  phalanx  there  is  a break  in  the  cortex. 

IMPRESSION:  The  appearance  is  characteristic  of  an  extrinsic  soft  tissue  lesion  of  long  standing  duration  causing  bone  change  be- 
cause of  pressure  and  contiguity.  The  chronic  change  and  little  change  in  appearance  over  a long  period  of  time  indicates  a 
benign  process. 
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Fig.  i.  Tissue  clefts  on  left  and  upper  right.  Note 
giant  cells  and  hyaline  fibrous  matrix. 


the  basis  of  x-ray  findings  alone  but  would  be  unusual  in  a 
patient  of  this  age.  Liposarcoma  is  rare  in  this  location.  The 
lack  of  focal  radio-opacity  in  the  soft  tissue  compone.nt  helps 
exclude  chondrosarcoma  and  hemangioma.  Granular  cell  myo- 
blastoma, rhabdomyosarcoma  and  leiomyosarcoma  are  other 
soft  tissue  tumors  which  have  been  reported  with  invasion 
of  bone. 

Operation  was  performed  on  April  25th,  1967.  An  incision 
was  made  on  the  radial  side  of  the  finger.  The  digital  nerve 
was  exposed  and  retracted  anteriorly  revealing  a smooth 
slightly  lobulated  encapsulated  mass  1.2  x 1.2  x 0.7  cms.  It 
was  quite  firm  and  had  a yellowish  color.  It  was  not  attached 
to  either  tendon  or  tendon  sheath  but  was  attached  distally  to 
a deeper  structure.  Further  exposure  revealed  that  the  original 
tumor  was  part  of  a U shaped  mass  with  the  other  limit  of  the 
U formed  by  a mass  of  similar  consistency  which  could  be 
easily  shelled-out  from  the  shaft  of  the  phalanx.  A longitudinal 
groove  in  the  bone  remained  after  this  part  of  the  tumor  was 
removed.  The  base  of  the  U was  attached  near  the  distal  end 
of  the  phalanx  and  the  tumor  penetrated  into  the  bone  at  this 
point. 

Pathology:  The  gross  specimen  consisted  of  two  nodular 
pieces  of  firm  tissue  with  smooth  surfaces.  One  was  1.4  cms. 
in  length  and  1.1  cms.  in  greatest  diameter,  the  other  was  1.3 
cms.  long  and  0.5  cms.  in  maximum  width.  Cross  sections 
revealed  a firm  gray  matrix  in  which  many  small  orange-yellow 
ateas  were  seen. 

Microscopically  the  tumor  was  sharply  circumscribed  and 
had  a partial  delicate  fibrous  capsule.  Under  the  scanning  lens. 
It  was  seen  to  have  a partially  lobulated  configuration  with 
some  lobules  separated  partially  by  cleft-like  spaces.  The  pre- 
dominant cell  in  the  tumor  was  of  intermediate  size  with 
faintly  eosinophilic  cytoplasm  and  ill-defined  cell  borders.  The 
cytoplasm  often  showed  fine  vacuolization.  The  nuclei  were 
relatively  large  with  a fine,  open  chromatin  pattern  and  usually 
a single  small  centrally-placed  nucleolus.  Scattered  through  the 
tumor  were  multinucleated  giant  cells  with  nuclei  similar  to 
those  seen  in  the  predominant  cell.  Abundant  fibrous  tissue 
showing  extensive  hyalinization  formed  the  background  in 
which  these  cells  were  found.  Brown  pigment  was  found  in 
small  amounts  at  several  points  within  the  tumor  and  occasion- 
al clusters  of  histiocytes  with  foamy  cytoplasm  were  present.  A 
diagnosis  of  localized  nodular  tenosynovitis  with  invasion  of 
bone  was  made. 


Fig.  4.  Predominant  cells  and  fibrous  matrix. 


Fig.  5.  Giant  cells.  Nuclei  were  not  as  hyperchromatic 
in  most  of  the  giant  cells  seen. 


Comment:  Current  opinion  is  that  this  tumor  is  not 
a true  neoplasm  but  that  it  is  a proliferative  inflamma- 
tory reaction  closely  related  to  pigmented  villonodular 
synovitis,  bursitis  and  tenosynovitis.  The  tissue  clefts 
and  spaces  in  these  tumors  are  thought  to  result  from  a 
coalescence  of  adjacent  proliferating  villous  projections 
which  cohere  to  form  a nodular  mass  as  they  grow.  In 
view  of  the  site  of  origin  and  pathogenesis  of  this  lesion 
the  previously  accepted  designation,  "Giant  cell  tumor 
of  tendon  sheath”  is  being  discarded  because  of  its 
somewhat  misleading  connotations  and  purely  descrip- 
tive nature.  The  incidence  of  bone  invasion  by  this 
lesion  is  low  but  is  sufficiently  frequent  to  make  it  a 
worthwhile  diagnostic  consideration  in  cases  presenting 
with  combined  involvement  of  bone  and  soft  tissue  by  a 
tumorous  growth. 


Dr.  Hayes,  6 E.  Chestnut  St.,  Augusta,  Maine  04330 
Dr.  Stinchfield,  Box  343,  Augusta,  Maine  04330 
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A Community  Work  Study  Program 

Francis  J.  O’Connor,  M.D.* 


It  is  well  to  have  scholarship  and  student  loan  pro- 
grams for  medical  and  nurse  students,  but  it  should  be 
possible  for  any  Maine  youth  from  even  the  lowest 
economic  stratum  to  attain  the  level  of  academic  achieve- 
ment to  be  admitted  to  a medical  school,  nursing  school 
or  paramedical  university  training. 

The  poor  but  bright  Maine  youth  has  always  had  the 
disadvantage  of  not  being  able  to  see  the  way  as  well 
financially  to  achieve  higher  education  as  compared  to 
his  counterpart  in  the  big  city.  Distance  and  the  cost 
of  living  away  from  home  appear  as  insurmountable 
obstacles. 

The  following  description  of  a community  work  study 
program  outlines  the  evolution  of  a university  aide  pro- 
gram applied  to  southern  Kennebec  County  which  pro- 
vides the  opportunity  for  bright  but  needy  youth  to 
help  finance  their  education  with  meaningful  employ- 
ment and  to  serve  their  community  as  well. 

In  August  1964  the  Economic  Opportunity  Act  be- 
came law.  Part  of  Title  I of  this  law  is  entitled  Work 
Study  program  and  is  intended  to  provide  for  the  part- 
time  employment  of  students  in  colleges  and  universities 
who  are  from  low-income  families  and  who  are  in  need 
of  the  earnings  of  such  employment  to  begin  or  con- 
tinue their  education.  The  Federal  Government  provides 
grants  directly  to  colleges  and  universities.  The  univer- 
sity may  provide  a program  for  part-time  employment 
at  the  university  or  in  a community  for  a public  or 
private  nonprofit  organization  when  the  position  is 
obtained  through  on  agreement  (contract)  between  the 
institution  and  such  organization.  In  the  latter  case, 
work  should  be  related  to  the  students’  educational 
objectives. 

The  Work  Study  Program  was  removed  from  the 
Economic  Opportunity  Act  and  placed  under  the 
United  States  Office  of  Education  as  a result  of  the 
Higher  Education  Act  of  1965. 

A committee  of  the  Augusta  Rotary  Club  in  the  fall 
and  winter  of  1964  wanted  to  provide  employment  for 
needy  youth  at  the  high  school  and  college  level  in  the 
development  of  the  Augusta  Nature  Education  Center, 
a conservation  education  project  aimed  at  providing  97 
acres  of  natural  Augusta  to  be  used  for  natural  science, 
conservation  study,  education  and  also  for  the  pure 
pleasure  and  enjoyment  of  all  the  Augusta  region 
citizens. 

As  the  program  evolved  the  efforts  proved  to  be 
more  far  reaching  and  of  over  all  greater  community 


‘Radiologist,  Augusta  General  Hospital  and  Chairman,  Mayor's 
Committee,  Augusta,  Maine  04330 


service  to  Augusta  and  the  entire  surrounding  country- 
side. 

In  the  spring  of  1965  seven  job  descriptions  for  work 
in  the  Augusta-Hallowell  area  were  sent  to  the  Univer- 
sity of  Maine,  Orono.  An  attempt  to  seek  out  needy 
students  who  had  the  academic  ability  but  no  financial 
ability  was  made.  The  University  of  Maine  agreed  de- 
spite overcrowding  to  accept  these  students.  It  was  an 
interesting  experience  to  obtain  names  of  students  in 
the  regional  high  schools  who  satisfied  the  necessary 
criteria.  It  would  seem  to  be  a delightful  opportunity 
to  be  able  to  come  into  the  life  of  a young  high  school 
senior  who  had  no  chance  of  going  on  to  college  because 
tliere  was  not  the  financial  where-with-all  and  present- 
ing a plan  to  such  a student  by  which  he  could  get  his 
education  with  grants  in  aid  from  the  University 
matched  with  Federal  Government  grants  and  in  addi- 
tion the  opportunity  to  be  able  to  have  good  employ- 
ment in  the  community  to  further  help  financially.  The 
chore  was  in  fact  frustrating.  It  became  clear  that  a 
senior  high  school  student  even  with  exceptional  aca- 
demic capability  may  have  never  been  able  to  see 
higher  education  on  his  horizon  especially  if  his  parents 
have  never  described  or  urged  the  need  of  college  as  a 
goal. 

We  were  successful  at  least  in  this  pilot  project  in 
having  five  students  accepted  as  freshmen  at  the  Univer- 
sity of  Maine  and  for  one  student  to  continue  into  his 
junior  year. 

It  was  necessary  to  obtain  from  nonprofit  employers 
14.2  % of  the  salary  to  make  up  the  matching  funds  for 
the  university.  Besides  the  required  10%  cash,  social 
security,  workman’s  compensation  and  liability  insur- 
ance was  also  needed.  In  this  pilot  project  it  was  learned 
that  although  the  concept  of  community  employment 
for  college  students  as  opposed  to  campus  employment 
was  actually  more  practical,  meaningful  and  generally 
more  productive  in  the  summer  both  for  the  student 
and  the  community;  it  was  a great  waste  of  time  to 
teach  many  nonprofit  employers  the  mechanism  of  con- 
tracting with  the  university,  and  taking  care  of  other 
bookkeeping  problems. 

The  simple  solution  lay  in  having  all  job  descriptions 
come  through  the  Augusta-Gardiner  Area  Community 
Council  as  a sponsor  contracting  with  the  University 
cf  Maine  or  any  college  or  university  and  agreeing  to 
pay  the  necessary  matching  funds.  All  the  necessary 
secretarial  work  being  done  by  the  Area  Council  and 
with  assistance  of  such  student  records  etc.,  actually 
taken  care  of  by  a university  student  secretary  working 
in  the  Area  Council  office. 
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A policy  was  adopted  that  any  student  who  was 
eligible  would  not  be  turned  down  however  late  he 
applied  and  no  matter  what  his  college.  Colleges  were 
ea.ntacted,  urged,  persuaded,  and  even  pressured  in  some 
individual  cases  into  accepting  local  students  in  their 
Work  Study  program  thus  allowing  the  student  to  work 
in  liis  own  community  and  to  be  paid  by  the  university 
through  the  Area  Council. 

The  first  students  employed  in  the  community  in  1965 
served  in  recreation,  in  an  art  gallery,  and  as  trainee 
botanists  at  the  Augusta  Nature  Education  Center  a 
Rotary  and  Nature  Club  Community  project. 

In  the  spring  of  1966  it  was  a great  experience  to 
visit  the  campus  of  the  University  of  Maine  to  interview 
students  looking  for  community  summer  work  and 
attempt  to  place  them  in  positions  for  which  they 
seemed  best  suited.  Many  were  actually  not  quite  sure 
that  such  an  opportunity  was  real.  For  many  their  edu- 
cation to  date  was  on  the  basis  of  tremendous  effort 
financially,  usually  with  less  meaningful  employment. 

During  the  summer  of  1966  and  especially  because 
of  the  efforts  of  the  Community  Action  Program  Direc- 
tor, Larry  LaPointe,  there  was  a completely  successful 
community  Work  Study  Program.  There  were  73  univer- 
sity students  from  seven  different  schools  both  in  and 
out  of  the  state.  They  were  employed  in  over  20  differ- 
ent types  of  work  for  20  different  public  or  private 
nonprofit  employers.  They  worked  32,141  hours  and 
earned  $61,027  toward  their  college  expense. 

Only  two  students  proved  to  be  unsatisfactory  to 
their  employers  and  both  resigned  their  positions. 

Inexpensive  housing  was  arranged  by  the  Augusta 
Rotary  Club  and  through  the  generosity  of  Richard 
Shenk  of  the  Augusta  House. 

The  students  were  from  the  University  of  Maine, 
Gorham  State,  Springfield  ( Massachusetts ) , Colby  Col- 
lege, Washington  State  Teachers  College,  Boston  Col- 
lege and  Boston  University. 

The  following  types  of  jobs  were  available  to  the 
students:  Recreation  Assistants,  Dietician  Assistants, 
Highway  Department  Aide,  Tumor  Clinic  Secretary, 
Assistant  Janitorial  Aide,  Nurse  Assistant,  Medical  As- 
sistant, Psychiatric  Aide,  Playground  Supervisor,  Basket- 
ball Coach  Trainees,  Swimming  Supervisor,  Assessor’s 
Assistant,  Nature  Trail  Guides,  Tennis  Instructors,  Art 
Gallery  Secretary,  Assistant  Librarian,  Information  Clerk, 
State  House  Departmental  Aides,  Engineering  Aide. 

These  positions  were  new  jobs  and  did  not  take  work 
from  anyone.  In  fact  these  positions  had  the  effect  of 
opening  job  opportunities  for  other  students  who  may 
have  wanted  work  in  the  region  but  efid  not  satisfy  the 
criteria  of  the  University  Aide  Office. 

The  public  and  private  nonptofit  employers  included: 
the  Augusta  General  Hospital,  Stevens  Training  Center, 
Winthrop  Area  Development,  Winthrop  District  Schools 
( Manchester  and  Readfield ) , the  Augusta  State  Hos- 
pital, Hallowell  Youth  Development,  City  of  Augusta 
Assessors  Office,  the  Augusta  Nature  Club,  City  of  Gar- 


diner, Gardiner  Recreation,  Pittston  Parent  and  Teach- 
ers Club,  Kennebec  Valley  Art  Association,  Augusta 
Chamber  of  Commerce,  Hayford  Heights  Recreation, 
Larmingdale,  Maine,  State  House,  Vocational  Rehabili- 
tation and  the  town  of  Randolph. 

The  Area  Council  was  required  to  provide  in  cash 
$9,030  which  included  the  matching  10%  plus  14.2% 
for  social  security,  workman’s  compensation  and  liability 
insurance.  These  funds  were  received  from  employers 
and  generous  contributors  sponsoring  deserving  needy 
youth  including;  Depositors  Trust  Company,  the  Sam- 
uel & Ester  Lipman  Foundation,  the  Augusta  Saving 
and  Loan  Association,  the  Augusta  Rotary  Club  and  the 
Oblate  Retreat  House  of  Augusta. 

Because  the  student  is  paid  by  the  University  through 
the  Area  Council  and  not  by  the  employing  agency 
there  has  been  very  little  problem  with  wage  scale 
comparison  with  other  workers. 

There  continues  to  be  a need  for  donated  funds  to 
the  project.  It  is  hoped  that  the  many  employers  will  be 
able  to  pay  the  necessary  matching  funds.  After  August 
20,  1967  the  law  indicated  that  Federal  funds  must  be 
matching  25%  by  the  university  and  thus  the  com- 
munity. 

To  date  there  has  been  no  need  for  administrative 
costs  of  this  program  since  the  secretarial  help  and 
bookkeeping  has  been  at  the  Area  Council  office 
through  the  Community  Action  Program.  There  will 
continue  to  be  such  service  during  1967  and  probably 
1968. 

The  Community  Work  Study  program  is  so  meaning- 
ful to  so  many  bright  but  needy  youth  and  to  the 
Community  that  is  served  in  so  many  ways  that  it 
should  continue  indefinitely  as  long  as  matching  Fed- 
eral funds  are  available  and  consideration  should  be 
given  to  its  perpetual  sponsorship  by  the  Area  Council 
probably  insured  by  Community  Chest  aid. 

At  the  time  of  submitting  this  paper  there  are  to  be 
at  least  forty  (40)  university  students  employed  in  the 
greater  Augusta  region.  These  students  are  from  eight 
different  universities. 

There  has  been  a reduction  in  the  available  Federal 
funds  for  this  program  for  this  summer  and  in  some 
instances  funds  are  not  being  made  available  to  enter- 
ing Freshman  which  will  pose  a problem  for  this  level 
this  year. 

Summary 

The  Community  Work  Study  Program  here  described 
is  easily  duplicated  by  any  community.  The  amount  of 
paper  work  is  minimal  requiring  only  job  descriptions 
for  the  universities  as  suggested  in  this  article  and  a 
university  contract  with  a local  sponsoring  agency  such 
as  a Community-Council,  or  directly  with  a hospital. 
Job  descriptions  in  many  different  health  careers  may 
be  submitted.  The  Community  hospital  is  helped  and 
bright  needy  Maine  youths  are  given  employment  re- 
lated to  their  educational  objectives. 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain/'^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pa  in-spasm-cycle...  there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."^ 


'»iethocarbam' 

7 50  mg 


^Heat  “A  very  valuable 
method  of  applying 
heat  at  home  is  a prolonged 
' hot  bath... 


‘Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine. 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol, 500  mg.)  Robaxin  Injectable  ( methocorbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.;  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
LA.:  GP  33:91,  1966.  (3).  Rowe,  M.L:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.; 

Med.  Sc.  14:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42, 1 962.  (7) . Feuer,  S.G.,  el  o/..-  New  York  J.  Med.  62:1 985, 1 962. 


ORobaxirf-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated^’ 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"...without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 


AW 


[ROBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 


NEW  EVIDENCE: 

Pro-Banthine®  (p  ropantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

XAN  IMPORTANT  PROBLEM  in 

managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography^  visually 
confirm  previous  evidence  that 
Pro-Banthine  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthlne  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthlne  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg.  of  Pro-Banthine  intravenously. 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-BanthTne  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1 . Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.t  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 
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Beta-Hemol^lt 
Streptococci 


Penicillin-Sensitive 
Staphylococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph.  Aureus  (Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.} 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxociilin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nofcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  ond  Finlond,  M.:  New  Englond  J.  Med. ,269;  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S.,  ond  Block,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  r ^ 


700867 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  informati 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


T' 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Preco-jtions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  and  . 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of  , 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 

Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less  . 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi-  ' 
cant  index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopopular  eruptions  to  exfoliative  dermatitis;  urti- 
caria; and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  a 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications. 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder- 
ately severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 


For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Refractory  infections  generally  respond 
to  a second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  penicillin  and  monthly  serologic  tests  for  a minimum  of 
three  months. 


How  Supplied;  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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President 

Maine  Medical  Association 
1967  - 1968 


Paul  S.  Hill,  Jr.,  M.D. 


Paul  S.  Hili,,  Jr.,  M.D.  ol  Saco,  Maine  as.sumeJ  hi.s  eludes  as  President  of  the  Maine 
Medical  Association  at  the  l!4lh  Annual  Se.ssion  banquet  on  June  12,  1967.  Dr.  Hill 

.served  as  Councilor  for  the  First  District  from  1963  to  1966,  the  last  year  as  Council 

Chairman  and  as  President-elect  from  1966  to  1967.  He  served  as  a member  of  the  In- 
\estment  Committee  for  many  years  and  as  Chairman  since  1959. 

Dr.  Hill  was  born  in  Saco,  Maine  on  Septemlier  23,  1906,  the  son  of  Dr.  Paul  S. 
and  Catherine  M.  Hill.  He  was  graduated  from  T hornton  Academy  in  1923,  Bow^- 
doin  College  in  1927  and  received  his  medical  degree  from  The  Johns  Hopkins  Med- 
ical School  in  1931.  He  interned  at  the  Johns  Hopkins  Hospital  from  1931  to  1932 

ami  The  New'  York  Hospital-Cornell  Medical  Center  from  1932  to  1933.  Dr.  Hill 

served  in  the  U.S.  Army  Medical  Corps  as  Lt.  Col.  from  1942  to  1946. 

Dr.  Hill  is  a member  of  the  York  County  Medical  Society,  the  Maine  Medical  As- 
.sociation  and  the  American  Medical  Association.  He  is  also  a member  of  the  board  of 
directors  of  the  American  Cancer  Society,  Maine  Division,  Inc.,  a member  of  the 
Maine  Medical  Advi.sory  Committee,  board  mendier  of  the  Sweet.ser-Children’s  Home, 
vice  president,  boartl  of  trustees  of  Thornton  Academy,  director  of  the  York  Insti- 
tute, trustee  of  the  Lucia  Kimball  Deering  Hospital  ETmd  and  has  served  as  chief  of 
staff  at  the  Webber  Hospital  since  1950. 

Dr.  Hill  is  married  to  the  former  Clare  .M.  Matthew.s,  of  Louisville,  Kentucky. 
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Elected  at  the  114th  Annual  Session 
of  the  Maine  Medical  Association 

Rockland,  Maine  June  11,  12,  13,  1967 


President-Elect 

Asa  C.  Adams,  M.D.,  Orono 


Councilor,  Fifth  District 

Robert  F.  Russell,  M.D.,  Penobscot 


Councilor,  Sixth  District 

Linus  J.  Stitham,  M.D.,  Dover-Foxcroft 


Council  Chairman 

Charles  F.  Branch,  M.D.,  Lewiston 


Dr.  Adams 


Dr.  Stitham 


Dr.  Branch 
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^toin  uiE  1 ^^Vot^ljoolz 

1 14ih  Annual  Session  of  the  M.Af.A.  House  of  Delegates 


The  1 14th  annual  session  of  the  M.M.A.  House  of 
Delegates  was  held  at  The  Samoset,  Rockland,  Maine  on 
Sunday,  June  11,  1967  with  an  attendance  of  sixty-one 
delegates  and  alternates  and  twenty-three  guests.  Paul  S. 
Hill,  Jr.,  M.D.,  President-elect  of  the  M.M.A.,  called  to 
order  the  meetings  of  the  House,  which  were  presided 
over  by  Robinson  L.  Bidwell,  M.D.,  Speaker  of  the 
House. 

Election  of  Speaker  and  Vice  Speaker  of  the 
House  of  Delegates  Meetings  to  be  Held  in  1968  - 
Robinson  L.  Bidwell,  M.D.  of  Portland  was  elected 
Speaker  of  the  House  of  Delegates  and  Charles  R.  Glass- 
mire,  M.D.,  Vice  Speaker  of  the  House  of  Delegates. 

Budget  for  1968  - The  proposed  budget  for  fiscal 
year  1968  as  presented  at  the  Interim  Meeting  of  the 
House  of  Delegates  by  John  D.  Denison,  M.D.,  Chairman 
of  the  Budget  Committee,  and  sent  to  each  delegate  and 
alternate  following  the  Interim  Meeting,  was  approved. 

Nominating  Committee  - The  report  of  the  Nom- 
inating Committee,  consisting  of  nominees  for  Standing 
Committees  for  1967-1968,  was  accepted.  This  report  is 
published  elsewhere  in  this  issue  of  The  Journal  of  the 
Maine  Medical  Association. 

Resolution  submitted  by  tbe  Hancock  County 
Medical  Society  - This  resolution,  which  follows,  was 
submitted  to  a Reference  Committee  consisting  of  Drs. 
Carl  E.  Richards,  Chairman,  Linwood  M.  Rowe  and  Mor- 
ris E.  Goldman.  The  recommendation  of  this  reference 
committee  that  the  resolution  be  accepted  was  approved. 

WHEREAS,  the  Maternal  and  Infant  Care  Program 
currently  operating  in  Hancock  and  Washington 
counties  is  ill-conceived,  ill-planned  and  overly  ex- 
pensive; and, 

WHEREAS,  although  the  program  requests  tax 
funds  "to  improve  the  quality,  utilization,  comprehen- 
siveness and  availability  of  medical  and  para-medical 
services  related  to  pregnancy  and  the  pre-  and  post- 
natal infant,”  there  is  no  evidence  to  indicate  that  the 
presently  available  services  are  failing  to  meet  the 
needs  of  the  public;  and, 

WHEREAS,  the  program  interferes  with  the  prac- 
tice of  medicine,  and  the  free  choice  of  physician  and 
hospital  by  the  patient;  and, 

WHEREAS,  the  program  compensates  certain  phy- 
sicians and  certain  hospitals  to  the  exclusion  of  others; 
and, 

WHEREAS,  the  program  fails  to  sufficiently  in- 
tegrate with  and  support  existing  public  and  private 
medical  and  para-medical  services  and  people  affected 
by  the  program;  and. 


WHEREAS,  the  program  was  formulated  and  put 
into  effect  without  continued  consultation  with  the 
physicians,  para-medical  services  and  people  affected 
by  the  program;  and, 

WHEREAS,  the  program  will  lower  physician  in- 
centive and  reduce  the  patient’s  responsibility  for  his 
own  welfare;  and, 

WHEREAS,  the  program  would  risk  decreasing 
the  efficiency  and  increasing  the  cost  of  medical  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  physi- 
cians of  the  Maine  Medical  Association  go  on  record 
as  opposed  to  the  MATERNAL  AND  INFANT 
CARE  PROGRAM  and  suggest  that  the  State  of 
Maine,  Department  of  Health  and  Welfare  discontinue 
the  program  and  return  allocated  funds  to  the  Chil- 
dren’s Bureau,  until  such  time  as  a satisfactory  pro- 
gram is  presented. 

Medical-Legal  Co-operation  Agreement  Between 
Maine  State  Bar  Association  and  Maine  Medical 
Association  - Mr.  John  A.  Platz,  Chairman,  Medical- 
Legal  Affairs  Committee,  Maine  State  Bar  Association, 
explained  in  detail  the  agreement,  copy  of  which  was 
included  in  the  House  of  Delegate's  folder.  Following 
some  discussion,  it  was  voted  to  accept  the  agreement  as 
presented.  It  was  further  voted  that  $250.00  be  granted 
to  the  M.M.A.  members  of  the  Medical-Legal  Co-opera- 
tion Committee  toward  publication  of  the  agreement, 
which  will  be  sent  to  all  members  of  the  Maine  Medical 
Association  and  the  Maine  State  Bar  Association  when 
available.  It  is  understood  that  a like  amount  will  be 
forthcoming  from  the  Maine  State  Bar  Association.  It 
is  further  understood  that  the  Medical-Legal  Co-opera- 
tion Committee  be  empowered  to  modify  this  code  from 
time  to  time,  but  only  within  the  framework  of  the  ob- 
jectives as  they  are  expressed. 

Medical  School  for  Maine  Committee  - Charles  A. 
Hannigan,  M.D.,  Chairman  of  this  committee,  whose 
complete  report  was  in  the  House  of  Delegate’s  folder, 
stated  that  this  committee  feels  the  Medical  School  for 
Maine  Committee  "should  be  continued  to  insure  a con- 
tinuing interest  in  and  desire  for  the  development  of  a 
medical  school  when  it  becomes  feasible.’’  It  was,  how- 
ever, voted  that  this  committee  be  dissolved. 

Special  Committee  on  Sports  Medicine  - Russell 
M.  Lane,  M.D.  of  Orono  proposed  the  appointment  of  a 
special  committee  on  sports  medicine  which  was  ap- 
proved. This  committee  as  appointed  by  Paul  S.  Hill,  Jr., 
M.D.,  President  of  the  M.M.A.,  consists  of  the  following 
members;  Drs.  Russell  M.  Lane,  Chairman,  Law- 
rence Crane,  Clarence  E.  Dore,  John  J.  Pearson,  Daniel 
F.  Hanley,  Niles  L.  Perkins,  Robert  A.  Graves,  James  D. 
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Clement,  Jr.,  Donald  H.  Horsman,  Channing  H.  Wash- 
hum  and  Stephen  A.  Cobb. 

Maine  Medical  Education  Foundation  - It  was 

voted  that  the  contribution  to  the  Maine  Medical  Edu- 
cation Foundation  should  be  continued  as  an  assessment 
as  it  is  at  present. 

Malpractice  Insurance  Coverage  Committee  - 

John  P.  Dow,  M.D.,  Chairman  of  this  committee,  stated 
that  this  is  a new  committee  and  urged  the  delegates  to 
take  back  to  their  county  societies  these  questions:  one, 
have  you  read  your  mal-practice  insurance  policy;  and 
two,  are  you  satisfied  with  the  coverage  that  you  have 
under  this  policy  that  you  are  carrying  and  are  you  sat- 
isfied that  this  coverage  that  you  now  carry  provides  you 
with  a true  professional  liability.  He  would  like  you  to 
read  your  policies,  and  if  you  have  any  questions,  please 
write  to  him  ( 59  Main  Street,  Pittsfield,  Maine  04967  > 
so  that  he  can  bring  your  comments  before  the  commit- 
tee. 

Federal  Legislation  Committee  - The  chairman  of 
this  committee  (also  a new  committee),  Carl  E.  Rich- 
ards, M.D.,  stated  that  it  would  be  to  the  advantage  of 
the  members  of  the  Maine  Medical  Association  to  read 
the  AMA  News  every  week,  and  called  attention  to  a 
recent  issue  on  Federal  Legislation  on  all  levels. 
".  . . study  it  in  case  you  want  to  write  to  Washington 
on  any  one  of  these  particular  items.” 

Regional  Medical  Programs  - Merle  S.  Bacastow, 
M.D.  called  attention  to  the  report  in  the  House  of  Dele- 
gate's folder  and  the  appointment  of  Manu  Chatterjee, 
M.D.  of  Brunswick  as  program  coordinator. 

Election  of  Councilors  - Robert  F.  Russell,  M.D.  of 
Castine  was  elected  Councilor  for  the  Fifth  District 
(Hancock  and  Washington  counties)  and  Linus  J.  Stit- 
ham,  M.D.  of  Dover-Foxcroft  for  the  Sixth  District 
( Aroostook,  Penobscot  and  Piscataquis  counties ) . Both 
of  these  appointments  are  for  a three-year  term,  expiring 
in  1970. 

Annual  Reports  — Reports  were  submitted  prior  to 
the  meeting  by  the  following  and  included  in  the  House 
of  Delegate’s  folder: 

Asa  C.  Adams,  M.D.,  Councilor  and  Council  Chair- 
man; and  Councilors,  Charles  R.  Glassmire,  M.D.,  Charles 
F.  Branch,  M.D.,  Edward  K.  Morse,  M.D.,  John  D.  Deni- 
son, M.D.  and  James  C.  Bates,  M.D. 

Standing  Committees:  Legislative,  Kevin  Hill,  M.D.; 
Public  Relations,  John  R.  Lincoln,  M.D.  and  Rural 
Health,  Sidney  R.  Branson,  M.D. 

Special  Committees:  Diabetes,  Melvin  Bacon,  M.D.; 
Maternal  and  Child  Welfare,  Alice  A.  S.  Whittier,  M.D.; 
Mental  Health,  William  E.  Schumacher,  M.D.;  Conserva- 
tion of  Vision,  Dexter  J.  Clough,  2nd,  M.D.;  To  Conduct 
a Study  of  Maternal  Mortality,  Robert  M.  Knowles,  M.D.; 
Cancer,  Eugene  P.  McManamy,  M.D.;  Maine  Committee 
— AMA-ERF,  Charles  R.  Glassmire,  M.D.;  Rehabilita- 
tion, John  J.  Lorentz,  M.D.;  Medicine  and  Religion, 
Wedgwood  P.  Webber,  M.D.;  Disaster  Medical  Care, 


John  1 . Konecki,  M.D.;  Amy  W.  Pinkham  Fund,  Vir- 
ginia C.  Hamilton,  M.D.;  Liaison  with  Health  Profes- 
sions, George  W.  Bostwick,  M.D.;  Arthritis,  Philip  P. 
Thompson,  Jr.,  M.D.,  Liaison  Activities  Between  the 
Maine  State  Nurses'  As.sociation  and  the  M.M.A.,  Charles 
R.  Glassmire,  M.D.;  Advisory  Committee  to  the  Accident 
Records  System  Study  of  the  Maine  State  Highway  Com- 
mission, John  M.  H.  Barnard,  M.D.;  Advisory  Commit- 
tee to  the  Diabetes  Detection  Program  of  the  Dept,  of 
Health  & Welfare,  Melvin  Bacon,  M.D.;  and  Medical 
School  for  Maine,  Charles  A.  Hannigan,  M.D. 

The  report  of  the  delegate  to  the  Rhode  Island  Med- 
ical Society,  Leonard  G.  Miragliuolo,  M.D.  and  the  re- 
port by  the  Secretary-Treasurer,  Esther  M.  Kennard  were 
also  included  in  the  Delegate’s  folder. 

Reports  were  presented  at  the  meeting  by  the  Execu- 
tive Director,  Daniel  F.  Hanley,  M.D.;  Thomas  A.  Mar- 
tin, M.D.,  Chairman,  Medical  Advisory;  Francis  A. 
Winchenbach,  M.D.,  Chairman,  Health  Insurance;  Paul 
H.  Pfeiffer,  M.D.,  Chairman,  Recruitment,  Aid  and 
Placement;  Kevin  Hill,  M.D.,  Chairman,  Legislative; 
John  F.  Andrews,  M.D.,  member.  Problems  of  Long- 
Term  Patient  Care;  Charles  A.  Hannigan,  M.D.,  Chair- 
man, Medical  School  for  Maine;  Carl  E.  Richards,  M.D., 
Chairman,  Federal  Legislation;  John  P.  Dow,  M.D., 
Chairman,  Malpractice  Insurance  Coverage,  and  Paul  S. 
Hill,  Jr.,  M.D.,  Investment. 

Presentation  of  A.  H.  Robins  Award  - The  Com- 
munity Service  Award  for  1967,  sponsored  by  the  A.  H. 
Robins  Company,  was  presented  to  Johan  Brouwer,  M.D. 
of  Camden  by  George  E.  Sullivan,  M.D.,  M.M.A.  Presi- 
dent. 

Election  of  Speaker  and  Vice  Speaker  of  the 
House  of  Delegates  - It  was  agreed  that  the  election 
of  the  Speaker  and  Vice  Speaker  for  the  ensuing  year  be 
included  in  the  agenda  for  the  Second  Meeting  of  the 
House  of  Delegates,  following  election  of  Councilors. 

Special  Memberships  - The  recommendations  for 
special  memberships  were  approved.  (The  list  of  mem- 
bers recommended  for  special  memberships  was  included 
in  the  Delegate’s  folder. ) 

Guests  — The  guest  list  included  Anthony  M.  Bonan- 
no,  M.D.,  delegate  from  New  Hampshire  Medical  Soci- 
ety; Donald  A.  Nickerson,  M.D.,  delegate  from 
Massachusetts  Medical  Society;  B.  Albert  Ring,  M.D., 
delegate  from  Vermont  State  Medical  Society;  Payson  B. 
Ayres,  M.D.,  delegate  from  Connecticut  State  Medical 
Society;  Thurman  B.  Givan,  M.D.,  delegate  from  Medi- 
cal Society  of  the  State  of  New  York;  Mr.  Maurice  A. 
Kramer,  AMA  Field  Representative;  Mr.  Chris  D.  Hard- 
ing, Assistant  Director,  Health  Insurance  Council;  Mr. 
Richard  F.  Nellson,  Executive  Director,  Associated  Hos- 
pital Service  of  Maine;  Mr.  Henry  Paradis,  Jr.,  A.  H. 
Robins  Company;  Mr.  John  A.  Platz,  Chairman,  Medical- 
Legal  Affairs  Committee,  Maine  State  Bar  Association; 
Mr.  Edward  M.  Donelan  from  AMPAC;  and  M.M.A. 
members,  Drs.  Merle  S.  Bacastow,  Johan  Brouwer,  Thom- 
as A.  Martin,  Niles  L.  Perkins,  Charles  R.  Geer,  Francis 
Continued  on  Page  185 
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Maine  Medical  Association 

STANDING  COMMITTEES  — 19(i7-l%8 


Standing  Committees  for  1967-1968  as  proposed  by  the  Nominating  Committee  and  approved  at 
the  Second  Meeting  of  the  House  of  Delegates  of  the  Maine  Medical  Association  at  Rockland,  Maine, 
June  11,  1967. 


Nominating  Committee 

1st  District -Thomas  Anton,  M.D.,  Biddeford 

2nd  District-'? AVI,  A.  Brinkman,  M.D.,  Farmington 

i^rd  District -G^OKGE  W.  Bostwick,  M.D.  Newcastle 

4th  DA/r;c/- Valentine  J.  Moore,  M.D.,  Waterville 

5th  D/jmcr- Bradley  E.  Brownlow,  M.D.,  Blue  Hill 

6th  District  -<Zhari.es  D.  McEvoy,  Jr.,  M.D.,  Bangor,  Chairman 


Scientific  Committee 

Waldo  A.  Clapp,  M.D.,  215  College  St.,  Lewiston  (1  yr.)  — 
Chairman 

Merle  S.  Bacastow,  M.D.,  22  Bramhall  St.,  Portland  ( 2 yrs.J 
Harold  D.  Cross,  M.D.,  Main  Rd.  & Summer  St.,  Hampden 
Highlands  (3  yrs. ) 

Legislative  Committee 

Kevin  Hill,  M.D.,  33  College  Ave.,  Waterville  (2  yrs.)  — 
Chairman 

George  O.  Chase,  M.D.,  Eastern  Maine  Gen.  Hospital,  Bangor 
(2  yrs.) 

Henry  A.  Brann,  M.D.,  31  Western  Ave.,  Augusta  (1  yr. ; 
Brinton  T.  Darlington,  M.D.,  Doctors  Park,  89  Hospital  St., 
Augusta  ( 3 yrs. ) 

Paul  A.  Fichtner,  M.D.,  781  High  St.,  Bath  (3  yrs.) 

Committee  on  Recruitment,  Aid  & Placement 

Paul  H.  Pfeiffer,  M.D.,  14  Gilman  St.,  Waterville  (2  yrs.)  — 
Chairman 

Stanley  B.  Sylvester,  M.D.,  400  Congress  St.,  Portland  (2  yrs.) 
Samuel  L.  Belknap,  M.D.,  Damariscotta  (1  yr. ) 

Stanley  B.  Covert,  M.D.,  Kingfield  (3  yrs.) 

Ferris  S.  Ray,  M.D.,  Bramhall  St.,  Portland  (3  yrs.) 

Medical  Advisory  Committee 

Thomas  A.  Martin,  M.D.,  157  Pine  St.,  Portland  — Chairman 
Gerald  H.  Donahue,  M.D.,  4 Station  St.,  Presque  Isle 
Philip  L.  Gray,  M.D.,  Blue  Hill 

C.  Harold  Jameson,  M.D.,  Medical  Arts  Bldg.,  Rockland 
George  L.  Maltby,  M.D.,  31  Bramhall  St.,  Portland 
Clement  S.  Dwyer,  M.D.,  205  French  St.,  Bangor 
Allan  J.  Stinchfield,  M.D.,  P.O.  Box  343,  Augusta 

Rural  Health  Committee 

Sidney  R.  Branson,  M.D.,  37  Main  St.,  So.  Windham  (1  yr. ) 
— Chairman 

Bradley  E.  Brownlow,  M.D.,  Blue  Hill  Mem.  Hospital,  Blue 
Hill  (1  yr. ) 

Wallace  H.  Duffy,  M.D.,  100  Main  St.,  Farmington  (2  yrs.) 
Harland  G.  Turner,  M.D.,  Box  38,  Norridgewock  (2  yrs.) 
John  B.  Madigan,  M.D.,  Houlton  (3  yrs.) 

Johan  Brouwer,  M.D.,  5 Beech  St.,  Rockland  (3  yrs.) 


Public  Relations  Committee 

Ernest  W.  Stein,  M.D.,  ^2  Main  St.,  Pittsfield  (2  yrs.)  — 
Chairman 

Donald  H.  Horsman,  M.D.,  50  Goff  St.,  Auburn  ( 1 yr.) 
Thomas  A.  Martin,  M.D.,  15"'  Pine  St.,  Portland  (1  yr.) 
Leopold  A.  Viger,  M.D.,  10  Amherst  St.,  Biddeford  (3  yrs.) 
Winston  G.  Stewart,  M.D.,  194  Main  St.,  Bar  Harbor  (3  yrs.) 

Board  of  Ethics  and  Discipline 

Harry  Brinkman,  M.D.,  47  Perham  St.,  Farmington  (3  yrs.) 

— Chairman 

Earle  M,  Davis,  M.D.,  2 School  St.,  Waterville  (3  yrs.) 

Stephen  A.  Cobb,  M.D.,  34  W'inter  St.,  Sanford  (1  yr.) 

George  J.  Harrison,  M.D.,  Market  Sq.,  Houlton  (1  yr. ) 

Thomas  A.  Martin,  M.D.,  15"^  Pine  St.,  Portland  (2  yrs.) 
Clement  S.  Dwyer,  M.D.,  205  French  St.,  Bangor  (2  yrs.) 

Committee  on  Credentials 

Ralph  A.  Goodwin,  Sr.,  M.D.,  56  Denison  St.,  Auburn  (1  yr.) 

— Chairman 

Donald  P.  Cole,  M.D.,  45  Deering  St.,  Portland  (2  yrs.) 

Allan  Woodcock,  M.D.,  35  Second  St.,  Bangor  (2  yrs.) 

Russell  G.  Williamson,  M.D.,  Blue  Hill  Mem.  Hospital,  Blue 
Hill  ( 3 yrs. ) 

Linus  J.  Stitham,  M.D.,  50  Main  St.,  Dover-Foxcroft  (3  yrs.) 

Health  Insurance  Committee 

Francis  A.  Winchenbach,  M.D.,  910  Washington  St.,  Bath 
(3  yrs.)  — ( Lincoln-Sagadahoc  ) — Chairman 
Charles  W.  Steele,  M.D.,  472  Main  St.,  Lewiston  (2  yrs.)  — 
( Androscoggin) 

Arthur  D.  Pendleton,  M.D.,  3 Green  St.,  Ft.  Fairfield  (2  yrs.) 

— ( Aroostook ) 

Albert  Aranson,  M.D.,  39  Deering  St.,  Portland  (3  yrs.)  — 
( Cumberland  ) 

Gaetano  T.  Fiorica,  M.D.,  12  Church  St.,  Chisholm  (1  yr. ) — 
( Franklin  ) 

Robert  F.  Russell,  M.D.,  Penobscot  (2  yrs.)  — (Hancock) 
Kenneth  W.  Sewall,  M.D.,  2 School  St.,  Waterville  (2  yrs.) 

— (Kennebec) 

Oram  R,  Lawry,  Jr.,  M.D.,  96  Limerock  St.,  Rockland  (2  yrs.) 

— ( Knox ) 


Continued  on  Page  186 
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Dean  H.  Fisher,  M.D 

COMMISSIONER 


State  Of  Maine 

Department  of  Health  and  Welfare 

Services  for  Aging  Reports  to  You! 


Robert  A.  Prates^ 


In  August,  1966,  the  State  of  Maine  moved  to  con- 
cretely deal  in  a focused  manner  with  the  comprehensive 
social  problems  of  senior  citizens  in  the  State.  Within 
the  Department  of  Health  and  Welfare,  Division  of  Fam- 
ily Services,  the  Services  for  Aging  Unit  was  established 
to  concentrate  on  providing  for  the  aged's  needs  by  or- 
ganizing a total  range  of  alternative  and  diverse  programs 
to  complement  the  state’s  existing  Old  Age  Assistance, 
Medical  Assistance,  health,  leisure  time,  and  other  pro- 
grams. While  the  Department  recognized  the  necessity 
of  coordinating  and  expanding  many  of  the  existing  ser- 
vices, and  extending  their  impact  to  reach  every  town 
and  individual;  in  1966-67  the  Unit  undertook  to  enrich 
two  aspects  of  senior  citizens’  life  - income  and  leisure 
time  activities.  The  purpose  of  this  article  is  to  report  to 


‘Services  for  Aging,  Division  of  Family  Services. 

Programs  operating  as  of  July  1,  1967  under 


you  what  the  Services  for  Aging  Unit  is  and  to  seek  your 
comments  and  suggestions  about  certain  matters  relating 
to  senior  citizens. 

The  need  for  recreational  activities  either  through 
clubs,  groups  or  centers,  was  apparent.  A well  docu- 
mented study  by  the  co-operative  extension  service  of 
the  University  of  Maine  of  York  County  in  1963  con- 
cluded: 'The  majority  of  the  respondents  stated  that  they 
had  quite  a bit  of  free  time  and  did  not  have  a group  of 
friends.  Forty-three  percent  did  not  belong  to  any  clubs 
or  organizations.  A large  majority  of  the  respondents  ex- 
pressed an  interest  in  a community  center  and  50%  said 
they  w'ould  use  such  a center.”  The  Unit’s  objective  be- 
came to  develop  recreational  programs  through  drop-in 
centers  or  multi-purpose  activity  centers  w'hich  would 
provide  a place  to  meet  with  old  friends,  to  make  new 
friends,  and  to  bring  together  people  w’ith  various  skills 

Title  III  of  the  1965  Older  Americans  Act 


Count  V 

Androscoggin 

Aroostook 

Cumberland 

Franklin 

Hancock 

Kennebec 

Some rset  • 

Locat ion  of 
Center*; 

Auburn 

Ashland 

Caribou 

Fort  Fairfield 

Houlton 

I s land  Falls 

Portage  Lake 

Presque  Isle  (2) 

-Central  Aroostook 
Act  ion  Program 
-Cits'  Recreation 
Stockholm  Dept. 

Port  land 

NONE 

Mt . Desert 
Island  YMCA 

Augusta 

■^acerville  (2) 
-YMCA 

-Water  Street 
Winslow 

Fair  f iel»| 
•Madison 
Skowhega  ; 

i 

Total  Budget 

$10,6d6. 

$36,721. 

$35,973. 

$6,530. 

$49,174.* 

amounts  in 

Local  Matchiiic 

3,388. 

18,543. 

23,810. 

3,750. 

26,120. 

under  KennJ 

1 

(irant 

5,238. 

18,178. 

12,163. 

2,780. 

23  0S4  Augusta 

County  - 

oruamzat  loi^ 
administeriim 
Program 

Citv  of  Auburn 
Parks  and  Recreation 
•^3  Spring  Street 
Auburn,  Maine 

Central  Aroostook 
Action  Program 
Box  3 

Presque  Isle,  Maine 
04769 

Salvation  Army 
297  Cumberland 
Avenue 

Portland,  Maine 

Hancock  County 
Opportunity 
Council,  Inc. 
Hancock  County 
Courthouse 
Ellsworth,  Maine 

Augusta:  Open  Door 
St.  Mark’s  Church 
9 Summer  Street,  Augusta 
All  Other  Centers: 

Northern  Kennebec  Valley 
Community  Action  Council 
60  Main  St.  Waterville,  Me 

Northern  K 
Valley  Com! 
Action  Couf 

Geographical 

area 

Served 

Peninsula 
East  of  Forest 
Avenue 

Augusta  - Entire  WCBB 

Reception  area 

'Includes  totals  for  Somerset  County 
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and  talents  where  these  skills  could  be  used  to  develop 
interests  in  other  individuals.  It  was  hoped  an  outcome 
of  this  might  be  the  development  of  1)  volunteer  ser- 
vices to  promote  friendly  visiting  for  older  people  who 
were  shut-in  and  could  not  move  freely  about  the  com- 
munity, 2)  telephone  reassurance  for  those  who  live 
alone  and  were  in  some  danger  because  of  lack  of  friends, 
relatives  or  interested  neighbors,  and  3 ) transportation 
services  by  "younger”  retired  people  between  65  and  70 
who  still  had  good  physical  ability  and  the  means  to  op- 
erate their  own  automobiles.  Recreation  and  leisure  time 
projects  and  activities  were  not  developed  simply  for  the 
fun  involved,  but  to  have  people  with  various  interests 
and  talents  meet  together  in  an  organized  fashion  through 
groups,  clubs  or  recreational  activities. 

The  second  aspect  of  senior  citizen  living  that  the  Unit 
focused  on  was  to  augment  the  income  of  retired  persons. 
Documentation  of  this  particular  concern  was  found  in 
a study  entitled  "The  Aged  in  the  State  of  Maine”  com- 
piled by  The  Northeastern  Research  Foundation  in  Aug- 
ust, I960.  It  stated  "the  relatively  low  level  of  personal 
income  in  Maine  is  reflected  in  the  income  status  of  those 
individuals  aged  65  and  over.  Also,  at  age  65  medium 
income  of  individuals  in  the  state  declined  sharply.  Old 
Age  Survivors  and  Disability  Insurance  benefits  are  prob- 
ably less  effective  in  Maine  than  in  the  nation  at  large  in 
maintaining  a high  level  of  living  for  the  aged  because  of 
the  relatively  low  past  earnings  of  the  beneficiaries.  The 
percentage  of  Old  Age  Assistance  recipients  who  also 
receive  OASDI  benefits  is  substantially  higher  in  Maine 
than  in  the  United  States  as  a whole.  The  Old  Age  As- 
sistance program  in  this  State  does  not  cover  100%  of 
the  need  of  the  recipients  of  aid.  It  provides  essentially 
a subsistence  level  of  living  and  in  all  probability  does 
not  cover  all  who  need  aid. 
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"It  is  our  impression  that  many  retired  people  would 
like  to  work  a few  hours  a week  on  a flat  time  basis  if 
1 ) they  were  able  to  find  places  that  would  hire  them  on 
this  basis  and  2 ) they  could  employ  some  skill  and  gain 
some  satisfaction  at  the  job  as  well  as  raise  their  level  of 
income.” 

The  first  project  initiated  in  Maine  by  the  Bath  YMCA 
involved  the  establishment  of  part-time  employment  op- 
portunities for  older  people.  All  indications  at  this  point 
are  that  the  program  was  successful.  It  was  a result  of  the 
expressed  need  of  a significant  group  of  retired  individu- 
als in  the  geographic  area.  Older  people  were  in  on  the 
development  phase  of  the  program  and  continued  to  be 
involved  in  the  administration  of  it. 

The  funds  to  support  the  establishment  of  multipur- 
pose centers  and  other  projects  such  as  Bath's  derive  from 
two  stable  reservoirs.  First,  the  many  elements  of  local 
communities  including  churches,  lodges,  service  clubs, 
recreation  departments,  donation  of  volunteer  services, 
community  action  programs,  business  donations,  and  in- 
dividual contributions.  Second,  these  local  efforts  are 
matched  by  Title  III  funds  of  the  Older  Americans  Act 
of  1965  which  provided  $141,300  to  the  State  earmark- 
ing $7,000  for  administration  and  $134,300  for  grants 
to  local  agencies,  organizations,  groups  and  governments. 
This  young  Unit  operated  on  these  funds  plus  $7,000  of 
matching  administration  funds  appropriated  by  the  leg- 
islature. Yet  in  spite  of  such  a limited  state  appropriation 
and  having  only  one  professional  staff  member,  Richard 
W.  Michaud,  the  Services  for  Aging  Unit  benefited  nu- 
merous groups  and  organizations,  assisting  thirteen  proj- 
ects to  initiate  or  expand  thirty-one  senior  citizen  centers 
in  twelve  counties  utilizing  $263,000  of  which  local 
communities  provided  $139,000.  An  itemization  detail- 
ing the  location  of  centers,  budgets,  geographical  area 
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Harlow  Street  School 
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Jewish  Community  Council 
Old  Town 
Orono 

Dover- 
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Bath 

NONE 
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Kennebunk 
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$13,260. 

$54,318. 

$11,043. 

$10,363. 

$25,  186. 
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Norway  - Paris 
Recreation  Commission 
223  Main  Street 
Norway,  Maine  04268 

United  Community 
Services  of  Penobscot 
Valley,  Incorporated 
611  Hammond  Street 
Bangor,  Maine  04401 

Central  Community 
Counci  1 
Box  218 

Dover-Foxcrof t , 
Maine  04426 

Bath  YMCA 
24  Summer  Street 
Bath,  Maine 

York  Counry  Council 
On  Aging 
Court  house 
Alfred,  Maine  04002 

i 

lomaston 

3d 

Norway,  Paris 
Bryant  Pond, 
Hebron,  Otisfield, 
Oxford,  Harrison 

Bangor,  Brewer,  Old  Town, 
Orono,  Milford,  Bradley, 
Hampden,  Veazie,  Eddington, 
Orrington,  Winterport, 
Carmel,  Clifton,  Newburg, 
Hermon,  Holden,  Kenduskeag, 
Levant,  Glenburn  - 
expect  to  expand  to 
include  entire  Penobscot 
Valley  complex 

Expect  to  expand  to 
include  Guilford, 
Milo,  Sangerville. 

Now  includes: 
Atkinson,  Sebec, 
Dover  South  Mills, 
Gree ley ' s Land ing , 
Bower  land , 
Dover-Foxcrof t 
property 

Bath,  Georgetown, 
Phippsburg,  West 
Bath,  Wiscasset, 
Woolwich 

Entire  county  as 
programs  are 
initiated  and 
developed  by  local 
people 
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removes  the  mental  blur 


that  clouds  vision 


SOLFOTON 

© 

Each  tablet  or  capsule  contains 

PIIENOBARBU  AL 1G  mg. 

(VVarnimi;;  may  be  habit  forming) 

BENSULFOID  ® (See  B D R ) (i5  mg. 

Precaution:  same  as  IG  mg.  of  phenobarbital 


Constructive  Therapy 

A Solfoton  tablet  or  capsule  at  6 Itour  inter\’als 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  climate  for  purposeful  li\’ing. 
Literature  and  clinical  samples  sent  upon  request. 

f'EDERAL  LAW  PROllUilTS  DISPENSING 
WITHOUT  PRESCRIPTION 
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RICHMOND,  VIRGINIA  23217 
M anujaclurers  oj ethicat pharmaceuticats  since  1856 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 

' served  and  the  organizations  administering  projects  is 
given  in  the  chart  accompanying  this  article.  The  thirty- 
one  centers  while  not  providing  exactly  similar  services 
do  have  lounges  and  meeting  areas  which  operate  during 
the  main  hours  of  the  day  ranging  from  two  days  a week 
for  four  hours,  to  daily  full  time.  They  offer  a wide  va- 
riety and  selection  of  activities  chosen  and  conducted  by 
the  senior  citizens  themselves.  Examples  are:  arts,  crafts, 
dramatics,  lunch  programs,  excursions,  trips,  discussion 
groups,  counselling  and  referral  ( pre-retirement,  medical 
insurance,  legal  and  nutrition),  friendly  visiting  to  hos- 
pitals and  nursing  homes,  community  service  volunteer- 
ing, transportation  ( e.g.  medical  appointments)  and 
home  health  care. 

During  1967-68  the  Unit  will  strive  to  fulfill  the  de- 
mands to  broaden  its  major  services  beyond  activities 
directly  related  to  the  Older  Americans  Act  of  1965. 
After  ten  months  of  intercourse  with  the  State's  local 
environs,  groups  and  clusters  of  older  citizens,  it  was 
{ made  clear  to  the  Unit  that  the  plight  of  older  Ameri- 
cans must  be  advocated  and  promoted.  The  consequence 
of  these  contacts  was  the  establishment  of  the  following 
Unit  objectives  for  1967-68  year:  1 ) expand  and  extend 
the  transmission  of  information  about  factors  relevant 
I to  aging,  2 ) develop  educational  programs  for  older 
persons  and  communities,  3 ) expand  coordination  of 
programs  at  the  State  level,  4 ) initiate  training  programs 
for  the  project  directors,  and  5 ) continue  development 
of  Title  III  projects.  Presently  embryonic  plans  are  being 
considered  for  each  of  these  aspects  but  substantial  dis- 
junctures  exist  in  our  social  blueprints.  Bringing  these 
plans  to  fruition  demands  advice  and  recommendations 
i from  interested  parties  who  may  have  answers  to  these 
! questions:  Who  needs  what  kinds  of  information  when? 
What  types  of  education  are  needed  by  which  older  cit- 
izens in  which  geographical  areas?  Which  communities 
need  which  services?  What  programs  currently  adminis- 
tered at  the  State  level  need  greater  coordination?  Where 
should  Title  III  projects  be  located?  It  is  essential  that 
action  be  taken  in  each  of  these  aspects,  but  needs  must 
be  met  appropriately  and  properly.  Thus,  this  report  to 
you  concludes  by  asking  any  interested  reader  to  submit 
to  the  Unit  at  the  State  House,  Augusta,  any  concrete 
recommendations  that  may  be  integrated  with  currently 
developing  plans. 


DIPHTHERIA  OUTBREAK  AT  THE  STATE  HOSPITAL, 
AUGUSTA,  MAINE  IN  1964  — Continued  from  Page  172 

organizations  the  Department  of  Mental  Health  and 
Corrections  and  the  Department  of  Health  and  Wel- 
fare. The  Federal  Communicable  Disease  Center  of 
Atlanta,  Georgia  gave  us  effective  assistance.  Our  pa- 
tients, their  friends  and  relatives  and  other  members  of 
our  related  communities  were  our  firm  allies  in  what  we 
feel  was  a singularly  unexpected  but  well  controlled 
threat  to  our  hospital  existence. 


AVAILABLE  

Solfoton  (yellow,  uncoaled  tablets  “P”) 
100s,  50()s,  5000s 

Solfoton  Capsules  (yellow  and  brown) 

1 00s,  500s,  1000s 

Solfoton  SfC  (sugar-coated  beige  tablets) 
100s,  500s,  4000s 


Maine  Heart  Association  Notes 

116  State  Street,  Augusta,  Maine 


Reappraisal  of  Digitalis.  Digitalis  Toxicity 

The  toxic  nianilcsiations  produced  by  overdosage  ol  cardiac  glyco- 
sides are  of  great  practical  inij)ortaiicc  to  the  j)hysician,  . . . The  dp- 
jjearance  ol  any  sign  or  syinj^toni  ol  digitalis  toxicity  is  an  urgent  indi- 
cation lor  adjustinent  of  cligitalis  dosage,  even  when  the  toxic  manifesta- 
tion may  appear  to  be  unimportant,  . . . Unfortunately,  central-ner\'otis- 
systeni,  gastrointestinal,  or  other  side  eHects  are  soon  followed  by  serious 
cardiac  toxicity.  . . . contrary  to  prior  clinical  impression,  the  connnoidy 
tised  cardiac  glycosides  prodtice  the  same  range  and  fre(|tiency  of  side 
effects,  and  (that)  in  any  individual  j)atient  the  jjattern  of  toxicity 
cannot  be  predicted.  . . . Fhe  cardiac  manifestations  are  the  most  im- 
portant and  the  most  frec[uent,  . . . 

Cardiac  toxicity  is  essentially  the  only  catise  of  death  by  digitalis. 

rile  arrhythmia  and  combinations  of  arrhythmias  that  can  residt 
from  digitalis  overdosage  are  many.  Almost  all  knoivn  arrhythmias  can 
be  produced  by  digitalis,  . . . 

The  duration  of  cardiac  toxicity  varies  with  the  rate  of  dissipation 
of  the  partieidar  glycoside.  . . . 

Digitalis  frecpiently  produces  anorexia,  natisea,  and  vomiting. 
These  symptoms  can  occur  with  parenteral  as  well  as  ivith  oral  digi- 
talis. . . . 

The  nervous-system  elfects  of  cligitalis  are  both  central  and  peri- 
pheral. Many  different  manifestations  ha\e  been  described;  ...  In  addi- 
tion to  the  classic  visual  changes,  . . . organic  mental  syndrome  and  even 
stupor  can  residt  . . . and  a transient  but  striking  peripheral  neurojiathy 
can  residt.  . . . 

The  most  important  factor  in  predisjiosing  to  digitalis  intoxication 
is  serious  heart  disease:  . . . Another  important  factor  is  old  age,  . . . 
Renal  shut  clown  and  chronic  renal  insulliciency  favor  toxicity.  ...  In 
cyanotic  heart  or  lung  disease  there  is  a high  incidence  of  cligitalis 
toxicity.  . . . Electrolyte  disturbances,  j^ariicidarly  depletion  of  potas- 
sium, . . . are  important  precijjiiants  of  toxicity. 

.\cute  myocarditis  ...  is  likely  to  be  a.ssociated  with  toxic  arrhyth- 
mias at  average  doses.  Chronic  congestive  heart  failure  is  associated  ^viih 
j)rogressive  sensitivity  to  cligitalis.  . . . 

X^arious  skin  reactions  . . . have  been  described  occasionally.  . . . 

.Another  unusual  side  effect  is  unilateral  or  bilateral  gyneco- 
mastia. . . . 


Submitted  by  )a<ob  It,  Dana,  M.l).,  Maine  Heart  Assotiatioii 

Refereiiee  — l,v«u  A,  and  negralf,  ,\.,  Ameiiean  Heart  )()miial,  \OI.  7,‘t.  pages  710-712  I9()7 


when  he  just  can’t  sleep 

Tuinal' 

One-Half  Sodium  Amobarbital  and 
One-Half  Sodium  Secobarbital  . 

I 

supplied  in  1%,  and  3-grain  Pulvules^j 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications;  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning;  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  [in  severe  poisoning,  dilation), 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage:  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (^4-3  grains)  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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\M1'R[CAN  CANCER  SOCIETY  - MAINE  DIVISION,  INC. 

Brunswick,  Maine 


Studies  (T)ntinue  to  Determine  Whether  Cancers  are  Virus  ('aused 

BUFFAIO,  N.  Y.  — Wide-ranging  blood  studie.s  indicate  that  a great  many  humans  in  the  United 
States  and  in  far  parts  of  the  world  have  been  infected  with  viruses,  which  may  be  cancer  producing,  al- 
though relatively  few  have  developed  the  disease. 

T he  evidence,  still  regarded  as  of  a preliminary  nature,  suggests  that  most  people  produce  antibodies 
and  other  weapons  of  immunity  which  hold  the  viruses  in  check.  This  immunity  is  depressed  during  a 
few  childhood  years  and  late  in  life  — the  peak  periods  for  leukemia. 

Fiven  newborn  babies  were  found  to  have  antibodies  against  these  viruses;  they  evidently  acquired 
them  from  their  mothers  and  were  protected  by  them  during  their  first  three  months  of  life. 

I his  was  disclosed  recently  by  the  American  Cancer  Society  in  a report  on  its  research  grant  to 
Dr.  Julian  L.  Ambrus  and  associates  at  Roswell  Park  Memorial  Institute,  the  State  University  of  New 
York  at  Buffalo,  and  Makerere  Medical  College,  Kampala.  Uganda.  Working  with  Dr.  Ambrus  were 
Drs.  Helena  V.  Strandstrom,  George  E.  Moore  and  Dennis  H.  Wright.  The  National  Cancer  Institute 
and  United  Health  Foundation  of  Western  New  York  also  helped  support  the  research. 

The  studies  were  conducted  among  hundreds  of  normal  people  and  patients  with  cancer  and  non- 
cancerous  diseases  in  Uganda  and  Kenya  in  Africa,  Buffalo,  N.  Y.,  and  Alaska.  They  were  of  all  ages  and 
of  several  ethnic  origins,  including  Eskimo,  Black  African,  and  Caucasian. 

The  scientists  used  for  immunity  tests  cancer  cells  removed  from  patients  and  grown  in  laboratory 
dishes.  The  kinds  of  cancer  represented  were  mainh  Burkitt's  lymphoma  ( which  prevails,  mainly  among 
children,  in  a v\ ell-defined  belt  across  Africa),  Hodgkin’s  disease  (of  the  lymphatic  system),  and  acute 
myeloid  leukemia.  Other  scientists  have  reported  finding  various  kinds  of  viruses  in  each  of  these  tumor 
cell  types  — most  often  viruses  resembling  but  not  identical  with  those  which  cause  cold  sores;  but  there 
still  is  no  proof  that  the  viruses  caused  the  cancers  in  man. 

When  the  scientists  found  antibodies  against  a certain  virus  in  a blood  sample,  they  regarded  this  as 
prima  facie  evidence  that  the  donor  had  been  exposed  to  or  harbored  the  virus.  It  appeared  that  one  did 
not  acquire  lifelong  immunity;  antibody  levels  seemed  to  rise  and  fall  during  the  course  of  a lifetime. 

More  than  50  percent  of  the  newborn  babies  examined  in  New  York  .State  had  antibodies  against 
Burkitt's  lymphoma,  leukemia  and  Hodgkin's  disease  Apparently  they  obtained  these  antibodies  from 
the  mother's  blood;  the  antibodies  disappeared  within  three  months  after  birth. 

Antibody  levels  rose  gradually  during  infancy  and  childhood  to  reach  peaks  at  about  age  1 1 years 
lor  Burkitt's  lymphoma  and  20  years  for  the  two  other  cancers. 

Only  minor  differences  were  noted  in  the  antibody  incidence  and  pattern  among  the  African,  Es- 
kimo and  New  York  populations  studied,  although  blood  samples  from  Eskimo  newborns  and  octo- 
genarians were  not  available. 

Antibodies  declined  dramatically  in  cancer  patients  over  60  and  reached  the  vanishing  point  at 
age  80,  possibly  as  a consequence  of  old  age  as  well  as  of  cancer.  Leukemia  is  most  common  at  this  time 
oi  life  and  during  infancy  — another  period  of  depressed  antibody  levels. 

All  cancer  patients  over  30  years  old  showed  antibodies  against  all  three  kinds  of  cancer  cells;  from 
25  to  80  percent  of  younger  patients  had  antibodies  against  one  or  more  types  of  cancer  cells.  No  nor- 
mal people  or  patients,  however,  showed  antibodies  against  a healthy  person’s  cells  which  had  been 
grown  in  culture. 

The  most  interesting  finding  was  that  generally  in  all  populations  studied  antibody  levels  were  low- 
est in  early  childhood  and  in  old  age,  the  two  age  groups  when  most  types  of  leukemia  occur  with  great- 
est frequency. 

The  studies  are  continuing  in  an  effort  to  determine  whether  some  cancers  are  virus  caused,  whether 
\irtually  the  entire  population  is  exposed  to  cancer  causing  viruses,  whether  a majority  beat  the  disease 
b\  virtue  of  their  healthy  natural  resistance,  and  whether  cancer  takes  hold  and  kills  during  a period  of 
depressed  immunity. 
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NINETEEN  HUNDRED  AND  SIXTY-SEVEN— AUGUST 

114TH  ANNUAL  SESSION  OE  THE  M.M.A.  HOUSE  OF 

DELEGATES  — Continued  from  Page  180  j 

A.  Winchenbach,  Helen  C.  Provost,  Dean  Fisher,  Ernest  ' 
W.  Stein,  John  R.  Davy,  Charles  A.  Hannigan  and  Leon- 
ard G.  Miragliuolo. 

Stenographic  Record  - A summary  of  the  proceed- 
ings of  the  House  of  Delegates  is  being  sent  to  the 
county  presidents  and  secretaries  and  to  the  delegates 
and  alternates  of  each  county  society.  (The  complete 
report  is  on  file  in  the  Association's  office  in  Brunswick, 
where  it  is  available  to  any  member  of  the  Association. ) 


General  Assembly 

The  General  Assembly  of  the  Maine  Medical  Associa- 
tion was  called  to  order  by  the  President,  George  E.  Sul- 
livan, M.D.  at  4:00  P.M.  on  Monday,  June  12,  1967. 

Election  of  President-elect  - At  this  session,  Asa 
C.  Adams,  M.D.  of  Orono  was  elected  President-elect. 

President’s  Address  — Dr.  Sullivan  delivered  his 
President's  Address  at  this  General  Assembly. 

Esther  M.  Kennard 
Secretary-T reasurer,  M.M.A. 


New  Members  of  the 
Maine  Medical  Association 

AROOSTOOK 

Horace  R.  Allison,  M.D.,  551  Main  St.,  Presque  Isle  04769 

Daniel  C.  Curtin,  M.D.,  555  Main  St.,  Presque  Isle  04769 

I.  Howard  Foy,  M.D.,  Arthur  R.  Gould  Memorial  Hosp., 
Presque  Isle  04769 

CUMBERLAND 

David  M.  Iszard,  M.D.,  291  Ocean  House  Rd.,  Cape  Elizabeth 
04107 

Deceased 

CUMBERLAND 

William  C.  Burrage,  M.D.,  Deering  St.,  Portland  04101, 
July  30,  1967 

KENNEBEC 

William  N.  Runyon,  M.D.,  Veterans  Adm.,  Togus  04330, 
August  7^  1967 

PENOBSCOT 

Carl  W.  Ruhlin,  M.D.,  336  Mt.  Hope  Ave.,  Bangor  04401, 
May  24,  1967 

John  R.  Sullivan,  M.D.,  340  No.  Main  St.,  Brewer  04412, 
July  12,  1967 

George  B.  Weatherbee,  M.D.,  Main  St.,  Hampden  Highlands 
04445,  July  15,  1967 
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iTuidliane 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 19;")  mg. 

Aminophx  nine 130  mg. 

Phenoljarbital,  Ca  ution:  May  be  habit  forming.  . , !2  I 

Ephedrine  HCl 16  mg. 

FEOKR.M.  L.-SW  HROIUHITS 
DISPKNSI.NG  WITHOUT  PRESCRIPIION 


Precautions:  Usual  for  aminophylline-ephrdrine- 

phenoharbiial.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

ML'DR.XNI.  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  .Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  [rrepared  for  this  group. 

MLDR.ANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  c&  CO.,  INC. 

RICHMOND,  VIRGINI.y  23217 
Manufacturers  oj  ethicat  pharmaceuticats  since  1856 
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Necrology 


Nathaniel  B.  T.  Barker,  M.D. 
1878-1967 

Nathaniel  B.  T.  Barker,  M.D.,  89,  of  Yarmouth,  Maine 
died  on  June  8,  1967.  He  was  born  on  January  27,  1878  in 
Dresden,  Maine,  son  of  Edward  Hall  and  Martha  Twycross 
Barker. 

Dr.  Barker  graduated  from  Bowdoin  College  in  1902  and 
received  his  medical  degree  from  Bowdoin  Medical  School  in 
1905.  He  began  practice  in  Woodland  in  1905  as  mill  phy- 
sician and  remained  there  until  1926.  In  1927  he  moved  to 
Dark  Harbor  and  in  1933  he  located  in  Yarmouth  and  re- 
mained there  in  active  practice  until  his  death. 

Dr.  Barker  had  received  many  honors  in  his  lifetime  in- 
cluding certificates  signed  by  Presidents  Franklin  D.  Roosevelt, 
Harry  S.  Truman,  Dwight  D.  Eisenhower  and  John  F.  Ken- 
nedy attesting  to  his  unpaid  services  as  medical  examiner  for 
the  Cumberland  County  Selective  Service  from  1940  to  1962. 
He  held  a medal  from  Congress  "for  faithful  and  loyal  ser- 
vice" in  this  capacity  presented  to  him  in  1945  by  Governor 
Horace  A.  Hildreth.  A tribute  to  Dr.  Barker  written  by  Adrian 
H.  Scolten,  M.D.  was  published  in  the  March  1966  issue  of 
the  Journal. 

He  was  an  Honorary  member  of  the  Maine  Medical  Asso- 
ciation and  the  Cumberland  County  Medical  Society,  having 
received  a 50-year  pin  in  1955,  a 55-year  pin  in  I960  and  a 


60-year  pin  in  1965.  Dr.  Barker  was  also  a member  of  the 
American  Medical  Association,  the  Kora  Temple  Shrine  and 
the  Masonic  Lodge. 

Surviving  are  his  widow,  the  former  Catherine  Blaisdell 
and  a sister,  Miss  Pattie  Barker  of  Yarmouth. 
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Ake  Akerberg,  M.D.,  2 E.  Main  St.,  So.  Paris  (1  yr.;  — 
( Oxford ) 

Leonard  G.  Miragliuolo,  M.D.,  10  Maple  St.,  Bangor  (1  yr.J 

— ( Penobscot ) 

Charles  H.  Lightbody,  M.D.,  No.  Main  St.,  Guilford  (3  yrs.) 

— ( Piscataquis  > 

Carlton  E.  Swett,  M.D.,  218  Water  St.,  Skowhegan  (1  yr. ) — 
< Somerset ) 

George  L.  Temple,  M.D.,  Fahey  St.,  Belfast  (3  yrs.  1 — (Waldo) 
John  Kazutow,  M.D.,  Box  113,  Columbia  Falls  (1  yr.j  — 
( Washington ) 

Roger  J.  P.  Robert,  M.D.,  331  Main  St.,  Saco  (3  yrs.)  — 
(York) 

Members  of  the  Advisory  Committee  to  the 
Health  Insurance  Committee 

Maine  Society  of  Anesthesiology  — Clement  S.  Dwyer,  M.D., 
205  French  St.,  Bangor 

Maine  Chapter,  American  Academy  of  General  Practice  - 
John  D.  Denison,  M.D.,  105  Brunswick  Ave.,  Gardiner 
Maine  Society  of  Obstetrics  and  Gynecology  — E.  Allan  McLean, 
M.D.,  29  Deering  St.,  Portland 

Maine  Chapter,  American  Academy  of  Pediatrics  — Everett  A. 
Orbeton,  M.D.,  131  Chadwick  St.,  Portland 


Maine  Society  of  Internal  Medicine  ( Includes  Medical  Specialty 
Group)  — Albert  Aranson,  M.D.,  39  Deering  St.,  Portland 

Section  on  Ophthalmology  of  the  M.M.A.  — Jay  K.  Osier,  M.D., 
74  Birch  St.,  Bangor 

Maine  Radiological  Society  — John  F.  Gibbons,  M.D.,  22 
Bramhall  St.,  Portland 

Maine  Chapter,  American  College  of  Surgeons  — John  F.  Rey- 
nolds, M.D.,  216  Main  St.,  Waterville 

Ear,  Nose  and  Throat  Group  — Coring  W.  Pratt,  M.D.,  177 
Main  St.,  Waterville 

Maine  Society  of  Pathologists  — Franklin  F.  Ferguson,  M.D., 
22  Bramhall  St.,  Portland 

Neurology  and  Neurosurgery  Group  - Daniel  A.  Rock,  M.D., 
47^  Main  St.,  Lewiston 

Maine  Trauma  Committee  — Frank  B.  Bull,  M.D.,  5 Hasson 
St.,  Hallowell 

Veterans  Affairs  Committee  — Harry  B.  Eisberg,  M.D.,  357 
Elm  St.,  Biddeford 

Delegate  and  Alternate  Delegate  to  A.M.A. 

(January  1,  1967  to  January  1,  1969) 

Delegate  — Paul  H.  Pfeiffer,  M.D.,  14  Gilman  St.,  Waterville 

Alternate  Delegate  — George  W.  Wood,  III,  M.D.,  156  No. 
Main  St.,  Brewer 
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A BLUE  SHIELD  REPORT  to  DOCTORS 


REPORT# 5 


O 

O 


Expansion  of  Blue  Shield  Accident  Provisions 


Except  for  a few  groups  with  special  provisions 
lor  emergency  accident  care,  benefits  of  the  Blue 
Shield  contract  have  been  payable  only  ivdien  the 
ser\ice  teas  rendered  within  24  hours  of  an  acci- 
dent. Beyond  this  24-hour  period  a benefit  was  paid 
only  tvhen  a covered  service  was  rendered. 

Effective  with  services  rendered  from  August  1, 
196/  on,  the  time  limitation  will  be  expanded  to  72 
hours  for  all  subscribers. 


Recommend 


With  Over  800 
Participating  MDs 


ASSOCIATED  HOSPITAL  SERVICE  OE  MAINE 
509  EOREST  AVENUE 
PORTLAND,  MAINE  04101 


After  the  picnic 
even  Cramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  pi'otects  intestinal  mucosa 
In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

*Pareg;oric  (equivalent)  ( 1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


O 
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E 
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Tancjearir 

oxyphenbutazone 

Tandearil  In  Painful  Shoulder 

Therapeutic  Effects:  Stiffness  and  pain  may  diminish 
within  2 days,  and  full  mobility  may  be  restored 
within  a week.  These  effects  are  obtained  with 
oxyphenbutazone  alone  or  combined  with  physio- 
therapy or  local  hormonal  injections.  The  drug  is 
usually  well  tolerated  and  does  not  affect  pituitary- 
adrenal  function  or  immune  response. 

Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when  other 
potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin.  Carefully 
observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy 

Precautions:  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  includ- 
ing a blood  count.  The  patient  should  be  closely 
supervised  and  should  be  warned  to  report  immedi- 
ately fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage.  Make  regu- 
lar blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  signifi- 
cantly. granulocytes  decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  elderly  and  in 
hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication.  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to  the 
drug  Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg  dally  in  divided 
doses  for  2 to  3 days;  300  mg  daily  thereafter.  Usual 
duration  of  therapy;  2 to  7 days. 

Availability:  Tablets  of  100  mg.  6562-VI(B)R 

For  complete  details,  please  refer  to  full  prescribing 
information. 


WILLIAM  H.  RORER,  INC, 

Fort  Washington,  Pa. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Geigy  Tandearir  helps  painful  shoulders 

oxyphenbutazone  mOVS  aQaiO 


3 out  of  4 painful  shoulder  patients 
responded  well 

Please  see  ad- 
joining page  for 
brief  prescribing 

Sperling.  1 L 

Applied  Therap  6 117. 

1964 

84.2%  of  127  patients 

summary. 

TA-5094PC 

Rosenbaum,  E E . and 
Schwarz.  G R North- 
west Med  61  927. 1962 

81%  of  48  patients 

at  the  site  of  infection 
(where  it  counts)...  '-‘i 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^-^ 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


IlosoneV  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications;  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  we 
characterized  by  increased  direct-reacting  bilirubin,  elevat 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutan 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  m 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  r 
been  reported  in  other  patients  taking  prolonged  courses  of  t 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jai 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episo( 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  W( 
determined  in  a group  of  fifty-four  adults  and  children  who  tc 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  w 
those  of  a similar  group  of  forty-four  patients  who  received  p' 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevat 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecou 
of  treatment  was  observed  in  one  patient  treated  with  Hose 
and  in  two  patients  treated  with  penicillin.  Seven  other  patie 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicil 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  w 
reported  in  102  pediatric  patients  who  received  short-term  (t 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  ini 
tions.  Results  of  liver  function  tests  in  these  patients  w< 
comparable  to  those  in  a similar  control  group  who  had  receh 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic 
fects  are  observed  in  a small  proportion  of  individuals  as  a res 
of  a local  stimulating  effect  of  the  medication  on  the  aliment; 
tract;  however,  the  normal  intestinal  gram-negative  bactei 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the 
of  erythromycin,  there  have  been  occasional  reports  of  urtica' 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  C 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  b 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours; 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hoi 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  i 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dos 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromj 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosag , 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  lift 
days.  Close  follow-up  of  the  patient  is  necessary  since  erytl 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stage: 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  i 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days 
recommended.  In  the  treatment  of  gonorrhea,  patients  wit 
suspected  lesion  of  syphilis  should  have  a dark-field  examina 
before  receiving  antibiotics,  and  monthly  serologic  tests  sh( 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equiva 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packa 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equiva  ij 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packa 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc.- le 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  ba ) 
in  bottles  of  50.  1032  1 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  247:69, 

2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother.,  i2;398, 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  _ 

25^:198,  1960. 

Additional  inf  ormation  available  to  physicians  upon  request, 

Eli  Lilly  and  Company f IndianapoliSf  Indiana  46206. 
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^‘George  wants  to  know  if  ifs  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o’clock?” 


I 

I 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyperten- 
sion, diabetes  mellitus,  hyperthyroidism  or  urinary 
retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result.  Each  Novahistine  LP  tablet  con- 
tains: phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


■ -i 

NOVAHISTINP  LP 


■T»Tv^  PITMAIM-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


You’re  up  ten  pounds  since  your  last  physical.  We  ’re  going  to  ha  ve  to  do  something  about  that.  ” 


Get  them  while 
they’re  easily  reversible. 


Obesity  doesn’t  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/deEffecfs;  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEC  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels" 

Dextro-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
with  Meprobamate  (300  mg.) 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 


466-7, 


INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty , Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  heen  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  iiossible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  oJ  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelia!  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
\ave  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


Fluocinolone  Acetonide 
(Synalar) 

□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therajjeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
' becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay*'* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
lihoto,  the  comiiarative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 
j —injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone — show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 
— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


€JO 

ft  ^ 

€t 

0 

ft/. 

% ; 

mm 

¥ ^ 

ft 

A 

B 

c 

The  Antigranuloma  Assay*"*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
' lomas  adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
* tonide,  show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
j involution  assay,  measures  systemic 
; rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
J methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
j cies  of  topical  steroids  in  current 
I clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


Hcprcscntativc Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

S6 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


longed  periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A.. 
Turkheimer,  A.  R.,  Singer,  F.  M..  and 
Borman,  A.;  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964  . 3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  publish^. 


Huocinolone  acetonide  — an  original  steroid  from 

SYNTEXS 

LABORATOPIES  INC.,  PALO  ALTO.  CALIF. 


For  inflammatory 
dermatoses. . . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


XXII 


Index  to  Advertisers 


Auk'S  ( -oiiipimv,  1 ik \'I  I 

AsscxiaU'd  llospilal  Scnicc  ol  Maine  . . . XIII 

Kin  roughs  WA  IIeonic X 

(,o(a-(a)la  Ca)iii])am  \'l 

Dow  & Pinkhain XXII 

(.eig\  I’havmaceulicals XlV-XIVa 

Hmisoii,  Wcsuolt  X Dunning,  Inc Ill 

I.ederle  I,al)oraloi ies XI)  X\  I-XVII-XXIIa 


I,ill\  ( oinpauy,  Fli  . I-XI  I- 1 7(id,e,f- 1 H4l),c  XI\'b,c  ,d 


McXeil  I.ahoraioi ies,  Inc XXIII 

X'atioual  Drug  Company Xa 

Xoyes  & Chapman \ I 

I’arke,  Davis  & Ciompany II 


I’ilmau-Moore  

Win.  I’.  I’ovthress  & (io. 

Rollins  Compam  , \ . 1 1 . 

Roche  Laboratories 

Will.  II.  Rorer.  Inc 

.Sebering  Can jkii ation  .... 
Searle  It  Company,  Ci.  D, 

Syntex  Laboi atoi ies 

Tbe  Stuart  Conijiany  .... 
C.  S.  ^'itamill  & I’liarmaceutical 
I'tterback  I’rivate  Hospital  . . 

Wveth  I.aboratories 


x\- 


IHMS.a 


1 7(ia 


XXI\ 

XI\ 


Ma 


. . . I7rib.c 

XMII  XIX  XX  XXI 


I\’ 

Ciorp.  . . XI 

X 

A’lII  IX 


TELEPHONE 
774-8276  FOR 

Insurance  for  Members 

OFFICIALLY  ENDORSED  b- 

MAINE  MEDICAL  ASSOCIATION 

DOW  & PINKHAM 

107  EXCHANGE  STREET,  PORTLAND 


Lately,  you  have  been  urged  to  use  a semi-synthetic 
penicillin  as  though  it  were  a broad-spectrum  antibiotic. 

Should  you?  In  the  face  of  the  fact  that  the  Council  on 
Drugs  of  the  American  Medical  Association  has  for 
some  time  advised  against  it?'  And  now  the  new  (1967) 
United  States  Dispensatory  says  much  the  same 
thing,  in  even  stronger  terms— that  the  drug  in  question 
is  neither  a broad-spectrum  antibiotic  in  the  sense  that 
the  tetracyclines  are,  nor  is  it  even  the  first  penicillin 
with  a wider  range  of  antibacterial  action.'^ 

Should  you,  for  example,  in  treatinR  pneumonia?  The 
rationale  for  using  this  penicillin  m pneumonia  is  that 
it  is  effective  against  Hemophilus  influenzae  as  well  as 
against  Diplococcus  pneumoniae. 

So,  be  it  noted,  is  DECLOMYCIN. 

But  what  about  Mycoplasma  pneumoniae,  which  may 
be  better  known  to  you  as  Eaton  Agent?  No  penicillin 
is  known  to  be  effective  against  this  common  cause  of 
pneumonia.  DECLOMYCIN  is. 

Some  believe  that  Mycoplasma  pneumoniae  may 
be  responsible  for  upwards  of  30  per  cent  of  all  cases 
of  pneumonia.'’  Could  this  mean  that  if  you  employ  a 
penicillin  in  pneumonia  when  the  etiological  agent  is 
unknown,  there  may  be  an  automatic  30  per  cent 
chance  of  failure? 

When  you  consider  using  a drug  like  a broad-spec- 
trum antibiotic,  why  not  use  a true  broad-spec- 
trum antibiotic?  Like  DECLOMYCIN. 

References:  1.  A.M.A.  Council  on  Drugs:  New  Drugs 
1966  ed.  Chicago:  American  Medical  Association,  p.  12. 

2.  Osol,  A.;  Pratt,  R.,  and  Altschule,  M.D.:  The  United 
States  Dispensatory,  26th  ed.  Philadelphia:  J.  B. 
Lippincott  Co.,  1967,  p.  844.  3.  Purcell,  R.  H.,  and 
Chanock,  R.  M.:  Role  of  Mycoplasmas  in  Human 
Respiratory  Disease.  Med.  Clin.  N.  Amer.  51:791 
(May)  1967. 
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DEMBTHYLCHLOKTETRACYCLINE 


Prescribing  information 
on  next  page. 


For  a wide  range  of  everyday  i 

infections — respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the  j 

acutely  or  chronically  ill. 

TRUE  BROAD  SPECTRUM 

DECLOMYCIN  Demethylchlortetracycline  should  be  ; 
equally  or  more  effective  than  other  tetracyclines  \«hen 
the  offending  organisms  are  tetracycline-sensitive.  | 

Contraindication:  History  of  hypersensitivity  to  demethyl-  ( 
chlortetracycline.  i 

Warning— In  renal  impairment,  usual  doses  may  lead  to  I 
excessive  accumulation  and  liver  toxicity.  Under  such  |l 
conditions,  lo\wer  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be  ,)i 
advisable.  A photodynamic  reaction  to  natural  or  artifi-  ^ 
cial  sunlight  has  been  observed.  Small  amounts  of  drug  1 
and  short  exposure  may  produce  an  exaggerated  sun-  | 
burn  reaction  which  may  range  from  erythema  to  severe  r 
skin  manifestations.  In  a smaller  proportion,  photo-  5 
allergic  reactions  have  been  reported.  Patients  should  5 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  Is 
the  first  evidence  of  skin  discomfort.  Necessary  subse-  3 
quent  courses  of  treatment  with  tetracyclines  should  be  m 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in-  " 
factions  appear,  appropriate  measures  should  be  taken,  j 
In  infants,  increased  intracranial  pressure  with  bulging  ) 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin— maculopapular  and  erythematous  rashes. 

A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions— urticaria,  angioneurotic  I 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow-  i 
brown)  in  children  of  mothers  given  this  drug  during  the  ; 
latter  half  of  pregnancy,  and  in  children  given  the  drug  ' i 
during  the  neonatal  period,  infancy  and  early  childhood.  , ^ 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If  ■ 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med-  I 
ication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant  , i 
administration  of  high  calcium  content  drugs,  foods  and  . [i 
some  dairy  products.  Treatment  of  streptococcal  infec-  i 
tions  should  continue  for  10  days,  even  though  symp-  ' 
toms  have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg,  and  75  mg  of  demethylchlortetracycline  HCI. 

DECIX)MYCIIN 

DEMETHYLCHLORTETRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of 

American  Cyanamid  Company,  Pearl  River,  New  York  ' 


453-7—4951 


Picture  of 
low  back  pain 

*arafon  Forte  helps  to  relieve  pain, 

estore  mobility  . . . stop  pain-spasm  feedback 

lere  is  why.  Parafon  Forte  provides : 

nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
f paind’2  yet  unlikely  to  produce  the  irritation  to  the 
astric  mucosa  so  often  associated  with  salicylate 
herapy* 

nd  a skeletal  muscle  relaxayit  shown  to  have  up  to  a 
-hour  span  of  action,'*-®  and  to  retain  effectiveness 
ven  on  continued  administration,®-’^  but  which  does  not 
ave  the  central  effects  of  tranquilizing  compounds. 

’rescribe  Parafon  Forte  for  lasting  spasmolysis 
nd  analgesia  in  sprains,  strains,  myalgias,  low  back 
ain,  bursitis  and  other  musculoskeletal  disorders, 
"^our  patients  will  appreciate  the  restored  comfort 
nd  lasting  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte®TABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  1^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  44^146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  128:Si0,  1960.  6.  Settel,  E.:  Clin.  Med.  6 :1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 
27:189,  1966.  *U.  S.  PATENT  NO.  2,895.077 

McNEIL  LABORATORIES,  INC.,  FORT  WASHI NGTON,  PA. 


For  the  tense  patient  1 tabi 


remem  berth! 
extra  tablet  at  bedtirrj 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Contraindications:  Infants,  patients  with  history  of 
convulsive  disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  patients  (not  more  than  1 mg,  one  or  two 
times  daily)  to  preclude  ataxia  or  oversedation.  Advise 
patients  against  possibly  hazardous  procedures  until 
correct  maintenance  dosage  is  established;  driving 
during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recom- 
mended. Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established. 
Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  in-  patients  who  may  be  suicidal; 
periodic  blood  counts  /and  liver  function  tests  advis- 
able in  long-term  use.  Ceas^  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported;  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stimu- 
lation, sleep  disturbances,  hallucinations);  changes  in 
EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCI. 

Dosage  — Adults;  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cere- 
bral palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients;  1 or  2 mg/ day  initially,  increase 
gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
50  for  convenience  and  economy  in  prescribing. 
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Among  the  adjuncts  to  the  physician’s  skill 


Darvon®  Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to  the  medical  profession  upon  request. 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^' 


References: 
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No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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& DUNNING,  INC. 
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In  peptic  ulcer... 

antacid 
therapy 

a 

new 
benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHIOONE— 

TO  CONTROL 
THE  FACTOR  WHIOH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
halaneed  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  nicer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewal)le  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Photo  professionally  posed 


Mike  expects  a penicillin  mieciion. 
He’S  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen»Vee*'  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer  than 
with  oral  penicillin  G. 

Indications;  Infections  susceptible  to  oral  penicillin  G:  prophylaxis  and  treat- 
ment of  streptococcal  infections;  treatment  of  pneumococcal,  gonococcal,  and 
susceptible  staphylococcal  infections:  prophylaxis  of  rheumatic  fever  in  patients 
with  a previous  history  of  the  disease. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms;  history  of 
penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  controlled)  is 
rare  but  more  frequent  in  patients  with  previous  penicillin  sensitivity,  bronchial 
asthma  or  other  allergies.  Resuscitative  (epinephrine,  aminophylline,  pressor 
amines)  and  supportive  (antihistamines,  methylprednisolone  sodium  succinate) 
drugs  should  be  readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia.  In  suspected 
hypersensitivity,  evaluation  of  renal  and  hematopoietic  systems  is  recommended. 


Precautions;  In  suspected  staphylococcal  infections,  perform  proper  laboratory 
studies  including  sensitivity  tests.  If  overgrowth  of  nonsusceptible  organisms 
occurs  (constant  observation  is  essential),  discontinue  penicillin  and  take  appro- 
priate measures.  Whenever  allergic  reactions  occur,  withdraw  penicillin  unless 
condition  being  treated  is  considered  life  threatening  and  amenable  only  to 
penicillin.  Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should  be  tested 
serologically  for  at  least  3 months.  When  lesions  of  primary  syphilis  are  sus- 
pected, dark-field  examination  should  precede  use  of  penicillin.  Treat  beta- 
hemolytic  streptococcal  infections  with  full  therapeutic  dosage  for  at  least  10 
days  to  prevent  rheumatic  fever  or  glomerulonephritis.  In  staphylococcal 
infections,  perform  surgery  as  indicated. 

Adverse  Reactions  (Penicillin  has  significant  index  of  sensitization):  Skin  ^ 
rashes,  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urticaria; 
serum  sickness-like  reactions,  including  chills,  fever,  edema,  arthralgia  and  pros- 
tration. Severe  and  often  fatal  anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition;  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000  units),  500 
mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (40(),000 
units)  per  5 cc. 


ORAL 


PenVee^K 

(potassium  phenoxymethyl  penicillin) 


m 

d^eslivB 

disorders: 


B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B,  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

692—6—394.1 


Imnfhrop 


announces 

a breakthrough  in  the 
eoiitrol  of  pain 

Thlwiil 

brand  of  J 9 

pentazocine 

(as  lactate) 

a potent,  injectable  non-narcotic 


i 
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For  every  physician 
who  has  ever  prescribed  morphine 


Talwin  is  the  new  potent  non-narcotic  injectable 
analgesic  which  is  indicated  for  relief  of  all  types 
and  degrees  of  pain  in  acute  and  chronic  dis- 
orders. Talwin  30  mg.  is  usually  as  effective  an 
analgesic  as  morphine  10  mg.  or  meperidine  75  to 
100  mg.,  hut  needs  no  narcotics  controls.  The 
duration  of  action  of  Talwin  may  sometimes  he 
less  than  that  of  morphine. 

A brochure  incoiporating  analyzed  information  on 
Talwin  is  available.  The  completeness  of  the  informa- 
tion will  permit  you  to  evaluate  the  role  Talwin  ean  play 
in  your  praetiee. 

You  can  depend  on  Talwin  to  relieve  pain: 

WHATEVER  the  intensity  of  the  pain 
the  cause  of  the  pain 
the  site**  of  the  pain 
the  duration  of  the  pain 
the  chronicity  of  the  pain 
the  aget  of  the  patient 


Talwin  is  relatively  free  from  adverse  effects  ol 
morphine,  such  as  constipation,  urinary  retention 
or  severe  respiratory  depression. 

It  has  been  used,  in  varving  dosages,  in  ovei 
12,000  patients  for  relief  of  pain  of  medical  dis 
orders,  of  active  labor  and  postoperative  pain 
also  for  preoperative  or  preanesthetic  medication 
and  as  an  adjunct  to  anesthesia. 


Talwin  does  not  require  a narcotics  prescription 

The  World  Health  Organization  E.xpert  Committee  oi 
Dependence-Produeing  Drugs  concluded  that  “...then; 
was  no  need  at  this  time  for  narcotics  control  of  pentr; 
zocine  [Talwin]  internationally  or  nationally.”  {WHC 
Tech.  Rep.  Ser.,  No.  343,  1966,  p.  6.) 

' 

It  is  our  sincere  belief  that  the  discovery  of  Talwin  hi 
Winthrop  Laboratories  will  be  of  great  value  to  you  am 
your  patients  for  whom  you  may  have  to  prescribe 
potent  analgesic. 

*Talwin  should  not  be  used  for  patients  with  increased  intracranial  pressui 
head  injury  or  pathologic  brain  conditions. 
tUntil  sulBcient  experience  is  gained,  it  should  not  be  administered  to  childrt 
under  12  years  of  age. 

itM 


lalwin— brand  of  pentazocine  (as  lactate) 

Ontrainclications:  Increased  Intracranial  Pressure,  Head  Injury, 
i.  Pathologic  Brain  Conditions  in  which  clouding  of  sensorium  is 
\ desirable.  Talwin  (brand  of  pentazocine)  should  not  be  adininis- 
1 -ed  in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea, 

( respiratory  depression  could  be  misleading. 

ccautions:  Pregnancy.  No  teratogenic  or  enibryotoxic  effects 
ijtributable  to  the  use  of  Talwin  have  been  seen  in  extensive  repro- 
-i|ictive  studies  in  animals;  however,  like  all  new  drugs,  Talwin 
i^ould  he  given  with  caution  to  pregnant  women.  A large  number 
ii|  patients  in  labor  have  received  the  drug  with  no  adverse  reac- 
)ns  other  than  those  that  occur  with  commonly  used  strong 
falgesics.  However,  as  with  other  strong  analgesics,  Talwin  should 
used  with  caution  in  women  delivering  premature  infants. 

A\nhulatory  Patients.  Since  sedation,  dizziness,  and  occasional 
■iphoria  have  been  noted,  ambulatory  patients  should  be  warned 
k to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
nlves  to  hazards. 

i;rtain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand 
( pentazocine)  may  cause  respiratory  depression  should  be  con- 
plered  in  treatment  of  patients  w'ith  bronchial  asthma.  Talwin 
irand  of  pentazocine)  should  be  administered  only  with  caution 
; d in  low  dosage  to  patients  w'ith  respiratory  depression  (e.g., 
p)m  other  medication,  uremia,  or  severe  infection),  obstructive 
|spiratory  conditions,  or  cyanosis. 

ttients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic- 
litagonist,  patients  dependent  on  narcotics  and  receiving  Talwin 
IV  occasionally  experience  certain  withdrawal  symptoms.  Talwin 
ould  be  given  with  special  caution  to  such  patients.  It  has  been 
jserved  that  some  patients  previously  given  narcotic-analgesics 
|T  one  month  or  longer  had  mild  withdrawal  symptoms  when  the 
ug  was  replaced  with  the  analgesic,  Taiwan.  After  a short  period 
I adjustment  the  subjects  were  usually  able  and  willing  to  con- 
vue  taking  Talwin,  and  relief  of  pain  was  satisfactory. 

nnaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to 
■ indicative  of  antagonism  to  the  opiate  may  be  observed  rarely 
ith  administration  of  Talwin  to  patients  receiving  opiates  for  a 
iort  time.  Intolerance  or  untoward  reactions  are  seldom  observed 
ter  administration  of  Talwin  to  patients  who  have  received  single 
)ses  or  who  have  had  limited  exposure  to  narcotics. 

ipaired  Renal  or  Hepatic  Function.  Although  laboratory  tests 
:,ve  not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or 
creases  renal  or  hepatic  impairment,  the  drug  should  be  adminis- 
red  with  caution  to  patients  with  such  impairment.  Extensive 
er  disease  appears  to  predispose  to  greater  side  effects  (e.g., 
arked  apprehension,  anxiety,  dizziness,  sleepiness)  from  the  usual 
iinical  dose,  and  may  be  the  result  of  decreased  metabolism  of  the 
ug  by  the  liver. 

Yjocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of  penta- 
■cine)  should  be  used  with  caution  in  patients  with  myocardial 
farction  who  have  nausea  or  vomiting. 

\liary  Surgery.  Until  further  experience  is  gained  with  the  effects 
‘ Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
lution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 

Iverse  Effects;  Talwin  is  relatively  free  from  the  undesirable  side 
:ects  associated  with  morphine,  such  as  constipation,  urinary  re- 
iition,  or  severe  respiratory  depression.  Furthermore,  Talwin 
oduces  less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

over  12,000  patients  who  received  Talwin  intramuscularly,  sub- 
taneously,  or  intravenously,  nausea,  the  most  frequent  adverse 
ect,  occurred  in  approximately  5.0  per  cent.  In  decreasing  order 
occurrence  were  vertigo,  dizziness  or  lightheadedness;  vomiting; 
d euphoria.  Respiratory  depression  was  reported  as  an  adverse 
(action  in  1.0  per  cent. 

lie  incidence  of  each  of  the  other  adverse  effects  was  well  below 
jo  per  cent:  constipation,  circulatory  depression,  diaphoresis,  uri- 
|iry  retention,  alteration  in  mood  (nervousness,  apprehension, 
bpression,  floating  feeling),  hypertension,  sting  on  injection,  head- 


ache, dry  mouth,  flushed  skin  including  plethora,  altered  uterine 
contractions  during  labor,  dermatitis  including  pruritus,  dreams, 
paresthesia,  and  dyspnea  occurred  rarely  after  administration  of 
Talwin  (brand  of  pentazocine).  Furthermore,  each  of  the  following 
adverse  reactions  occurred  in  less  than  0.1  per  cent:  tachycardia, 
visual  disturbance  (blurred  vision,  diplopia  and  nystagmus),  hallu- 
cinations, disorientation,  weakness  or  faintness,  muscle  tremor, 
chills,  allergic  reactions  including  edema  of  the  face,  taste  altera- 
tion, insomnia,  diarrhea,  cramps,  and  miosis;  laryngospasm  in  one 
patient. 

Talwin  has  not  produced  severe  respiratory  embarrassment  in 
adults  (never  apnea),  even  with  large  amounts.  A small  number  of 
newborn  infants  whose  mothers  received  Talwin  thiring  labor  had 
transient  apnea.  The  incidence  of  temporary  diminution  in  the  rate 
or  strength  of  uterine  contractions  is  low  after  administration  of 
Talwin,  similar  to  that  following  meperidine  hydrochloride.  (In 
reporting  no  interference  with  normal  labor  in  patients  receiving 
Talwin,  one  investigator  further  stated  that  the  drug  may  increase 
uterine  activity.)  Generally,  no  significant  fetal  heart  rate  change 
occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have 
revealed  no  significant  abnormalities.  A minimum  and  probably 
insignificant  increase  in  the  per  cent  of  eosinophils  in  peripheral 
blood  counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and  no 
changes  in  insulin  requirements  have  been  observed. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in  Labor. 
Average  recommended  single  parenteral  dose  is  30  mg.,  by  intra- 
muscular, subcutaneous,  or  intravenous  route;  may  be  repeated 
every  three  to  four  hours.  Pain  has  been  relieved  in  most  patients 
with  not  more  than  three  doses  daily.  Infrequently,  selected  pa- 
tients have  received  single  doses  as  high  as  60  mg.  Patients  in 
Labor.  A single,  intramuscular  30  mg.  dose  has  been  most  com- 
monly administered.  An  intravenous  20  mg.  dose  has  given  ade- 
ejuate  pain  relief  to  some  patients  in  labor  when  contractions 
become  regular,  and  this  dose  may  be  given  two  or  three  times  at 
two-  to  three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand 
of  pentazocine)  in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  received 
Talwin  for  prolonged  periods  (e.g.,  over  300  days)  experienced 
no  withdrawal  symptoms  even  when  administration  was  stopped 
abruptly;  furthermore,  there  was  no  tolerance  to  the  analgesic 
effect. 

CAUTION . Talwin  should  not  be  mixed  in  the  same  syringe  with 
soluble  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression.  Talwin  has 
not  produced  apnea  or  severe  respiratory  embarrassment  in  adults, 
even  in  large  doses.  Occasionally,  however,  moderate  respiratory 
depression  may  occur.  Means  of  maintaining  proper  oxygenation 
should  be  available  in  case  of  overdosage  or  respiratory  depres- 
sion, and  methylphenidate  (Ritalin®)  should  be  administered  paren- 
terally.  The  usual  narcotic-antagonists,  such  as  nalorphine,  are  not 
effective  respiratory  stimulants  for  depression  due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazo- 
cine ) as  lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium 
chloride,  in  Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin  (pen- 
tazocine) as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone  so- 
dium bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben 
as  preservative,  in  Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lactic 
acid  and  sodium  hydro.xide. 

l/i^mfhrop 
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When  moderate 
to  severe  anxiety 

strikes  home,.. 

( the  agitated  geriatric ) 


His  teen-age 
granddaughter 
won’t  invite 
friends 
home 
because 
of  his 
outbursts 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  t.i.d.A 


His  slovenly  room 
and  habits  create 
more  tension. 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him.” 


See  following  page  for  prescribing  information. 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


When  moderate  to  severe 
anxiety  strikes  home . . . 

Anxiety  that  seriously  interferes  with  the 
individual's  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe  . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  Insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 

Mellarir 

(thioridazine)  a 
25  mg.  t.i.d. 


TiuCdnanfi 

I 

' • EMPHYSEMA  i 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Eac/i  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophyllinc 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedi  inc- 

phenobarbilal.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnane)'. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolatc 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
A/ anujacturers  of  ethical  pharmaceuticals  since  1856 


SANDOZ 


\ew 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing  I 

action  of  Norinyl-l  creates  i 

cervical  mucus  that  may  he  hostile  s 
to  sperm  penetration  ii 


Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-l  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-l 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

‘Cohen.  M.  R.:  Symposium;  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive.  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  8,  1987. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-l 
appears  to  impair  sperm  vitality . . . 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-l. 


[ow  NorinyM 
Iters  normal 
ndometrial  responses- 
nother  possible 
rotective  mechanism 

aus  suppose  that  an  ovum  is  released  — as  occurs  in  an 
^asional,  rare  case  — and  somehow  a sperm  succeeds  in 
•jetrating  the  cervical  mucus  barrier.  Should  this  come  about, 

I additional  action  of  Norinyl-l  may  protect  the  patient 

^;i  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 

i'<es  endometrial  tissue  unreceptive  to  implantation. 


liometrium  of 
rlreated  patient 


tcmally,  the  endometrium  progresses  through 
Fpliferative  phase  stimulated  by  estrogen  and  a 
e^etory  phase  stimulated  by  progesterone, 
utng  the  secretory  phase  the  endometrium  is 
Mptive  to  the  fertilized  ovum. 


Endometrium  produced 
by  Norinyl-l  . U 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


se  ist  page  for  contraindications,  precautions,  side  effects  and  dosage.  (norethindrone  Img.  c mestranol  0.05mg.)  tSbiBtS 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 

lower  cost 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1.  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels) 
become  a well-accepted  principle  of  conservative  medical  prac 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strer 
in  which  both  norethindrone  and  mestranol  are  reduced  50  pen 
Studies  show  that  Norinyl-1  achieves  fertility  control  with  only  | 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 


Norethindrone  was  first  reported  for  use  as  a progestational  agerj 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg. 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  woij 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  ml 
the  criteria  of  reliability  and  safety.* 

^Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15.  1965. 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
NorinyI-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric, 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 


Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptiv<| 
creased  bromsulphalein  retention  and] 
hepatic  function  tests,  coagulation  tesfl 
crease  in  prothrombin,  factors  VII,  VIII,  IJ| 
X).  thyroid  function  (increase  in  FBI  and|| 
nol  extractable  protein-bound  iodine  ar  b 
crease  in  T^  values),  metapyrone  test,  prec  ■ 
diol  determination. 

Other  side  effects  reported  to  have  occ  id 
in  association  with  use  of  this  drug  are  B 
ness,  hirsutism,  pains  in  legs,  back,  ches  id 
abdomen,  dysuria,  drowsiness,  vagina  h 
charge,  libido  increased  and  decreased,  9 
tions,  hypermenorrhea,  hypomenoi  B 
increased  appetite,  G.U,  infections,  va  * 
veins,  abdominal  fullness,  acne,  hea-  tf 
nervousness,  allergies,  blurred  vision,  pc  il 
eyes,  and  itching  in  eyes.  For  compJete  cl  ol 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tab  d 
Norinyl-1  is  administered  orally  for  20  |i 
beginning  on  day  5 of  the  menstrual  di 
(Count  day  1 of  the  cycle  as  the  first  d i 
menstrual  bleeding.)  Repeat  this  dosage  4 
ule  for  each  cycle.  2.  If  no  menstrual  | 4 
occurs  after  a cycle  of  treatment  (20  tabh  i 
which  patient  adhered  to  the  schedule,  t fl 
tient  must  be  instructed  to  resume  takir  IB 
Norinyl-1  tablets  7 days  after  the  previc  # 
day  course  was  completed.  For  example,  '■ 
last  pill  of  a previous  cycle  had  been  tak  4 
a Sunday,  then  a new  cycle  of  treatment  £ 
begin  on  the  following  Sunday.  3.  In  th<  3^ 
partum  woman,  it  is  recommended  the  iB 


first  cycle  of  treatment  should  begin  on  ^ 


of  the  first  menstrual  cycle.  However,  No 
should  not  be  administered  during  lactatki  | 
Availability:  Norinyl-1  (norethindrone 

with  mestranol  0.05  mg.)  — Dispensers  of 
60  and  bottles  of  250  tablets.  f 


norethindrone  an  original  steroid  from 


SYNTEX 


LABORATORIES  INC., PALO  ALTO.  CALIF. 


I 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 


Once  a day,  every  day 


ENDURON* 

MEIHYCLOIHIAZIDE 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

1) 

(Cl-  A 

r:  1^ 

ill 

nil 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths;  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful;  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL* 

METHYCLOIHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


DAILY 

DOSAGE 

RANGE 


Minimum 


2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 


Usual 


Intermediate 


Maximum 


5 mg.  methyclothiazide 
0.25  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 


JJ  JJ 

10  mg.  methyclothiazide 
0.5  mg.  deserpidine 


DAILY 

DOSAGE 

J 

■JJ 

:U  J 

OJU 

RANGE 

2.5  mg.  methyclothiazide 

5 mg.  methyclothiazide 

7.5  mg.  methyclothiazide 

10  mg.  methyclothiazide 

0.25  mg.  deserpidine 

0.5  mg.  deserpidine 

0.75  mg.  deserpidine 

1 mg.  deserpidine 

See  Brief  Summary  on  final  page  of  advertisement. 


707075-R 


Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance. ’-2 


In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important;  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 

Once  a day,  every  day 

EUTONYi: 

PARGYLINE  HYDROCHLORIDE 


rUenJit 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

\ 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg 

1.  Brest,  A.  N.,  et  at..  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine.  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  In  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment  ) was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 

Once  a day,  every  day 

EUTRON™ 

PARGYLINE  HYDROCHLORIDE  25  MG. 

WITH  METHYCL0THIAZIDE5MG. 


DAILY 

DOSAGE 

RANGE 


Minimum 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


Usual  starting 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


Intermediate 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


Maximum 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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707075-R 


ENDURON  ENDURONYL 

MilNVClOINItZIDE  Each  tablet  contains 

Methyclothiazide  5 mg.  with 

Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
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Sternal  Fractures  Secondary  to  Seat  Belt  Injury: 

Price  For  Survival 

Robert  P.  Andrews,  M.D.*  and  Robert  E.  McAfee,  M.D.** 


Introduction 

Though  an  impressive  body  of  knowledge  regarding 
seat  belt  safety  is  available,  statistics  show  that  in  Maine, 
more  than  half  of  these  who  have  seat  belts  installed  are 
not  wearing  them  when  an  accident  occursd”  This  is 
ample  testimony  that  complete  popular  acceptance  of 
seat  belts  is  as  yet  lacking.  If  benefit  is  to  be  attained 
from  seat  belts,  factual  information  regarding  their  value 
should  be  presented  to  the  medical  profession  and  all 
automobile  passengers. 

A recent  seat  belt  injury  of  an  uncommon  type  which 
is  likely  to  be  seen  increasingly  in  the  future  was  the 
stimulus  to  assemble  the  available  facts  on  this  subject.  It 
is  no  longer  meaningful  to  proclaim  "Slow  Down  and 
Live"  as  many  fatal  injury-producing  accidents  occur  un- 
related to  excessive  speed.  Accidents  cannot  be  complete- 
ly eliminated  and  so  the  approach  must  be  to  "crash- 
proof”^ our  vehicles,  build  safety  into  our  roads,  and 
encourage  defensive  driving.-”  The  risks  of  driving  on 
our  highways  will  be  present  as  long  as  people  continue 
to  use  them  to  travel  which  extends  into  the  foreseeable 
future. 

Case  Presentation 

E.  P.  MMC  #48337  and  S.  P.  MMC  #48345  were  driving 
one  afternoon  in  a late  model  Volkswagen  sedan.  Both  had 
diagonal  type  combination  lapshoulder  seat  belts  installed  and 
in  place.  Two  children  were  seated  in  the  rear  seat  without  seat 
belts.  While  traveling  at  approximately  40  miles/hour  the 
Volkswagen  was  in  front  end  collision  with  the  lateral  rear 
wheel  of  a large  panel  truck  (Fig.  1).  Both  the  driver  and  the 
tight  seat  passenger  sustained  chest  injuries,  but  neither  patient 

‘Staff  Radiologist,  Eastern  Maine  General  Hospital,  Bangor 
04401;  formerly  Resident  in  Radiology,  Maine  Medical 
Center,  Portland  04102. 
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contacted  the  windshield.  The  children  were  catapulted  for- 
ward into  the  front  seat. 

The  driver  sustained  a fractured  sternum  and  fractured  first 
left  rib  with  a pneumothorax  from  the  restraining  effect  of  the 
seat  belt.  In  addition,  an  undisplaced  fracture  of  the  left  ankle 
was  sustained  by  this  patient.  The  passenger,  his  wife,  also 
sustained  a fractured  sternum  ( Fig.  2 ) as  well  as  a right 
brachial  plexus  injury  and  a hematoma  of  the  left  breast,  also 
from  the  restraining  effect  of  the  seat  belt.  Neither  passenger 
contacted  dashboard  or  windshield.  One  child  sustained  mul- 
tiple facial  bruises  and  a second  sustained  a fracture  of  the 
mandible  which  required  surgical  repair. 

Treatment  consisted  of  re-expansion  of  the  left  pneumo- 
thorax of  the  driver  and  symptomatic  treatment  of  the  front 
seat  passenger.  A walking  cast  was  required  on  the  driver’s  left 
ankle.  Both  were  discharged  from  the  hospital  within  five  days 
and  have  had  no  significant  sequellae  as  the  result  of  their 
injuries. 

The  rarity  of  isolated  sternal  fracture  in  a traumatic  situa- 
tion is  well  known.  It  is  rare  in  patients  who  sustain  fatal  chest 
trauma  in  auto  accidents  when  they  are  unprotected  by  seat 
belts.  Sternal  fracture  is  very  uncommon  even  when  vigorous 
resuscitative  measures  are  carried  out,  although  rib  fractures 
are  not  unusual.  The  amount  of  restraining  force  transmitted 
to  the  sternal  region  in  these  patients  is  calculated  to  be  ap- 
proximately 1000  lb.  per  square  inch,  so  that  this  type  of  in- 
jury may  become  more  common  in  the  future. 

Basic  Data 

The  invaluable  work  done  by  the  Automotive  Crash 
Injury  Research  Project  of  Cornell  University,  Aero- 
space Medical  Pioneer  Colonel  P.  John  Stapp  of  the 
Armed  Forces  Institute  of  Pathology  with  crash  sled  ex- 
periments, and  the  Institute  of  Transportation  and  Traffic 
Engineering  at  the  University  of  California  in  Los  An- 
geles in  the  basis  for  much  of  the  factual  information 
regarding  collision  trauma.  Since  1899,  when  the  first 
auto  fatality  occurred,  a total  of  more  than  1.5  million 
people  have  been  killed  in  motor  crashes.  At  the  present 
rate  one  of  every  three  of  the  75  million  autos  on  the 
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road  will  be  involved  in  an  accident  in  its  lifetime  and 
one  in  25  will  involve  a fatality.'  Less  widely  publicized 
than  the  more  than  50  thousand  annual  deaths  are  the 
ubiquitous  4 to  5 million  annual  crash  injuries  which 
result  in  staggering  personal  and  economic  losses  to  auto 
occupants  and  the  community. 

Of  critical  importance  is  how  great  an  impact  the 
human  being  can  tolerate  and  expect  to  survive.  Colonel 
Stapp  has  shown  that  a healthy  male  can  tolerate  a force 
of  50  times  that  of  gravity  without  untow'ard  effects.  He 
rode  a 632  mile  per  hour  sled  which  was  stopped  in  1.4 
seconds  in  order  to  personally  prove  this  fact.  The  effec- 
tive weight  with  which  passengers  hit  any  structure  of 
the  car  interior  is  measured  by  the  equation: 
G = mpJU Translated  into  a 

30  X Stopping-  Distance  in  Feet 

front  end  collision  at  40  miles  an  hour  such  as  described 
above,  this  means  that  a 150  pound  passenger  would 
have  been  hurled  against  the  windshield  and  dashboard 
with  an  impact  of  15  times  the  force  of  gravity,  or  with 
a weight  of  more  than  one  ton  without  a seat  belt. 

The  many  causes  of  auto  accidents  include  rain,  snow, 
fog,  slippery  roads,  unexpected  turns,  steep  hills,  fatigue, 
road  hypnosis,  momentary  inattention,  tire  blowout,  un- 
expected maneuver  by  another  auto  or  pedestrian,  sudden 
stop  by  another  auto,  a weaving  drunken  driver,  a road- 
hog  weaving  in  and  out  of  traffic,  a foot  misplaced  on  ac- 
celerator instead  of  brake,  or  a faulty  windshield  wiper. 
The  list  could  also  include  other  causes  such  as  mechani- 
cal failure,  a child  in  the  car  requiring  the  attention  of 
the  driver,  physical  failure  of  the  driver  or  poor  eyesight. 
And  still  the  list  would  not  be  complete. 

Accidents  can  be  subdivided  into  the  following  cate- 
gories: 30%  are  front  or  front-rear,  20%  are  roll  over 
and  the  remaining  50%  are  angled  or  lateral  with  regard 
to  type  of  impact.-  In  a very  small  percentage  of  accidents 
fire  or  immersion  are  involved,  and  of  course,  the  less 
severely  injured  passengers  in  these  situations  have  the 
best  chance  of  escape  and  survival. 

Inside  the  passenger  compartment  of  the  auto  which 
crashes,  only  milliseconds  pass  before  a second  crash  oc- 
curs between  the  occupants  and  the  inside  surfaces  of  the 
vehicle.  The  motion  of  the  occupant  is  violently  upward 
and  forward  in  a front  end  collision.  The  first  movement 
is  a forward  slide  during  which  the  knees  of  the  front 
seat  occupants  strike  or  go  beneath  the  dashboard  re- 
sulting in  a compression  load  on  the  femoral  shaft  and 
hip  joint.  This  produces  knee  injuries,  femoral  shaft  frac- 
tures and  fracture  dislocations  of  the  hip.  When  the  knees 
collide  with  or  slide  under  the  dash  they  act  as  levers 
which  aid  in  the  upward  projection  of  the  body.  The 
head  then  collides  with  the  roof,  windshield,  rear  view 
mirror  or  any  other  internal  projection  in  its  path.  There 
is  a final  phase  of  body  movement  which  is  one  of  mo- 
mentary recoil  followed  quickly  by  further  forward  move- 
ment and  the  head,  now  lower,  is  thrown  against  the 
windshield  and  the  driver's  chest  makes  contact  with  the 
steering  wheel.  Rear  seat  passengers  commonly  are  re- 


Fig.  1.  Appearance  of  auto  after  collision  (Front  and  Lateral 
Views ) . 

turned  to  the  rear  seat  fractions  of  seconds  after  violent 
forward  and  upward  movement  having  struck  that  part 
of  the  auto  which  lies  in  front  of  them  as  well  as  the  roof. 

It  is  because  of  these  facts  that  so  much  Federal  and 
private  effort  has  been  turned  towards  crash  proofing  the 
auto  interior  with  such  devices  as  padded  dashboards, 
recessed  control  knobs  and  instruments,  impact  absorb- 
ing steering  wheels,  a collapsible  steering  column,  more 
flexible  safety  glass,  safer  and  stronger  door  locks,  dual 
braking  systems,  headrests  and  safer  tires.  In  such  an  in- 
jury-proofed auto,  engineers  insist  that  an  occupant, 
properly  restrained  by  a lap  or  chest  belt,  should  walk 
away  unharmed  after  a head-on  collision  at  30  to  40 
miles  per  hour  in  which  no  severe  compression  of  the 
passenger  compartment  occurs.  Better  constructed  auto 
bodies  equipped  with  roll  bars  and  braced  to  prevent 
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Fig.  2.  Artists'  Conception  of  Sternal  Fracture  (X-Rays  Re- 
produce Poorly ) . 


crumpling,  construction  with  an  inclined  fire  wall  to 
direct  the  engine  downward  on  impact,  non-locking 
brakes,  and  extensive  interior  padding  with  energy  ab- 
sorbing materials,  will  cut  down  on  the  likelihood  of 
fatality  as  well.  This  is  particularly  important  with  re- 
spect to  head  injuries  which  are  responsible  for  70  to 
80%  of  all  crash  fatalities.’-’'* 

The  single  most  important  requirement  to  lessen  in- 
jury in  traffic  accidents  is  to  prevent  the  secondary  col- 
lision within  the  auto.  This  can  be  greatly  enhanced  if 
auto  occupants  wear  seat  belts.  Since  any  auto  on  the  road 
today  can  have  a seat  belt  installed,  one  does  not  need  to 
wait  and  buy  a new  auto  conforming  to  government 
standards  to  obtain  this  protection. 

There  are  four  basic  seat  belt  types  available,  all  of 
which  must  be  firmly  attached  to  the  auto  framing  in 
order  to  be  effective.^  It  must  be  remembered  that  even 
a snug  seat  belt  can  allow  10  to  20  cm  of  forward  motion 
while  becoming  taut.® 

Four  common  types  of  seat  belts  are  illustrated  in  Fig. 
3 and  have  the  following  characteristics: 

Type  One:  The  Lap  Belt  — This  is  the  most  popular 
design  in  the  United  States  but  has  the  disadvantage  that 
a clasp-knife  action  of  the  body  takes  place  on  impact 
allowing  the  chest  and  head  to  collide  with  interior  pro- 
jections. 

Type  T tvo:  Diagonal  Belt  - This  belt  offers  satisfactory 
protection,  but  there  is  danger  that  the  occupant  will 


Fig.  3 

slide  under  the  belt  during  impact.  This  belt  offers  the 
additional  danger  that  it  may  be  improperly  worn  with 
the  strap  under  the  arm  rather  than  over  the  shoulder, 
and  no  restraint  is  placed  on  the  pelvis. 

Type  Three:  Three-point  Belt  - This  type  of  belt  is 
believed  by  many  to  be  the  best  available  as  it  offers  pro- 
tection to  both  lower  and  upper  parts  of  the  body  while 
remaining  easy  to  buckle  and  allowing  relatively  free 
body  movement. 

Type  Four:  Shoulder  Harness  - This  type  of  belt  is  not 
popular  because  it  is  too  difficult  to  don  and  restricts 
body  movement.  Its  main  disadvantage  lies  in  the  fact 
that  the  straps  run  over  the  back  of  the  seat  to  attach  to 
the  floor  and  if  the  back  of  the  seat  gives  way,  little  pro- 
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tection  results.  It  is  presently  thought  that  a safe  seat 
mount  can  be  manufactured,  and  with  attachment  of  the 
harness  belt  to  the  seat,  maximum  restraint  can  be  ob- 
tained.-- 

No  informed  person  today  can  doubt  the  results  of 
several  studies,-""'-'’'' showing  the  effectiveness  of  seat 
belts.  All  of  these  reports  reach  general  agreement  that 
there  is  a .^5%  reduction  in  major  fatal  injuries  by  pre- 
venting passenger  ejection  and  reducing  secondary  col- 
lisions within  the  auto.  A mortality  reduction  in  the 
range  of  80%  has  been  shown  when  diagonal  belts  are 
used.'-"  It  must  be  stressed  that  under  certain  accident 
conditions  auto  injuries  are  unsurvivable  even  with  the 
use  of  seat  belts.*"  This  is  particularly  true  when  the  oc- 
cupant is  seated  at  the  site  of  impact  or  when  the  pas- 
senger compartment  is  severely  compressed. 

Seat  Belt  In  jury:  As  is  clear  from  the  above  case  pre- 
sentation, the  seat  belt  itself,  even  when  of  the  most 
beneficial  type,  can  produce  injury.  Injuries  due  to  seat 
belts  include  splenic  rupture,”-’*  rupture  of  the  pregnant 
uterus  from  improperly  high  placement  of  the  seat  belt,’- 
ventral  hernia  of  the  abdominal  wall,”’  fulcrum  fractures 
of  the  lower  spine,’  ’ small  bowel  perforation,’ and 
sternum  fractures,’’  facial  fractures,”’  pelvis  and  lower 
torsal  injuries  caused  by  snubbing  of  the  seat  belt,”  and 
injuries  due  to  seat  belt  failure.”  Only  one  other  case  of 
sternal  fracture  from  over-the-shoulder  seat  belts  has  ap- 
peared in  the  literature,’**  and  it  is  hoped  that  physicians 
can  be  made  aware  of  the  possibility  of  this  type  of  in- 
jury. In  one  report,  29  cases  of  seat  belt  failure  are  cited 
in  which  the  webbing  slipped  or  broke,  the  belt  anchor- 
age broke  or  the  buckle  broke.^  In  this  group,  however, 
there  were  only  two  with  severe  snubbing  injuries  and  no 
pelvic  or  lumbar  spine  fractures.  The  inescapable  con- 
clusion is  that  the  passenger  who  sustains  an  injury  sec- 
ondary to  the  use  of  a seat  belt  is  paying  a small  price, 
with  death  as  the  alternative,  if  no  restraining  device  is 
worn  at  all. 

Discussion 

The  cases  presented  illustrate  an  injury  that  is  likely  to 
becom.e  more  common  with  the  increasing  use  of  seat 
belts  in  motor  vehicles.  Other  injuries  that  occur  with 
seat  belts  are  usually  minor  as  shown  in  a study  which 
reviewed  944  seat  belt-related  injuries  out  of  3,325  ve- 
hicle occupants  who  crashed  wearing  seat  belts.®  As  men- 
tioned above,  seat  belts  will  not  secure  survival  in  major 
crashes  with  severely  compressed  passenger  compart- 
ments or  in  which  the  rare  seat  belt  failure  occurs.  The 
goal  is  to  be  as  safe  as  possible  while  undertaking  the 
risk  of  travel  on  our  highways.  From  the  facts  available 
ii  seems  that  the  minimal  practical  safety  equipment  in 
a contemporary  vehicle  should  include  a seat  belt,  prop- 
erly worn  and  attached,  an  energy  absorbing  steering 


‘Since  this  report  was  written,  two  further  cases  of  sternal 
fracture  have  been  recorded.-’ 


wheel  and  steering  column,  and  other  now  commonly 
installed  safety  features  such  as  safety  door  locks,  re- 
cessed control  knobs,  dual  braking  systems,  padded 
dashboards  and  low  resistance  shatterproof  glass.  Other 
features  urged  and  endorsed  by  the  Federal  Govern- 
ment should  include  a sturdy  roll  bar,  possibly  headrests 
and  interior  padding  sufficient  to  protect  passengers  in 
crashes  producing  compartment  compression  compatible 
with  survival.  In  short,  the  average  driver  has  been 
shown  incapable  of  adequate  self-protection  and  it  is 
physicians  particularly  who  should  set  an  example  and 
urge  protective  measures.  It  is  already  clear  that  a safe 
vehicle  can  be  manufactured  and  sold  to  the  American 
public.  Injuries  such  as  are  documented  in  the  case 
presentations  above  are  far  more  acceptable  than  50,000 
deaths  a year  from  motor  vehicle  accidents. 

Conclusion 

Two  cases  of  fractured  sternum  in  auto  passengers 
wearing  three  point  over-the-shoulder  seat  belts  are  pre- 
sented to  increase  physician  awareness  of  this  injury. 

Many  facts  concerning  motor  vehicle  accidents  as  well 
as  a discussion  centering  on  available  safety  measures  and 
the  subject  of  seat  belt  injury  are  also  presented.  Physi- 
cians particularly  should  continue  to  encourage  the  use 
and  development  of  safety  equipment  and  advocate  de- 
fensive driving  practices.  Efforts  to  reduce  the  awesome 
annual  traffic  toll  of  fatal  and  disabling  injuries  can  only 
be  considered  an  additional  medical  responsibility  to  our 
patients  which  we  are  singularly  well  equipped  to  dis- 
charge. 
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Management  of  Acute  Leukemia  in  Adults  with 
Combination  Drug  Therapy 

A Preliminary  Report 

Murrill  M.  Szucs,  Jr.,  M.D.*  and  Louis  G.  Bove,  M.D.** 


Of  the  many  hopeless  situations  which  confront  the 
physician,  the  management  of  an  adult  with  acute  leuke- 
mia is  certainly  one  of  the  more  difficult.  Previously  felt 
to  be  uncommon,  acute  leukemia  in  the  adult  seems  to 
be  on  the  increase.  Recent  advances  have  been  made  in 
the  therapy  of  acute  leukemia  of  children,  but  for  the 
adult,  little  true  progress  has  been  forthcoming.  We  are 
most  interested  in  finding  a program  which  will  increase 
the  incidence  of  remissions  so  that  we  could  extend  the 
patient's  useful  span,  for  himself  and  for  his  family.  The 
results  of  therapy  for  acute  leukemia  in  the  adult  had 
been  so  poor,  that  a majority  of  clinics  began  to  use 
combination  drug  programs  in  the  management  of  this 
disease.  Our  experience  was  similar,  so  in  July,  1966, 
we  began  a three-year  study  program  to  investigate  com- 
bination drug  therapy.  After  one  year,  during  which  nine 
patients  were  treated,  our  results  were  such  that  a pre- 
liminary report  seemed  worthwhile. 

The  incidence  of  remissions  in  the  acfult  with  acute 
leukemia  prior  to  I960  in  the  majority  of  clinics  barely 
exceeded  10-15%.  At  that  time,  certain  events  occurred 
which  resulted  in  the  current  trend  toward  combination 
drug  therapy;  newer  agents  became  available,  and  many 
independent  investigators  showed  that  the  combination 
of  drugs  gave  better  results  than  any  single  drug  alone. 
The  remission  rate  of  certain  types  of  adult  leukemia  is 
now  approaching  40-50%. 

In  1964  Freireich  et  aP  reported  on  the  use  of  com- 
bination therapy  in  the  treatment  of  childhood  acute 
leukemias,  using  'Vincristine,  Amethopterin,  6 Mercap- 
topurine,  and  Prednisone  simultaneously  (VAMP  Pro- 
gram. ) Their  original  program  was  modified  by  others 
and  the  program  we  selected  was  that  of  Thompson, 
Hall  and  Maloney”  as  presented  in  1965.  We  were  im- 
pressed by  their  high  incidence  of  remissions  and  the 
relatively  mild  toxic  effects.  Aware  of  the  controversy 
in  the  use  of  cortico-steriods  in  the  therapy  of  some  types 
of  acute  leukemia,  it  was  decided  to  treat  all  cell  types 
alike. 

Materials  and  Methods 

All  patients  on  the  Medical  Service  of  the  Maine  Med- 
ical Center  and  all  private  patients  with  acute  leukemia. 


‘Resident  in  Internal  Medicine,  Maine  Medical  Center,  Port- 
land, Maine  04102. 

“Assistant  Physician,  Maine  Medical  Center,  Portland,  Maine 
04102. 


belonging  to  one  of  us,  were  included.  There  were  nine 
patients  during  the  first  year,  four  service  and  five  pri- 
vate, coming  from  several  locations  throughout  the  State 
of  Maine.  The  original  diagnosis  was  based  on  peripheral 
blood  smears  and  bone  marrow'  morphology.  All  but  one 
patient  was  managed  individually  by  one  of  us,  although 
follow-up  care  was  more  often  carried  on  by  the  patient  s 
private  physician. 

Drugs 

Vincristine  Sulfate  is  a periwinkle  alkaloid  derived 
from  the  plant.  Vinca  Rosea.  Originally  investigated  for 
its  hypoglycemic  effects,  it  was  found  also  to  have  an 
anti-leukemic  effect  in  animals  and  man.*  Although  the 
exact  mechanism  of  action  is  unknown,  it  has  been 
shown  to  produce  metaphase  arrest  in  marrow  cells 
( Fig.  1 ) presumably  damaging  spindle  development  of 
dividing  cells. ^ The  dose  was  20-30  gamma  per  kilo  per 
week,  given  intravenously.  The  usual  dose  given  was  1.2 
mg.  - 1.5  mg.  once  weekly,  administered  intravenously. 
Side  effects  include  paresthesias,  constipation  and 
phlebitis. 

Amethopterin  (methotrexate)  is  an  antifolate  that 
inhibits  dihydrofolate  reductase,  an  enzyme  essential  to 
the  biosynthesis  of  thymidilate,  w'hich  leads  to  cell  death. 
This  mechanism  is  also  responsible  for  the  main  side 
effects  which  are  marrow  depression,  alopecia,  and 
ulcers  of  the  mucous  membranes  of  the  oral  cavity'’’  and 
gastrointestinal  tract.  The  usual  dose  given  was  2.5 
mgms,  orally  each  day.  Recent  experience  suggests  that 
mucous  membrane  toxicity  may  be  reduced  if  the  drug 
is  given  parenterally  bi-weekly,  20  mg./sq.  meter  I.V. 
twice  weekly  ( 20-30  mgs. ) . 

6-Mercapto-purine  is  an  antipurine  agent  that  inhibits 
the  synthesis  of  adenylic  and  guanylic  acids  and  sup- 
presses the  denovo  biosynthesis  of  purines.  This  leads  to 
alteration  of  RNA  and  DNA  synthesis.''  The  main  side 
effects  include  marrow  depression,  nausea  and  vomiting. 
The  dose  is  2.5-4  mgm.  per  kilo  daily  by  mouth.  The 
usual  dose  given  was  50  mgms.  2x  daily. 

Prednisone  is  used  mainly  for  its  ability  to  lyse  lym- 
phoid cells.  Its  exact  biochemical  effect  on  leukemic  cells 
is  not  known  at  the  present  time,  but  there  is  some  in- 
dication that  it  may  have  a specific  anti-tumor  effect.  It 
also  plays  a role  in  decreasing  the  bleeding  tendency 
associated  with  thrombocytopenia  by  increasing  capillary 
resistance  without  necessarily  causing  an  increase  in  the 
platelet  count.  Side  effects  from  cortico-steroids  are  many 
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Fig.  1.  Four  arrested  mitosis  in  a bone  marrow  aspirate  from  a case  of  acute  myelogenous 
leukemia  after  treatment.  ( X2000 ) 


and  well  known.  It  was  given  orally  in  a dose  of  60 
mgms.  daily  in  divided  doses  with  an  antacid. 

The  four  drugs  were  started  simultaneously  as  soon 
as  the  diagnosis  was  established  and  continued  for  at 
least  six  weeks  or  until  toxicity  appeared.  This  seemed 
to  be  the  minimum  time  needed  to  produce  remissions  as 
noted  by  Thompson  et  ah’  and  Huguley  and  associates.' 
When  remissions  were  attained,  the  first  three  drugs  were 
stopped  and  Prednisone  gradually  decreased  over  a 
month's  time.  No  maintenance  therapy  was  used.  When 
relapse  occurred,  all  drugs  were  instituted  in  the  same 
doses. 

Results 

Of  the  nine  patients  treated  with  acute  leukemia,  five 
went  into  complete  remission  (Table  1);  one  of  these 
relapsed  to  respond  partially  on  re-treatment. 

Two  of  the  five  patients  who  attained  remission  had 
acute  myelogenous  leukemia,  one  had  acute  lymphocytic 
leukemia,  one  had  acute  stem  cell  leukemia  and  one  had 
myelomonocytic  leukemia  of  the  Naegale  type.  The  me- 
dian duration  from  onset  of  therapy  to  attainment  of 


remission  was  4.5  wks.  The  median  length  of  remission 
was  13.5  wks.  One  patient  remained  on  therapy  12  wks. 
before  going  into  remission  but  maintained  it  for  32 
wks.  ( Fig.  2 ) and  has  had  no  side  effects  from  therapy. 
The  patient  with  acute  lymphocytic  leukemia  attained 
initial  remission  that  lasted  8 wks.  followed  by  a relapse: 
on  re-treatment,  she  had  a second  partial  remission  also 
lasting  4 wks.;  however,  has  since  expired  due  to  over- 
whelming sepsis.  One  patient  with  acute  myelomonocytic 
leukemia  which  rarely  responds  to  treatment,  continues 
to  maintain  a complete  remission  after  one  course  of 
therapy. 

Those  patients  who  did  not  respond  for  the  most  part 
did  not  receive  the  full  6 wk.  courses  of  drug  therapy. 
(Table  2)  L.  M.,  a 75  year  old  man,  who  had  chronic 
granulocytic  leukemia  with  a blast  crisis  and  did  not 
respond.  C.  S.,  a 64  year  old  female  with  acute  myeloge- 
nous leukemia  had  a slight  improvement  after  6 wks.  of 
therapy,  but  has  done  poorly  and  therapy  had  to  be  dis- 
continued because  of  severe  leukopenia.  One  patient 
had  a previous  diagnosis  of  lymphosarcoma,  but  pre- 
sented as  an  acute  lymphocytic  type. 


Fig.  2a.  Bone  marrow  preparation  from  a case  of  acute  myelogenous  leukemia  before  treatment,  showing  a sheet  of  immature  blast 
forms.  (X1600) 


Fig.  2b.  Bone  marrow  from  the  same  case  after  4 weeks  of  therapy.  Note  reduction  of  blast  forms.  (X1600) 
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Table  1 


Patients  Responding  to  Therapy 

Patient 

Age 

Sex 

Cell  type 

Initial 

Duration  of  Rx. 

Duration  of 

Drug  Complications 

iyrs.) 

WBC 

(xlQi) 

before  remission 
occurred  (wks.) 

remission 
( wks. ) 
Type  of 
Remission* 

A.L. 

25 

E 

A.M.L. 

173.3 

3 

6**(\) 

leukopenia 

M.M. 

57 

F 

A.L.L. 

5.0 

6 

8 (I) 

paresthesias 

leukopenia 

4 

4 (11) 

paresthesias 
mouth  ulcerations 

leukopenia 
paresthesias 
mouth  ulcerations 

E.D. 

75 

F 

Acute  myelomonocytic 
(Naegeli  type) 

20.0 

6 

26**(1) 

sepsis  - death 
leukopenia 
paresthesias 
mouth  ulcerations 

A.B. 

35 

M 

A.M.L. 

4.7 

12 

32  (I; 

alopecia 

none 

N.P. 

27 

F 

Acute  stem  cell 

4.4 

4 

6**  (I) 

none 

* Based 

on  leukemia  Group  B Criteria*!**) 

( I complete  remission 

* ’■Remission  continues  of  this 

writing 

( II  partial 

remission 

Table  2 

Patients  Not  Responding  to  Therapy 

Patient 

Age 

Sex 

Cell  type 

Initial  WBC 
xlQ3 

Duration  of  therapy 
wks. 

Type  of  remission* 

Cause  of  death 

c.s. 

64 

F 

A.M.L. 

17.0 

6 III 

— 

E.M. 

75 

M 

C.G.L. 

7.0 

1 

massive  G.I. 

(blast  crisis) 

hemorrhage 

P.O. 

67 

F 

A.M.L. 

67.0 

0 

pneumonia 

D.R. 

65 

M 

A.L.L. 

( previous  lymphosarcoma ) 

50.00 

4 

sepsis 

* Based  on  Leukemia  Group  B Criteria* III  No  response. 


Because  of  drug  toxicity  ( leukopenia ) , two  patients 
who  remitted  received  less  than  a 6 wks  course  plan.  The 
most  common  toxic  complaint  was  paresthesias  second- 
ary to  Vincristine,  but  this  did  not  necessitate  termina- 
tion of  the  drug.  Other  side  effects  from  combination 
treatment  in  our  series  were  mild  and  not  clinically 
significant. 

Discussion 

In  83  cases  of  adult  acute  leukemia  treated  with  6- 
Mercapto-purine  alone,  Boggs,  Wintrobe  and  Cartwright® 
reported  only  6 remissions  (1%)  and  11  improvements 
(13%)  and  of  17  patients  treated  with  Methotrexate,  2 
showed  only  improvement.  In  a similar  study.  The  British 
Research  CounciP  reported  nine  out  of  100  (9%)  had 
remissions  with  6-Mercapto-purine  and  Prednisone.  The 
majority  in  the  two  preceding  studies,  who  enjoyed 
remissions  had  acute  lymphocytic  leukemia.  Those  with 
acute  myelogenous  leukemia,  had  a remission  rate  of 
about  10-15%.  With  the  application  of  the  VAMP 
Program  to  adults  with  acute  leukemia,  Thompson  et  aP 


in  their  initial  38  patients,  reported  10  out  of  14  cases 
of  acute  myelogenous  leukemia,  who  survived  6 wks.  of 
therapy  attained  a remission. 

Each  of  the  four  drugs  used  in  combination  therapy 
have  been  shown  to  have  independent  effects  in  inducing 
remissions  in  acute  leukemias.  6 Mercapto-purine  and 
to  a lesser  extent  Methotrexate  have  been  shown  to  give 
fairly  good  remissions;  but  at  such  high  doses,  toxic 
effects  became  prohibitive.  Therefore,  by  using  four 
drugs  at  low  doses  an  additive  effect  and  low  toxicity 
occurs. 

Although  our  series  is  small,  our  findings  tend  to  par- 
allel those  of  others  using  4-drug  combination  therapy. 
Some  authors  have  stated  that  the  effect  of  therapy  on 
survival  is  a function  of  the  frequency  and  duration  of  i 
remission,  which  is  primarily  a function  of  the  cell  type 
of  acute  leukemia.  This  is  not  necessarily  true  as  applied 
to  the  present  program,  as  more  patients  with  acute 
leukemia  are  going  into  remission  and  it  would  appear 
to  be  a function  of  a change  in  therapy. 

The  incidence  of  complications  from  drug  therapy 
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were  low.  Although  toxicity  seems  to  vary  from  patient 
to  patient;  it  is  also  dose  related.  The  drug  doses  when 
used  in  combination  are  lower  than  those  used  singular- 
ly with  a resultant  few  side  effects.  Leukopenia  was  a 
frequent  side  effect  but  returned  to  normal  when  drugs 
were  discontinued.  One  patient,  E.  M.,  with  acute  lym- 
phocytic leukemia  died  of  overwhelming  sepsis,  but 
this  was  probably  a complication  of  her  disease  and  not 
leukopenia.  Therapy  had  to  be  discontinued  in  only  two 
patients  because  of  drug  complications.  Huguley  et  aP 
using  bi-weekly  doses  of  Methotrexate  I.V.,  reported  a 
33%  remission  rate  in  adult  leukemia,  but  his  side  effects 
were  frequent. 

Morbidity  and  mortality  in  acute  leukemia  are  related, 
not  so  much  to  the  presence  of  abnormal  cells  but  to  the 
absence  of  normal  ones.  The  goal  of  chemotherapy  is  the 
induction  of  and  maintenance  of  a remission.  A definite 
length  of  time  on  therapy  is  necessary  to  achieve  this 
remission.  If  however,  drug  therapy  must  be  stopped 
short  because  of  drug  toxicity,  there  may  be  a lessening 
of  the  patient’s  chance  to  obtain  such  a remission. 

The  goals  in  the  management  of  the  patient  with  acute 
leukemia  include  patient  comfort,  a minimized  hospitali- 
zation time,  low  incidence  of  side  effects  with  drug  thera- 
py, and  the  reduction  of  abnormal  cell  populations.  It 
would  appear  that  these  goals  are  satisfied  by  the  use  of 
combination  therapy. 

Conclusions 

1.  Nine  patients  were  treated  with  combination  drug 
therapy  (VAMP). 

2.  Of  the  nine  patients  treated,  regardless  of  cell  type, 
five  patients  had  remissions. 

3.  There  was  one  patient  improved  on  therapy  and 
three  patients  who  did  not  respond. 


4.  The  VAMP  Program  as  used  is  not  associated  with 
marked  toxicity  and  does  seem  to  increase  the  in- 
cidence of  remission. 

5.  The  mode  of  drug  therapy  can  be  suited  for  out- 
patient as  well  as  inpatient  management. 
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Lipomatosis  of  the  Ileo^Cecal  Valve 

A Problem  In  Diagnosis  And  Treatment 

Harry  W.  Bennf.rt,  Jr.,  M.D.,*  Robert  P.  Andrews,  M.D.**  and  Joseph  E.  Porter,  M.D.*** 


Introduction 

Lipomatosis  of  the  ileo-cecal  valve  which  has  also 
been  called  ileocecal  valve  syndrome,  hypertrophy  of  the 
ileocecal  valve,  and  lipoma  of  the  ileocecal  valve  is  de- 
fined as  diffuse  fatty  infiltration  of  the  submucosal  layer 
of  the  ileocecal  valve.-  ’ "’  This  infiltration  of  normal  fat 
cells  is  without  a demarcating  capsule  and  therefore  is 
distinguished  from  a true  lipoma.  The  etiology  of  this 
relatively  rare  lesion  is  unknown.  There  have  been  two 
proven  cases  of  this  disease  at  the  Maine  Medical  Center 
in  the  last  thirteen  years.  Interest  in  lipomatosis  of  the 
ileo-cecal  valve  arises  from  the  fact  that  it  is  a problem 
in  diagnosis,  particularly  in  distinguishing  it  from  ma- 
lignancy. Therapy  when  indicated  is  quite  controversial, 
although  it  is  surgical.  The  nature  of  the  surgery  neces- 
sary is  in  question. 

The  purpose  of  this  paper  is  to  discuss  the  disease 
entity  with  respect  to  the  problems  in  differential  diag- 
nosis and  appropriate  treatment  and  to  present  the  two 
cases  which  have  been  diagnosed  and  treated  at  the 
Maine  Medical  Center. 

Case  Reports 

Case  No.  1,  J.  B.  L.,  MMC  Hospital  No.  52690  — This  69- 
year-old  retired  engineer  entered  the  hospital  with  the  chief 
complaint  of  recurrent  right  lower  quadrant  distress,  vague  in 
nature  and  of  several  months  duration.  With  each  bout  of 
abdominal  pain,  he  would  experience  intermittent  constipation. 
The  past  medical  history  was  non-contributory.  Physical  ex- 
amination revealed  an  obese  but  otherwise  healthy  older  male. 
Barium  enemas  revealed  a "fairly  sizeable  irregular  filling  de- 
fect in  the  mid  cecum  at  the  approximate  level  of  the  ileo-cecal 
valve.”  Subsequently,  the  patient  underwent  a right  colectomy. 
The  specimen  contained  a fatty  ileo-cecal  valve,  which  re- 
sembled a "cervix  uteri."  On  microscopic  section  it  was  cov- 
ered by  a normal  mucosa  with  some  congestion.  It  contained 
a small  amount  of  brownish  pigment  and  an  increased  num- 
ber of  lymphocytes.  The  submucosa  was  composed  of  uniform 
mature  adult  fat  cells  with  no  capsule.  The  postoperative  course 
was  benign  and  the  patient  was  discharged  on  the  10th  post- 
operative day. 

Case  No.  2,  L.  E.  P.,  MMC  Hospital  No.  43721  - This  75- 
year-old  female  was  admitted  with  the  chief  complaint  of  se- 
vere upper  abdominal  pain  penetrating  to  her  mid-back  of 
several  hours  duration.  The  pain  had  come  on  following  a meal 
which  was  largely  liquid  and  relatively  bland.  Associated  with 
the  pain  had  been  mild  nausea.  In  the  last  several  months 
prior  to  admission,  she  had  noted  gradually  increasing  anorexia, 
fatigue,  and  weight  loss.  The  remaining  past  medical  history 
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was  non-contributory.  Physical  examination  revealed  mild  but 
diffuse  upper  abdominal  tenderness  most  marked  on  the  right. 
Bowel  sounds  were  suggestive  of  small  bowel  distension  and 
KUB’i  revealed  distended  loops  of  small  bowel  thought  to  be 
secondary  to  incomplete  mechanical  obstruction  of  the  right 
colon.  Barium  enema  revealed  a persistent  deformity  of  the 
cecum.  The  attending  physician  felt  that  the  lesion  of  the 
cecum  was  probably  benign.  At  operation  the  cecum  was 
opened  and  the  fatty  and  enlarged  ileo-cecal  valve  was  visual- 
ized and  appeared  to  the  surgeon  to  resemble  a "cervix  uteri.” 
A total  right  colectomy  was  carried  out.  Grossly  and  micro- 
scopically the  lesion  appeared  as  the  valve  in  case  number  one. 
( Addendum : This  patient  underwent  cholecystectomy  at  the 
same  operation. ) 

Discussion 

Anatomically  the  ileo-cecal  valve  is  composed  of  two 
lips  which  bound  a slit-like  opening  which  connects  the 
small  with  the  large  intestine.  This  valve  is  formed  by 
a reduplication  of  the  mucosa,  submucosa,  and  circular 
muscle  fibers  of  the  intestine.” 

In  the  pathological  specimen  the  lips  of  the  lipoma- 
tous  valve  are  grossly  enlarged  and  resemble  a "cervix 
uteri.”-  The  mucosa  is  intact  but  appears  yellowish  in 
color.  Microscopically,  the  submucosa  is  filled  with  a 
mass  of  normal  far  cells,  lacking  a capsule.'®  Frequently, 
as  in  the  presented  cases,  the  mucosa  is  involved  with 
a chronic  inflammatory  infiltrate. 

Actual  etiology  is  unknown  but  Cabatid  and  Harris” 
suggest  that  the  normal  mechanical  pulsations  of  the 
mucosa  and  submucosa,  as  the  valve  functions,  create  "a 
sort  of  tissue  vacuum”  that  slowly  becomes  filled  with 
fat.  Edwards  and  Zangara'’’  believe  the  lesion  to  occur 
in  individuals  with  faulty  fat  metabolism. 

It  is  an  entity  uncommon  before  the  age  of  40  and 
occurs  most  frequently  in  women.-  In  a series  by  Lasser 
and  Rigler^  only  6 of  the  18  patients  were  men  and  most 
of  their  patients  were  over  age  45.  In  a study  of  benign 
lesions  of  the  cecum  by  Phillips  et  al,'-  only  5 of  the 
27  cases  were  lipomatous. 

Diagnosis  can  only  be  proven  by  actual  examination 
of  the  specimen.'®  Symptoms  and  signs  are  relatively 
vague  and  only  50%  present  with  any  clinical  findings."* 
It  is  frequently  an  incidental  finding  on  roentgenologic 
examination.-’” 

Symptoms  can  include  gaseous  abdominal  distension 
and  flatulence,  diarrhea  or  constipation,  slight  to  severe 
abdominal  pain  which  can  be  difficult  to  localize,  nausea, 
vomiting,  or  crampy  pain  simulating  bowel  obstruction. 
Occasionally  a right  lower  quadrant  mass  can  be  pal- 
pated and  sometimes  melena  is  present.®''®  It  has  been 
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Fig.  1.  Gross  specimen  revealing  lipomatous  valve. 


confused  with  acute  appendicitis^  and  may  present  as 
postprandial  "indigestion"  simulating  biliary  disease.'’ 
Seabrook  et  aP^  indicate  that  lipomatosis  can  give  rise 
to  exsanguinating  hemorrhages  from  mucosal  ulceration. 
Balaz  et  aP'’  suggest  that  symptoms  must  be  differentiated 
from  diseases  of  the  ureter,  fallopian  tube  and  ovary. 
Intussusception  can  result  when  lipomatosis  is  present 
according  to  Kelby.‘‘ 

The  anatomy  of  the  ileo-cecal  valve  is  best  appreciated 
roentgenologically,  when  during  the  course  of  a barium 
enema  examination,  spot  films  are  made  while  compress- 
ing the  cecum.  These  films  are  made  by  applying  pres- 
sure to  the  ileo-cecum  with  a radiolucent  compression 
cone  available  on  the  standard  fluoroscope.  The  valve  it- 
self is  most  easily  recognized  if  barium  enters  the  termi- 
nal ileum,  but  this  is  not  a prerequisite.’’ 

The  usual  ileocecum  is  formed  by  the  terminal  ileum 
which  rises  out  of  the  pelvis  and  forms  a reverse  curve 
joining  the  colon  medially  at  a right  angle  with  the  valve 
projecting  slightly  inward.  The  junction  may  be  antero- 
medial or  posteromedial  in  location,  but  lateral  entry  is 
considered  outside  normal  variation.’  The  most  common 
location,  posteromedial,  is  seen  in  90%  of  patients.^ 

The  ileocecal  valve  has  an  upper  and  lower  lip,  both 
of  which  can  be  identified  roentgenologically.  The  longet 
upper  lip  averages  2.0  cm.  in  length  while  the  shorter 
lower  lip  usually  measures  0.3  cm.  to  0.5  cm.  Anterior 
and  posterior  to  the  valve,  there  is  a frenulum  which 
marks  the  anatomic  boundary  between  cecum  and  as- 
cending colon,  but  which  is  not  usually  demonstrable 
roentgenologically.  Many  variations  can  occur,  including 
absence  of  projecting  valve  lips,  prolapse  of  the  lower 
lip  into  the  terminal  ileum,’’  and  fusion  of  the  inferior 
ileal  wall  and  medial  cecal  wall  causing  an  unusual  ap- 
pearance of  the  valve. 

When  lipomatosis  of  the  ileo-cecal  valve  is  present, 
a circular  tumor-like  filling  defect  is  present  in  the  colon 
at  the  entrance  of  the  terminal  ileum.  An  actual  hernia- 
tion of  ileal  mucosa,  or  protrusion  of  mucosa  beyond  the 
lips  of  the  valve  can  present  an  identical  appearance. 


Fig.  2.  Histologic  study  reveals  mature  fat  cells  in  lipomatous 
valve. 


Fig.  3-  Normal  compression  spot  film  of  ileocecal  valve. 
UL-upper  lip  LL-lower  lip  O-orifice 


Fig.  4.  Compression  film  of  lipomatous  valve  with  arrows  to 
indicate  borders. 
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Indeed,  this  latter  finding  is  analagous  to  the  gastric 
mucosal  prolapse  commonly  seen  at  the  pylorus  as  a vari- 
ation of  normal. 

In  the  presence  of  a lipomatous  valve,  it  is  occasionally 
possible  to  discern  increased  radiolucency  of  the  filling 
defect  in  the  cecum  due  to  the  fatty  tissue  present.  Dif- 
ferentiation from  malignant  tumor  is  of  paramount  im- 
portance and  may  be  obtained  roentgenologically.  The 
intimate  relationship  of  the  filling  defect  to  the  lo- 
cation of  the  valve  is  a main  differential  point.  The 
presence  of  a stellate  depression  in  the  center  of  the 
valve  when  seen  "en  face”  marks  the  opening  of  the 
terminal  ileum.  The  profile  appearance  is  that  of  an 
epsilon,  which  when  seen  offers  further  assurance  of  its 
benign  nature. 

Absence  of  tenderness  on  compression  helps  to  ex- 
clude associated  edema  and  acute  inflammation,  and 
when  herniation  of  ileal  mucosa  is  present,  change  of 
size  and  shape  can  be  demonstrated  roentgenologically, 
also  indicating  benignancy. 

Lasser  and  Rigler”  suggest  that  if  the  lesion  is  diag- 
nosed by  x-ray  as  an  incidental  finding  that  no  therapy 
is  necessary  and  close  follow-up  examination  is  indicated. 
This  is  the  course  presently  followed  at  the  Maine  Medi- 
cal Center. 

However,  in  many  cases,  the  actual  nature  of  the  cecal 
lesion  is  in  doubt  and  since  malignancy  cannot  be  ruled 
out,  the  patients  usually  undergo  radical  resection.  Ex- 
cept for  four  cases  in  the  literature,  all  patients  had  re- 
section of  terminal  ileum  and  either  hemi  or  total  right 
colectomy.  Both  of  the  cases  presented  here  had  right 
colectomies.  Following  these  procedures  all  such  patients 
were  reported  to  have  done  well. 

In  the  papers  of  Hulten-  and  Cabaud  and  Harris”  a 
total  of  four  patients  underwent  exploratory  laparotomy 
with  cecostomy  and  inspection  of  the  ileo-cecal  valve. 
Two  of  the  patients  then  underwent  wedge  resection  of 
the  valve  with  two,  four,  and  eight  year  contrast  study 
follow  ups  with  no  symptoms  subsequently  and  no  evi- 
dence of  ileo-cecal  valve  enlargement.^  Two  of  the  pa- 
tients underwent  resection  of  the  fat  beneath  the  mucosa 
with  no  symptoms  or  signs  of  reaccumulation  after  sev- 
eral months  follow  up.”  One  case  discussed  by  Boyden'* 
was  treated  by  circumcision  of  the  ileo-cecal  valve. 

It  is  reasonable  to  propose  that  if  a symptomatic 
lesion  of  the  ileo-cecal  valve  is  found  on  x-ray  study,  that 
the  surgeon  plan  to  visualize  the  lesion  directly  at  the 


time  of  operation  via  cecostomy.  Results  of  direct  inspec- 
tion of  the  lesion  or  frozen  section  of  a biopsy  specimen 
might  prevent  the  patient  from  undergoing  radical  bowel 
resection. 


Conclusion 

Lipomatosis  of  the  ileo-cecal  valve  is  a benign  lesion 
which  can  be  diagnosed  by  adequate  rcx;ntgenological 
study.  If  the  lesion  is  asymptomatic  and  an  incidental 
finding,  it  can  be  safely  followed  by  periodic  barium 
enemas.  When  the  lesion  gives  rise  to  symptoms,  it  is 
suggested  that  the  surgeon  plan  either  wedge  resection 
or  excision  of  the  fat  beneath  the  mucosa  via  cecostomy. 
Such  a procedure  is  relatively  brief  and  would  lessen  the 
potential  morbidity  especially  in  the  poor  risk  patient. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes,' Arthritis^  and  Peripheral  Vascular  Disorders^ 


now...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains;  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


even  in 
ulcerative 


characterized  by: 

— diarrhea,  cramps,  tenesmus 
bloody,  mucoid,  purulent  stools 


\ 


LOMOTIL 


tablets/liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  . . . .2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

controls 

diarrhea 


In  six  published  studies^  ® detailed  results 
are  given  on  the  use  of  Lomotil  in  111 
patients  with  chronic  ulcerative  colitis. 
They  show  that  Lomotil  gave  satisfactory 
to  “excellent”  control  of  diarrhea  in  more 
than  two-thirds  of  these  patients.  As  the 
disorder  advances  and  destroys  bowel 
musculature,  the  motility-lowering  ac- 
tion of  Lomotil,  understandably,  has  less 
effect. 


The  successful  use  of  Lomotil  in  a 
disorder  as  exceedingly  difficult  to  treat 
as  moderate  ulcerative  colitis  empha- 
sizes again  its  unsurpassed  antidiarrheal 
effectiveness  in  these  more  common 
conditions : 

• Gastroenteritis  • Acute  infections 

• Spastic  colon  • Drug  induced  diarrhea 

• Functional  hypermotility 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are : 

Children:  Total  Daily  Dosage 

3-6  mo. . . V2  tsp.’t.i.d.  (3  mg.)  i 1 i 
6-12  mo. . 1/2  tsp.  q.i.d.  (4  mg.)  till 

1- 2  yr. . . . V2  tsp.  5 times  daily  (5  mg.)  1 | i i | 

2- 5  yr. . . . 1 tsp.  t.i.d.  (6  mg.)  i | | 

5-8yr. . . . 1 tsp.q.i.d.(8  mg.)  1 1 i | 

8-12  yr. ..  1 tsp.  5 times  daily  (10  mg.)  i 1 i 1 1 
Adults:  2 tsp.  5 times  daily  (20  mg.)  il  il  ii  U li 

or  2 tablets  q.i.d.  se  ee  ee  ee 

‘Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  dosage. 


Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive  po- 
tential. Recommended  dosages  should  not  be 


exceeded,  and  medication  should  be  kept  out 
of  reach  of  children.  Should  accidental  over- 
dosage occur  signs  may  include  severe  respira- 
tory depression,  flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pinpoint  pupils 
and  tachycardia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function 
or  those  taking  addicting  drugs  or  barbiturates. 


Side  Effects:  Side  effects  are  relatively  uncom- 
mon but  among  those  reported  are  gastrointes- 
tinal irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness,  insomnia,  numb- 
ness of  the  extremities,  headache,  blurring  of 
vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 

1.  Barowsky,  H.,  and  Schwartz,  S.  A.:  J.A.M.A.  180.1058- 
1061  (June  23)  1962.  2.  Cayer,  D.,  and  Sohmer,  M.  F. : 
N.  Carolina  Med.  J.  22.-600-604  (Dec.)  1961.  3.  Hock, 
C.  W. : J.  Med.  Ass.  Georgia  50:485-488  (Oct.)  1961.  4. 
Van  Derstappen,  G.,  and  Vandenbroucke,  G.;  Med.  Klin. 
56;962-964  (June  2)  1961.  5.  Merlo,  M.,  and  Brown, 
C.  H.:  Amer.  J.  Gastroent.  34.-625-630  (Dec.)  1960.  6. 
Weingarten,  B.;  Weiss,  J.,  and  Simon,  M.:  Amer.  J. 
Gastroent.  35:628-633  (June)  1961. 


SEARLE 


Research  in  the  Service  of  Medicine 


at  the  site  of  infection 
(where  it  counts). . . j 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^  ® 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  t'wo  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


IlosoneV  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared! 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  wei 
characterized  by  increased  direct-reacting  bilirubin,  elevatt 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephali 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutam 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  no 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  n 
been  reported  in  other  patients  taking  prolonged  courses  of  tl 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  ai 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  h 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  ■ 
144  patients  who  received  the  drug  daily  for  two  years,  no  jau 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episod 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphata.se  levels  we 
determined  in  a group  of  fifty-four  adults  and  children  who  td 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatii  i 
of  SGPTand  serum  alkaline  phosphatase  levels  during  thecour ' 
of  treatment  was  observed  in  one  patient  treated  with  Iloso 
and  in  two  patients  treated  with  penicillin.  Seven  other  patier 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicill 
group  showed  elevations  in  one  of  the  tests  at  some  time  durii 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  we 
reported  in  102  pediatric  patients  who  received  short-term  (te 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  inf( 
tions.  Results  of  liver  function  tests  in  these  patients  we 
comparable  to  those  in  a similar  control  group  who  had  receiv  i 
penicillin. 

Gastro-intestinal  disturbances  not  associated  wdth  hepatic 
fects  are  observed  in  a small  proportion  of  individuals  as  a res 
of  a local  stimulating  effect  of  the  medication  on  the  aliments 
tract;  however,  the  normal  intestinal  gram-negative  bacter 
flora  is  not  appreciably  altered  by  erythromycin  drugs.  i 

Although  allergic  manifestations  are  uncommon  with  the  i 
of  erythromycin,  there  have  been  occasional  reports  of  urticai . 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  0 * 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  b( ' 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours; 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hor  i 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  s; 
swallowed  with  water.)  I 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dos:  | 
of  Ilosone  is  250  mg.  every  six  hours.  fi 

For  severe  infections,  these  dosages  may  be  doubled.  I 
When  larger  doses  are  indicated,  parenteral  erythromy 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosag 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fift 
days.  Close  follow-up  of  the  patient  is  necessary  since  erytl 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  p, 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days 
recommended.  In  the  treatment  of  gonorrhea,  patients  wit 
suspected  lesion  of  syphilis  should  have  a dark-field  examinai, 
before  receiving  antibiotics,  and  monthly  serologic  tests  she 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equiva: 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packa 
Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equiva 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packa 
Ilosone  Drops,  5 mg.  (equivalent  to  base)  perdrop,inl0-cc.- 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  ba 
in  bottles  of  50.  1032 

References:  1.  Griffith,  R.  S..  and  Black,  H.  R. : Am.  J.  M.  Sc.,  24?';69,  , 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  f2;398,  ' 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.. 

2S9.198,  1960.  

Of 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  Jf6206.  — 
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Maine  Medical  Association 

SPECIAL  COMMITTEES  1967-1968 

Special  Committees  for  1967-1968  as  appointed  by  the  President,  Paul  S.  Hill,  Jr.,  M.D.  of  Saco. 


Diabetes  Committee 

Melvin  Bacon,  M.D.,  122  Main  St.,  Sanford  — Chairman 
John  S.  Houlihan,  M.D.,  209  State  St.,  Bangor 
John  P.  Dow,  M.D.,  59  Main  St.,  Pittsfield 
Elton  R.  Blaisdell,  M.D.,  233  Vaughan  St.,  Portland 
Harold  D.  Cross,  M.D.,  Main  Rd.  & Summer  St.,  Hampden 
Highlands 

Committee  On  Mental  Health 

William  E.  Schumacher,  M.D.,  14  Westwood  Rd.  MD  "B,  " 
Augusta  — Chairman 

Francis  H.  Sleeper,  M.D.,  3 Colony  Rd.,  Augusta 

Harold  A.  Pooler,  M.D.,  Bangor  State  Hospital,  Bangor 

Margaret  S.  Smith,  M.D.,  Box  967,  Presque  Isle 

Richard  A.  Levy,  M.D.,  22  Bramhall  St.,  Portland 

Henry  C.  Thacher,  M.D.,  117  Goff  St.,  Auburn 

Willem  F.  Nieuwkerk,  M.D.,  P.  O.  Box  424,  Kennebunkport 

Peter  B.  Aucoin,  M.D.,  151  Franklin  St.,  Rumford 

Committee  On  Conservation  Of  Vision 

Dexter  J.  Clough,  2nd,  M.D.,  224  State  St.,  Bangor  - Chairman 
Paul  Maier,  M.D.,  723  Congress  St.,  Portland 
Paul  E.  Floyd,  M.D.,  2 Middle  St.,  Farmington 
Ralph  A.  Goodwin,  Jr.,  M.D.,  33  Court  St.,  Auburn 
Maurice  Von  Lonkhuyzen,  M.D.,  131  State  St.,  Portland 
Richard  H.  Dennis,  M.D.,  33  College  Ave.,  Waterville 
Payson  B.  Jacobson,  M.D.,  295  Brighton  Ave.,  Portland 

Advisory  Committee  To  Secretary  Of  State 
And  To  The  Bureau  Of  Motor  Vehicles 

George  L.  Maltby,  M.D.,  31  Bramhall  St.,  Portland  — Chairman 

Milan  A.  Chapin,  M.D.,  237  Turner  St.,  Auburn 

Wilbur  B.  Manter,  M.D.,  1 Fern  St.,  Bangor 

Richard  H.  Dennis,  M.D.,  33  College  Ave.,  Waterville 

Richard  C.  Dillihunt,  M.D.,  Maine  Medical  Center,  Portland 

Committee  To  Conduct  A Study  Of 
Maternal  Mortality 

Robert  M.  Knowles,  M.D.,  49  Deering  St.,  Portland  — Chairman 

Eugene  C.  McCann,  M.D.,  49  Deering  St.,  Portland 

Stanley  W.  Kent,  M.D.,  42  Deering  St.,  Portland 

Louis  N.  Taxiarchis,  M.D.,  144  State  St.,  Portland 

John  D.  McIntyre,  M.D.,  50  Union  St.,  Ellsworth 

Frederick  B.  Lidstone,  M.D.,  117  Goff  St.,  Auburn 

Robert  M.  Morrison,  M.D.,  148  State  St.,  Portland 

Kenneth  W.  Sewall,  M.D.,  2 School  St.,  Waterville 

Advisory  Committee  To  The  Accident  Records 
System  Study  Of  The  Maine  State  Highway 
Commission 

John  M.  H.  Barnard,  M.D.,  Doctors  Park,  89  Hospital  St., 
Augusta 

Richard  C.  Dillihunt,  M.D.,  Maine  Medical  Center,  Portland 
Richard  H.  Dennis,  M.D.,  33  College  Ave.,  Waterville 
Oakley  A.  Melendy,  M.D.,  Doctors  Park,  89  Hospital  St., 
Augusta 


Cancer  Committee 

Eugene  P.  McManamy,  M.D.,  72  West  St.,  Portland  - Chairman 
Joseph  E.  Porter,  M.D.,  22  Bramhall  St.,  Portland 
Charles  F.  Branch,  M.D.,  Central  Maine  General  Hospital, 
Lewiston 

Alan  W.  Zeller,  M.D.,  Main  St.,  Newcastle 
Irvin  Dorfman,  M.D.,  Webber  Hospital,  Biddeford 


Amy  W.  Pinkham  Fund  Committee 

Mary  J.  Tracy,  M.D.,  Bristol  Rd.,  Damariscotta  — Chairman 

Virginia  C.  Hamilton,  M.D.,  South  Harpswell 

Charles  E.  Burden,  M.D.,  1 North  St.,  Bath 

Ella  Langer,  M.D.,  2 Chapel  St.,  Augusta 

Lloyd  G.  Davies,  M.D.,  78  Main  St.,  Fryeburg 

Committee  On  Medicine  And  Religion 

Wedgwood  P.  Webber,  M.D.,  460  Main  St.,  Lewiston  — Chair- 
man 

Benjamin  L.  Shapero,  M.D.,  431  State  St.,  Bangor 
Marcel  P.  Houle,  M.D.,  200  Alfred  St.,  Biddeford 

Arthritis  Committee 

Philip  P.  Thompson,  Jr.,  M.D.,  131  Chadwick  St.,  Portland  - 
Chairman 

Joseph  A.  Marshall,  M.D.,  177  Main  St.,  Waterville 
Charles  R.  Glassmire,  M.D.,  37  Deering  St.,  Portland 


Committee  On  Rehabilitation 

John  J.  Lorentz,  M.D.,  Maine  Medical  Center,  Portland  — 
Chairman 

John  A.  Woodcock,  M.D.,  35  Second  St.,  Bangor 
Edward  G.  Asherman,  M.D.,  190  Pine  St.,  Portland 
Roger  J.  P.  Robert,  M.D.,  331  Main  St.,  Saco 
Stephen  E.  Monaghan,  M.D.,  7 Bramhall  St.,  Portland 

Advisory  Committee  To  The  Health  Facilities 
Planning  Council  Of  Maine 

Charles  D.  McEvoy,  Jr.,  M.D.,  186  State  St.,  Bangor  - Chair- 
man 

Merle  S.  Bacastow,  M.D.,  22  Bramhall  St.,  Portland 
Harry  M.  Helfrich,  Jr.,  M.D.,  122  Academy  St.,  Presque  Isle 
George  E.  Sullivan,  M.D.,  R.F.D.  #1,  Fairfield 
Niles  L.  Perkins,  M.D.,  R.F.D.  #1,  Bowdoinham 


Committee  On  Maternal  And  Child  Welfare 

Alice  A.  S.  Whittier,  M.D.,  143  Neal  St.,  Portland  - Chairman 
Robert  M.  Knowles,  M.D.,  49  Deering  St.,  Portland 
William  M.  Shubett,  M.D.,  317  State  St.,  Bangor 
Ella  Langer,  M.D.,  2 Chapel  St.,  Augusta 
Benjamin  L.  Shapero,  M.D.,  431  State  St.,  Bangor 
Maurice  Ross,  M.D.,  372  Main  St.,  Saco 

Vassilios  Handanos,  M.D.,  Cor.  Lincoln  Ave.  & Franklin  St., 
Rumford 
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Committee  For  Liaison  With  Health  Professions 

George  W.  Bostwick,  M.D.,  P.  O.  Box  3S8,  Newcastle  — 
Chairman 

Donald  H.  Ilorsman,  M.D.,  50  Goff  St.,  Auburn 
Russell  M.  Lane,  M.D.,  3 Cedarwood  St.,  Orono 
Donald  A.  DeCosta,  M.D.,  Poland  Spring 
John  B.  Matligan,  M.D.,  Houlton 
Harold  N.  Burnham,  M.D.,  130  Main  St.,  Gorham 
Walter  E.  Penta,  M.D.,  316  Woodford  St.,  Portland 
Hays  G.  Bowne,  M.D.,  9A  Main  St.,  Farmington 
Harry  M.  K.  Peddie,  M.D.,  Doctors  Park,  89  Hospital  St., 
Augusta 

Committee  On  Disaster  Medical  Care 

John  T.  Konecki,  M.D.,  St.  Mary's  General  Hospital,  Lewiston 
— Chairman 

District  Members 

1st  — Alvin  A.  Morrison,  M.D.,  57  Deering  St.,  Portland 
2nd  - Ralph  A.  Goodwin,  Sr.,  M.D.,  56  Denison  St.,  Auburn 
3rd  - Edward  K.  Morse,  M.D.,  22  White  St.,  Rockland 
4th  - Allan  J.  Stinchfield,  M.D.,  P.  O.  Box  343,  Augusta 
5th  - Joseph  H.  LaCasce,  M.D.,  50  Union  St.,  Ellsworth 
6th  - William  M.  Blackwell,  M.D.,  Millinocket  Community 
Hospital,  Millinocket 

Member  s-at -Large 

Charles  W.  Steele,  M.D.,  472  Main  St.,  Lewiston 
Clark  F.  Miller,  M.D.,  46  Madison  St.,  Auburn 
Dean  H.  Fisher,  M.D.,  State  House,  Augusta 
Frederick  T.  Hill,  M.D.,  Thayer  Hospital,  Waterville 
Paul  A.  Fichtner,  M.D.,  781  High  St.,  Bath 

Charles  F.  Branch,  M.D.,  Central  Maine  General  Hospital, 
Lewiston 

Alan  W.  Zeller,  M.D.,  Main  St.,  Newcastle 
Blood  Transfusion  Committee  Members 

Joseph  E.  Porter,  M.D.,  22  Bramhall  St.,  Portland  — Chairman 
Nelson  P.  Blackburn,  M.D.,  Bath  Memorial  Hospital,  Bath 
Robert  D.  Wakefield,  M.D.,  St.  Mary’s  General  Hospital, 
Lewiston 

Frank  W.  Kibbe,  M.D.,  R.F.D.,  Lincolnville 

Maine  Committee  — AMA-ERF 

Charles  R.  Glassmire,  M.D.,  37  Deering  St.,  Portland  — Chair- 
man 

Paul  A.  Fichtner,  M.D.,  781  High  St.,  Bath 
W.  Edward  Thegen,  M.D.,  Elm  St.,  Bucksport 

Committee  On  Agin^ 

James  H.  Bonney,  M.D.,  229  Vaughan  St.,  Portland  - Chairman 
Richard  T.  Chamberlin,  M.D.,  14  Gilman  St.,  Waterville 
Niles  L.  Perkins,  M.D.,  R.F.D.  #1,  Bowdoinham 
Harry  Lapirow,  M.D.,  99  Main  St.,  Kennebunk 

Advisory  Committee  To  The  Hoard 
Of  Ethics  And  Discipline 

Harry  Brinkman,  M.D.,  47  Perham  St.,  Farmington  — Chairman 
Paul  A.  Jones,  Jr.,  M.D.,  2 School  St.,  Waterville 
George  E.  Sullivan,  M.D.,  R.E.D.  #1,  Eairfield 
John  F.  Dougherty,  M.D.,  112  Front  St.,  Bath 

Committee  On  Federal  Legislation 

Carl  E.  Richards,  M.D.,  34  Winter  St.,  Sanford  — Chairman 
Charles  D.  McEvoy,  Jr.,  M.D.,  186  State  St.,  Bangor 
John  D.  Denison,  M.D.,  105  Brunswick  Ave.,  Gardiner 
Kevin  Hill,  M.D.,  33  College  Ave.,  Waterville 


Malpractice  Insurance  Coverage  Committee 

John  P.  Dow,  M.D.,  59  Main  St.,  Pittsfield  — Chairman 
George  W.  Bostwick,  M.D.,  P.  O.  Box  388,  Newcastle 
Stanley  B.  Sylvester,  M.D.,  400  Congress  St.,  Portland 

Committee  On  Medical  Aspects  Of  Sports 

Russell  M.  Lane,  M.D.,  3 Cedarwood  St.,  Orono  — Chairman 
Lawrence  Crane,  M.D.,  157  Pine  St.,  Portland 
Clarence  E.  Dore,  M.D.,  2 School  St.,  Waterville 
John  J.  Pearson,  M.D.,  100  S.  Main  St.,  Old  Town 
Daniel  F.  Hanley,  M.D.,  P.  O.  Box  250,  Brunswick 
Niles  L.  Perkins,  M.D.,  R.F.D.  #1,  Bowdoinham 
Robert  A.  Graves,  M.D.,  Sunset  Dr.,  Orono 
James  D.  Clement,  Jr.,  M.D.,  77  Essex  St.,  Bangor 
Donald  H.  Horsman,  M.D.,  50  Goff  St.,  Auburn 
Channing  H.  Washburn,  M.D.,  Maine  Maritime  Academy, 
Castine 

Stephen  A.  Cobb,  M.D.,  34  Winter  St.,  Sanford 

School  Health  Committee 

Marion  K.  Moulton,  M.D.,  West  Newfield  — Chairman 
George  W.  Bostwick,  M.D.,  P.  O.  Box  388,  Newcastle 
Sidney  R.  Branson,  M.D.,  37  Main  St.,  South  Windham 
Lloyd  G.  Davies,  M.D.,  78  Main  St.,  Eryeburg 
James  A.  MacDougall,  M.D.,  303  Penobscot  St.,  Rumford 
Maurice  Ross,  M.D.,  372  Main  St.,  Saco 

Committee  On  Liaison  Activities  Between  The 
Maine  State  Nurses’  Association  And  The  M.M.A. 

Charles  R.  Glassmire,  M.D.,  37  Deering  St.,  Portland  — Chair- 
man 

William  E.  Schumacher,  M.D.,  14  Westwood  Rd.  MD  'B,” 
Augusta 

Lucien  F.  Veilleux,  M.D.,  30  Elm  St.,  Waterville 
William  L.  MacVane,  M.D.,  211  State  St.,  Portland 
George  E.  Sullivan,  M.D.,  R.F.D.  #1,  Fairfield 

Advisory  Committee  To  The  Pine  Tree  Society 
For  Crippled  Children  And  Adults,  Inc. 

Edward  G.  Asherman,  M.D.,  190  Pine  St.,  Portland 
William  E.  Schumacher,  M.D.,  14  Westwood  Rd.  MD  "B,” 
Augusta 

Marvin  C.  Adams,  M.D.,  25  Bramhall  St.,  Portland 

E.  Charles  Kunkle,  M.D.,  131  Chadwick  St.,  Portland 

Maurice  Ross,  M.D.,  372  Main  St.,  Saco 

John  F.  Dougherty,  M.D.,  112  Front  St.,  Bath 

Charles  E.  Burden,  M.D.,  1 North  St.,  Bath 

John  E.  Knowles,  M.D.,  131  Chadwick  St.,  Portland 

Advisory  Committee  To  The  Diabetes  Detection 
Program  Of  The  Department  Of  Health  & Welfare 

Melvin  Bacon,  M.D.,  122  Main  St.,  Sanford 
Harold  D.  Cross,  M.D.,  Main  Rd.  & Summer  St.,  Hampden 
Highlands 

John  E.  Andrews,  M.D.,  20  West  St.,  Boothbay  Harbor 

Committee  To  Study  The  Maternal 
And  Infant  Care  Program 

George  E.  Sullivan,  M.D.,  R.F.D.  #1,  Fairfield  — Chairman 
James  C.  Bates,  M.D.,  Eastport 

Charles  R.  Glassmire,  M.D.,  Deering  St.,  Portland 
Bradley  E.  Brownlow,  M.D.,  Blue  Hill  Memorial  Hospital,  Blue 
Hill 

Asa  C.  Adams,  M.D.,  68  Main  St.,  Orono 


Two  ways  io  ^ivo  your  paiioiils  a 
nioiilh*s  therapouii<*  supply  of  viiamin  C: 


118  ^raprlruit  or  .*$0  Allboo  wiili  V 


Your  patient  would  have  to  eat  118  medium-sized  grapefruit 
(almost  4 a day!)  to  get  as  much  vitamin  C as  is  provided 
in  just  one  bottle  of  30  Allhee  with  C capsules  (taken  one  cap- 
sule daily) . In  addition,  each  capsule  supplies  full  therapeutic 
amounts  of  the  B-complex  vitamins. 

Your  patients  can  purchase  Allbee  with  C capsules  in  the 
convenient  bottle  of  thirty— a month’s  supply  at  a very  reason- 
able price.  Also  the  economy  size  of  100.  Available  at  phar- 
macies everywhere  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Virginia 


Each  capsule  contains 
Thiamine  Monomtiale 
(Vitamin  6i)  (15  M D R ) 15  mg 

Ribotlavin  (Vitamin  8;)  (8  M 0 R ) 10  mg 

Pyiidoxine  HCI  (Vitamin  8«)  5 mg 

Nicotinamide  (Niacinamide)(S  M 0 R ) 50  mg 
Calcium  Pantothenate  10  mg 

Ascorbic  Acid  (Vitamin  C)  (10  M 0 R ) 300  mg 


the  spasm 
reactors 
in  your  practice 
deserve 


/1-HPOBINS 


each  tablet,  capsule  or  5 cc.of  each 
elixir  (23%  alcohol)  Extentab® 

hyoscyamine  sulfate  0.1037  mg.  0.3111  mg. 

atropine  sulfate  0.0194  mg.  0.0582  mg. 

hysocine  hydrobromicle  0.0065  mg.  0.0195  mg. 

phenobarbital  ( 14  gr.)  16.2  mg.  ( % gr.)  48.6  mg. 

(Warning : may  be  habit  forming) 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 
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State  Of  Maine 

Department  of  Health  and  Welfare 

Dean  H.  Fisher,  M.D. 

COMMISSIONER 

Mental  Health  Centers 
and  the  Future  of  Federal  Spending 

William  E.  Schumacher,  M.D.* 


With  the  impetus  provided  by  Federally-funded  men- 
tal health  planning  and  with  the  direction  of  programs 
as  the  result  of  Public  Law  88-164  which  provided 
funds  for  construction  of  community  mental  health 
centers  and  subsequent  amendments  providing  assistance 
in  initial  staffing  of  these  centers,  Maine  has  developed 
a plan  of  regionalization  of  service  in  five  primary  ser- 
vice areas.  Within  each  of  these  service  areas  a mental 
health  center  will  be  located  and  two  of  the  proposed 
centers  are  now  funded  under  Public  Law  88-164.  Ini- 
tial staffing  grant  applications  are  being  prepared  for 
supplementing  staffing  in  these  facilities.  Additionally 
under  state  support  basic  professional  staff  has  been 
provided  in  each  of  the  five  areas,  four  under  direct 
state  employment  and  the  fifth  under  a matching  grant- 
in-aid  program  which  has  been  in  existence  since  1959. 

Maine’s  basic  goal  is  to  staff  fully  five  regional  mental 
health  centers  with  two  psychiatrists,  two  psychologists 
and  three  social  workers  with  possible  additional  pro- 
fessional personnel.  Supplementing  these  center  ser- 
vices will  be  satellite  services  and  component  services 
located  in  the  service  area  of  the  center.  These  satellites 
and  components  in  large  measure  will  function  as 
independent  agencies  related  by  program  to  the  centers 
but  operated  as  non-profit  corporate  structures  or  under 
some  other  aegis  with  substantial  fiscal  support  under 
the  community  mental  health  grant-in-aid  program. 
Primary  goals  are  to  provide  service,  including  consulta- 
tion and  education,  to  relieve  manpower  problems  in 
these  centers,  and  improve  institutional  programs  in 
scope  and  quality. 

Our  three  institutional  programs  will  continue  to  be 
funded  almost  exclusively  by  state  funds  with  some 
clearly  defined  extramural  services  to  be  funded  out  of 
a special  mental  health  improvement  fund  created  from 
Title  IX  payments. 


* Director,  Bureau  of  Mental  Health,  Department  of  Mental 
Health  and  Corrections,  Augusta,  Maine  04330. 


Our  primary  utilization  of  any  increased  Federal 
support  and  for  the  utilization  of  the  present  categori- 
cal grants  will  be  confined  to  community  activities  or 
community  related  institutional  activities.  Additionally 
in  the  Bureau  of  Mental  Health  administration  certain 
professional  and  technical  staff  for  consultation  services 
will  be  provided  as  may  be  needed  although  the  pri- 
mary source  of  support  for  administration  will  continue 
to  remain  a state  responsibility. 

The  final  goal  that  we  have  is  to  cope  with  the  man- 
power problem.  We  hope  to  do  this  in  several  ways. 
The  first  of  these  is  to  continue  to  utilize  our  educa- 
tional leave  program  for  employed  persons  to  permit 
them  to  advance  their  professional  training.  This  has 
been  impeded  by  the  necessity  of  retaining  an  open 
position  unfilled  during  the  period  of  educational  leave 
of  absence.  With  Federal  funds  we  plan  to  hire  replace- 
ment employees  during  periods  of  educational  leave. 
The  second  program  is  designed  to  assist  the  Univer- 
sity of  Maine’s  graduate  program  in  clinical  psychology 
by  funding  ten  stipends  for  graduate  students.  These 
would  be  funded  at  the  level  of  $2,400  annually  and 
might  be  adjusted  upward  on  the  advice  of  the  Depart- 
ment of  Psychology  at  the  University  of  Maine.  Ad- 
ditionally we  plan  to  fund  no  less  than  six  psychology 
internships  in  both  our  institutional  and  center  pro- 
grams. Third,  in  the  matter  of  psychiatry  training, 
arrangements  have  been  completed  with  Dartmouth 
Medical  School  and  are  in  process  at  the  University 
of  Vermont  to  fund  State  of  Maine  residencies  in  psy- 
chiatry at  the  levels  of  $6,000,  $7,000  and  $8,000  an- 
nually for  the  first,  second  and  third  years  respectively. 
These  stipends  will  carry  an  obligation  to  practice  in 
the  State  of  Maine  for  no  less  than  one  year  after 
completion  of  psychiatric  training.  This  program  will 
subsequently  be  providing  two  psychiatrists  who  have 
completed  three  years  of  residency  training  on  an 
annual  basis  who  have  a commitment  to  try  psychiatric 
practice  within  the  State  of  Maine.  Additionally,  in 
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Table  1 

Fiscal  Estimates  Summary 


Mental  Health  & Administration  and  Community  Mental  Health  (Service  and  Grant-in- Aid) 


1967* 

1968 

1969 

1970 

1971 

1972 

1973 

Total  Costs  (FY): 

$639,500 

$901,000 

$1,048,000 

$1,150,000 

$1,150,000 

$1,204,000 

$1,204,000 

Less:  State  and  Local 

Funding 

$574,500 

$836,000 

$ 883,000 

$ 900,000 

$ 900,000 

$ 950,000 

Federal  Request 

Balance 

$ 65,000 

$ 65,000 

p 

p 

p 

p 

( hopefully 

p 

the  balance ) 

*of  1967  Estimate 
State  Funds: 

Local  Funds 
Federal  Funds 


the  matter  of  physician  training,  we  plan  to  continue 
a program  started  this  year  of  selecting  a promising 
and  interested  general  practitioner  attached  to  a small 
general  hospital  in  a rural  area  of  the  state  and  provide 
him  with  three  months  of  intensive  psychiatric  train- 
ing at  the  Department  of  Psychiatry  at  the  Mary  Hitch- 
cock Hospital  in  Hanover,  New  Hampshire  in  order 
to  provide  a psychiatrically  experienced  general  practi- 
tioner who  can  function  in  providing  local  service  for 
crisis  situations  when  backed  up  by  consultation  from 
the  centers.  We  would  plan  to  do  this  for  one  G.P. 
annually  and  might  increase  this  to  two  if  enough 
candidates  can  be  solicited.  This  is  presently  at  the 
rate  of  $4,200  annually  and  might  be  doubled  if  we 
select  two  G.P.’s  annually. 

In  summary  then,  our  primary  concern  is  the  pro- 
motion of  the  development  of  five  community  mental 
health  centers  with  supporting  components  of  service 
as  may  be  needed  and  wdth  satellite  services  in  rural 


areas.  Additionally  we  are  attempting  to  increase  our 
pool  of  mental  health  manpower  in  all  professional 
fields  by  the  extension  of  our  educational  leave  pro- 
gram and  by  the  subsidy  of  certain  educational  pro- 
grams. 

As  a means  of  furthering  our  primary  goal  there 
w'ill  be  utilization  of  Federal  funds  increasing  not  only 
the  total  but  the  percentage  of  grant-in-aid  for  com- 
munity mental  health  programs  and  for  the  subsidy 
of  other  extramural  institutional  services  related  to 
center  programs.  Federal  funding  will  also  be  necessary' 
to  augment  our  training  efforts. 

In  the  matter  of  funding  the  level  of  community 
and  state  support  can  be  expected  to  increase  slowly. 
Federal  funding  will  be  used  to  supplement  existing 
and  increased  local  funding  in  the  attainment  of  the 
above  goals  in  whatever  amount  is  allotted.  The  maxi- 
mum impact  of  Federal  funding  can  be  obtained  by 
limiting  the  restrictions  on  the  use  of  such  funds. 


AMERICAN  CANCER  SOCIETY  - MAINE  DIVISION,  INC. 

Brunswick,  Maine 


The  “Imase”  of  Cancer^ 

SiANLE\  Warren* ** 


Why  does  one  woman  go  regularly  for  physical  checkups  while  another  goes  only  when  ill? 

In  similar  fashion,  why  do  some  astute  executives  watch  their  health  as  carefully  as  they  watch  their 
weight,  while  others  ignore  their  personal  health  unless  confronted  by  an  obvious  urgency? 

Whatever  can  be  said  about  the  vagaries  of  human  beings,  you've  got  to  admit  they're  amazingly  different. 
No  matter  what  cause  or  idea  or  plan  is  up  for  discussion,  there'll  be  those  who  will  reach  exactly  opposite  points 
of  view.  Everywhere  we  go  we  find  believers  and  dissenters,  enthusiasts  and  the  bored.  This  inevitable  diversity  is 
one  of  the  wondrous  anomalies  of  human  nature. 

In  the  field  of  health  this  tendency  to  be  different  is  perhaps  best  seen  in  the  attitude  of  the  American  pub- 
lic toward  cancer,  a dangerous  killer  that  must  be  brought  under  control. 

During  the  past  quarter  century,  intensive  educational  efforts  by  the  American  Cancer  Society  have  succeeded 
in  bringing  about  marked  changes  in  the  public's  knowledge  of  and  thinking  about  cancer.  Obsolete  and  incorrect 
attitudes  have  largely  been  abandoned  as  the  sharp  light  of  realism  focuses  on  the  problem.  Myths,  old  wives 
tales  and  downright  misconceptions  have  gradually  faded  into  obscurity  — a welcome  tribute  to  continued  educa- 
tion and  relentless  application  of  research  and  knowledge. 

Within  the  lifetime  of  most  adults  today,  several  key  changes  to  the  approach  to  the  whole  cancer  syndrome 
have  slowly  been  evolving.  There's  increased  knowledge;  there's  less  secrecy;  there  is  much  more  optimism  about 
cancer  as  the  public  has  come  to  realize  the  disease,  or  at  least  many  forms  of  it.  can  be  cured  if  diagnosed 
early  and  treated  in  time;  and,  lastly,  there  is  far  less  squeamishness  about  cancer  today.  It  can  readily  be  men- 
tioned in  the  living  room.  People  know  now  that  cancer  is  not  contagious,  nor  does  it  signify  "had  blood”  or 
some  equally  naive  misconception.  Nor  is  any  prejudice  found  today  directed  against  a cancer-cured  individual. 

Yet  it  does  seem  odd  to  report  that  despite  these  welcome  steps  towards  eventual  victory,  the  public  still  fails 
to  protect  itself  adequately  against  cancer.  Why? 

First  off,  a key  way  individuals  can  check  for  a cancerous  condition  is  via  regular  physical  examinations  in- 
cluding tests  for  cancer.  Considering  that  a life  may  be  at  stake,  this  is  a relatively  simple  matter.  Although  the 
ACS  has  placed  heavy  emphasis  over  the  years  on  this  factor,  not  enough  people  take  enough  physicals. 

How,  then,  can  the  public's  thinking  on  this  question  be  ascertained?  The  most  direct  way,  obviously,  is  to 
go  direct  to  the  people  and  ask  questions.  A survey,  conducted  by  Lieberman  Research.  Inc.,  topflight  New  York 
research  house,  was  ordered  by  the  Cancer  Society  to  bring  to  light  the  variety  of  reasons  which  deter  people 
from  going  for  checkups. 

Conducted  on  a nationwide  basis  and  including  a broad  cross  section  of  the  public,  the  survey  showed  that 
26%  went  regularly  for  physical  examinations  including  cancer  tests.  About  17%  revealed  they  had  gone  in  the 
past  but  had  not  made  it  a regularly  practice.  The  remainder,  some  57%,  were  classed  as  "non-goers"  when  they 
replied  they  have  not  had  a physical  checkup  which  included  a cancer  test. 

In  the  “most  goer"  group,  women  led  the  men  by  40%  to  13%.  The  age  groups  most  interested  in  their  per- 
sonal health  were  those  between  20  and  49  years  old.  College-educated  group  topped  the  others  as  did  those  in 
higher  income  brackets. 

What  are  the  reasons  which  impelled  these  people  to  have  a checkup?  In  answer  to  the  direct  question  "Why 
are  you  likely  to  go  for  some  kind  of  a physical  checkup  that  includes  cancer  tests  in  the  next  two  or  three 
years?,”  here's  how  respondents  replied; 


Gets  exams  — general 

Total 

37% 

Current 

Goers 

48%' 

Past 

Goers 

28% 

Non- 

Goers 

29% 

Get  Pap  test,  female  check-up 

9 

12 

9 
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Wise  precaution 

24 

25 

22 

25 

111,  not  feeling  well 

13 

11 

20 

12 

Concerned  about  cancer 

10 

9 

1 1 

1 1 

Older 

9 

6 

9 

12 

Doctor  suggested  it 

7 

10 
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3 

Family  suggested  it 

1 

1 

2 

1 

Work  requirement 

6 

6 

3 

7 

Military  requirement 

2 

2 

2 

3 

Haven't  been  in  a while 

6 

2 

10 

9 

Good  idea  — general 

6 

4 

7 

7 

Conversely,  what  were  the  reasons  given  for  not  going  for  checkups?  Surprisingly,  the  key  reason  by  far 
(58%)  was  that  the  respondent  felt  "healthy." 

Of  those  who  said  they  were  not  likely  to  go  for  a checkup  just  over  10%  admitted  no  concern  over  cancer. 
Some  8%,  however,  felt  there  was  no  reason  to  go  because  their  doctor  had  not  suggested  it.  Money,  or  rather  the 
lack  of  it.  appeared  to  bother  an  almost  negligible  4%.  with  half  that  total  saying  they  had  "no  time."  Another  2% 
confessed  they  were  "afraid  to  go.” 

Cancer  often  gives  very  definite  warning  signals.  What  are  they?  And  how  many  persons  recognize  any  or  all 
of  these  signs?  Answers  to  these  questions  will  be  discussed  in  the  next  installment  along  with  the  public's  knowl- 
edge of  the  need  for  speed  on  discovering  one  of  these  signals. 


*i’ait  one  ol  a si.x-pail  seiies  Ironi  .Xmciicaii  Cancer  ,So<iet\  \c\\s  .Sci\ice  Release, 

**.\e\vs  Editor,  .Xmeriraii  Caiuer  Society,  Inc. 


when  he  just;  can’t  sleep  i; 


Tuinall 

P 

One-Half  Sodium  Amobarbital  and  II ' 

(5  ^ 

One-Half  Sodium  Secobarbital  |, 
supplied  in  %,  1%,  and  3-grain  Pulvules^f 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
' tinuous  daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning;  May  be  habit-forming. 

Precautions;  Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage;  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation], 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration].  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (W-3  grains]  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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AMA  21ST  CLINICAL  CONVENTION  • ASTROHALL  • HOUSTON,  TEXAS  • NOVEMBER  26-29,  1%7 


Plan  to  attend  this  year’s  AMA  Clinical  Convention  in  Houston,  Texas. 
Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 
Attend  lectures  by,  and  discussions  with,  our  nation’s  outstanding 
medical  authorities. 


Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors’ 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 


SCIENTIFIC  SESSIONS:  Cardiovascular  Disease:  Cardiovascular  Surgery; 
New  Cares;  Ophthalmology:  Geriatrics;  Arthritis;  Gastroenterology; 
Cancer:  Antibiotics;  Endocrinology:  General  Surgery:  Dermatology; 
Aerospace  Medicine:  Obstetrics  and  Gynecology:  Psychiatry;  Pediatrics; 
Genitourinary  Diseases;  and  Otolaryngology. 


POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 
Cardiovascular  Disease:  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency:  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying  i 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects.  H 

COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
. SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 


NINETEEN  HUNDRED  AND  SIXTY-SEVEN— SEPTEMBER 
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Across  The  Desk 


The  Health  Consequences  of  Smoking 

A PHS  report  summarizing  three  and  one-half  years 
of  research  into  the  health  consequences  of  smoking  was 
issued  recently.  Its  conclusions  were  that  the  1964  find- 
ings of  the  Surgeon  General's  Advisory  Committee  on 
Smoking  and  Health  have  been  confirmed,  and  in  many 
ways  strengthened. 

Four  major  conclusions  are  stated  in  the  1967  report: 

1.  Cigarette  smokers  have  substantially  higher  rates 
of  death  and  disability  than  their  nonsmoking  counter- 
parts in  the  population.  Cigarette  smokers  tend  to  die 
at  earlier  ages  and  experience  more  days  of  disability 
than  comparable  nonsmokers. 

2.  A substantial  portion  of  earlier  deaths  and  excess 
disability  would  not  have  occurred  if  those  affected  had 
never  smoked. 

3.  If  it  were  not  for  cigarette  smoking,  practically 
none  of  the  earlier  deaths  from  lung  cancer  would  have 
occurred;  nor  a substantial  portion  of  the  earlier  deaths 
from  chronic  bronchopulmonary  diseases;  nor  a portion 
of  the  earlier  deaths  of  cardiovascular  origin. 

4.  Cessation  or  appreciable  reduction  of  cigarette 
smoking  could  delay  or  avert  a substantial  portion  of 
deaths  which  occur  from  lung  cancer,  chronic  broncho- 
pulmonary diseases,  and  cardiovascular  disease. 

The  emphasis  of  the  present  problem  has  changed 
away  from  the  question,  "Does  cigarette  smoking  cause 
disease?,”  to  the  more  precise  questions: 

1.  How  much  mortality  and  excess  disability  are  as- 
sociated with  smoking? 


2.  How  much  of  this  early  mortality  and  excess  dis- 
ability would  not  have  occurred  if  people  had  not  taken 
up  cigarette  smoking? 

3.  How  much  of  this  early  mortality  and  excess  dis- 
ability could  be  averted  by  the  cessation  or  reduction  of 
cigarette  smoking? 

4.  "What  are  the  biomechanisms  whereby  these  effects 
take  place  and  what  are  the  critical  factors  in  these 
mechanisms? 

The  following  are  statements  from  the  new  report: 

— Of  men  between  the  ages  of  35  and  60,  approxi- 
mately one-third  of  all  deaths  are  "excess”  deaths  in  the 
sense  they  would  not  have  occurred  as  early  as  they  did 
if  cigarette  smokers  had  the  same  death  rates  as  non- 
smokers. 

— Cigarette  smoking  is  now  the  most  important  cause 
of  chronic  bronchopulmonary  diseases  and  greatly  in- 
creases the  risk  of  dying  from  these  diseases. 

— Men  who  smoke  cigarettes  have  a death  rate  from 
coronary  heart  disease  70  percent  higher  than  that  of 
non-smokers.  This  increases  to  200  percent  and  even 
higher  in  the  presence  of  other  known  "risk  factors” 
such  as  high  blood  pressure  and  high  serum  cholesterol. 

— Seventy-seven  million  days  of  work  are  lost  each 
year  in  the  United  States  which  would  not  have  been 
lost  if  cigarette  smokers  had  the  same  rates  of  illness  as 
non-smokers. 

— A relationship  between  cigarette  smoking  and  death 
rates  from  peptic  ulcer  has  been  confirmed,  and  data  now 
suggest  that  a similar  relationship  exists  between  ciga- 
rette smoking  and  morbidity  from  this  cause. 


This  pain  is 
getting  on 
t mu  nerves. 


Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  Eouagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
' severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 

severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory  collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
mr  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
h patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
I neurotic  edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
^ histamine  and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
Er  following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
’ cytosis,  and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


ECjUBQGSiC  tablets 


TABLETS 


(meprobamate  and  ethoheptazine 


citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 


Warnings : USE  IN  PREGNANCY : Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient's  welfare. 


Wyeth  Laboratories  Phiiadeiphia,  Pa. 
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Necrology 

Carl  W.  Ruhlin,  M.D. 

1900-1967 

Carl  W.  Ruhlin,  M.D.,  66,  of  Bangor,  Maine  died  on  May 
24,  1967.  He  was  born  in  November  of  1900  in  North  An- 
dover, Massachusetts,  son  of  Otto  N.  and  Mae  Ruhlin. 

Dr.  Ruhlin  graduated  from  the  University  of  Rhode  Island 
in  1922  and  received  his  medical  degree  from  Tufts  Univer- 
sity School  of  Medicine  in  1931.  He  interned  at  the  Maine 
General  Hospital  from  1931  to  1932  and  practiced  orthopedic 
surgery  in  Portland  from  1932  to  1935.  He  then  studied  un- 
der Dr.  Arthur  Steindler  at  the  University  of  Iowa  Hospital 
and  served  there  until  1940  as  assistant  orthopedic  surgeon. 
In  1940  Dr.  Ruhlin  moved  to  Bangor  and  practiced  there 
until  his  death. 

He  was  a member  of  the  Maine  Medical  Association,  the 
Penobscot  County  Medical  Association,  and  the  American 
Medical  Association.  Dr.  Ruhlin  was  a staff  member  at  the 
Eastern  Maine  General  Hospital  and  St.  Joseph  Hospital  in 
Bangor,  a member  of  the  Portland  Medical  Club,  the  Cranston, 
Rhode  Island  Masonic  Lodge,  the  Maine  Consistory  and  the 
Anah  Temple  Shrine  in  Bangor. 

Surviving  are  his  widow,  Lalia  Stevens  Ruhlin  of  Bangor; 
a son,  Galen  S.  who  is  with  the  U.S.  Army  in  Vietnam;  a 
daughter,  Mrs.  Nancy  Plummer  of  Voorheesville,  New  York; 
two  brothers,  Otto  of  Sangerville  and  Donald;  and  a step- 
brother, Douglas  Rennie  of  Abbott  Village. 


News,  Notes  anei 
Announcements 


A.M.A.  Lectures  in  Clinical  Nutrition 

Colby  College  in  Waterville 
Tuesday,  November  14  — 7:30  p.m. 

Lecturer:  Dr.  Clarence  Cohn,  Director,  Division  of  Nutritional 
Sciences,  Michael  Reese  Hospital  and  Medical  Center, 
Chicago,  Illinois 

Topic:  "Some  Recent  Developments  in  Clinical  Nutrition” 

University  of  Maine  in  Orono 
Monday,  November  13 
No  specific  time  has  yet  been  determined 
Lecturer:  Dr.  Clarence  Cohn 


Maine  Radiological  Society  Elects  Officers 

The  Maine  Radiological  Society,  a chapter  of  the  American 
College  of  Radiology,  elected  the  following  officers  at  the  an- 
nual meeting  in  June:  President,  John  T.  Chen,  M.D.,  Water- 
ville, Maine;  Vice-President,  Robert  S.  Cruickshank,  Jr.,  M.D  , 
Waterville,  Maine;  Secretary-Treasurer,  Robert  A.  Bearor,  M.D., 
Portland,  Maine. 
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Twenty-fourth  Annual 
New  England  Postgraduate  Assembly 
Statler  Hilton  Hotel,  Boston,  Massachusetts 
November  7,  8 and  9,  1967 

The  New  England  Postgraduate  Assembly  sponsored  by  the 
Council  of  the  New  England  State  Medical  Societies  is  open  to 
all  Physicians,  Research  Fellows,  Fellows  in  Training,  Interns, 
Residents  and  Students.  Registration  fee  for  practicing  physi- 
cians is  $15.00.  Approved  for  24  AAGP  hours  of  postgraduate 
study  credit. 

For  further  information  write  to  Mr.  Getty  Page,  Secretary, 
Council  of  the  New  England  State  Medical  Societies,  128  Mer- 
chants Row,  Rutland,  Vermont. 


American  Medical  Association 
to  Sponsor 

Ninth  National  Conference  on  the 
Medical  Aspects  of  Sports 

The  Ninth  National  Conference  on  the  Medical  Aspects  of 
Sports,  sponsored  by  the  American  Medical  Association  under 
the  auspices  of  its  Committee  on  the  Medical  Aspects  of 
Sports,  will  be  held  in  Houston,  Texas  at  the  Hotel  America 
on  November  26,  1967. 

The  Ninth  Conference  will  cover  a wide  range  of  subjects  of 
interest  to  those  serving  school  and  college  athletic  programs. 
Included  will  be  forums  and  discussion  sections  relating  to  pre- 
vention of  knee  injuries,  sports  cardiology,  and  quackery  in 
sports.  Two  sessions  will  be  devoted  to  a series  of  common 
clinical  conditions  of  rather  variable  significance  in  the  athletic 
setting  (e.g.,  gastroenteritis,  concussions,  genitourinary  tract  in- 
juries, and  rib  injuries).  At  the  Conference  Luncheon,  Eduardo 
Hay,  M.D.,  Director  General  of  the  Centro  Deportivo  Olimpico 
Mexicano,  will  discusss  the  preparations  for  the  1968  Olympic 
Games. 

The  Conference  is  open  to  key  nonmedical  athletic  personnel 
as  well  as  interested  physicians.  Those  who  would  like  to  re- 
ceive further  information  concerning  the  Conference  should 
address  the  Committee  on  Medical  Aspects  of  Sports,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 


36th  Annual  Meeting  of 
The  American  Academy  of  Pediatrics 

The  American  Academy  of  Pediatrics  will  hold  its  36th 
annual  meeting  in  Washington,  D.  C.  on  October  21-26,  1967. 

The  meeting,  scheduled  for  the  Washington  Hilton  Hotel, 
will  feature  symposiums  on  manpower  and  graduate  training, 
learning,  advances  in  obstetrics  of  interest  to  pediatricians, 
vaccine  progress  and  problems,  and  exciting  developments  in 
pediatrics. 

Additional  general  session  papers  will  cover  subjects  in- 
cluding the  recognition  and  management  of  cardiac  failure  in 
infancy,  care  of  burns  at  home,  and  the  child  with  chronic 
renal  (kidney!  disease. 

Section  Meetings  — Supplementing  general  session  presenta- 
tions, will  be  additional  timely  scientific  programs  presented 


Saturday  and  Sunday,  October  21-22  during  the  meetings  of  the 
Academy  Sections  on  Allergy,  Anesthesiology,  Cardiology,  Child 
Development,  Diseases  of  the  Chest,  and  Surgery,  and  the 
Committee  on  Urology.  The  Section  on  Military  Pediatrics 
will  meet  Tuesday,  October  24. 

Seminars  and  Round  Tables  - The  meeting  will  also  feature 
1 1 seminars  and  24  round  tables  treating  such  specialized  areas 
as  newborn  and  premature,  pediatric  cardiology,  infectious 
diseases,  early  psychological  problems  in  pediatric  practice, 
and  mental  retardation. 

Seminars  will  be  presented  Saturday  and  Sunday,  October 
21-22,  and  round  tables  are  scheduled  for  Monday,  Tuesday, 
and  Wednesday,  October  23-25. 

Au’ards  - Several  awards  will  be  made  during  the  meeting, 
including  the  Borden  Award  for  research  in  nutrition;  two  E. 
Mead  Johnson  Awards  for  outstanding  pediatric  research,  and 
the  C.  Anderson  Aldrich  Award  by  the  Section  on  Child  De- 
velopment. 

The  Academy  meeting  is  open  to  physicians  who  are  not 
pediatricians.  Registration  fees  are  $18.00  for  Academy  mem- 
bers, applicants  to  the  Academy,  applicants  to  the  American 
Board  of  Pediatrics,  nonmembers  out  of  school  less  than  five 
years,  and  physicians  in  the  Armed  Forces. 

Registration  fee  for  nonmember  physicians  out  of  school 
more  than  five  years  is  $50.00. 

Interested  physicians  may  write  the  American  Academy  of 
Pediatrics,  1801  Hinman  Avenue,  Evanston,  111.  60204,  for  a 
preliminary  program  and  registration  forms. 

The  Academy  is  the  Pan  American  association  of  physicians 
certified  in  the  care  of  infants,  children,  and  adolescents.  It 
has  about  10,000  members  in  the  U.S.,  Canada,  and  Latin 
America. 


State  of  Maine  Board  of  Registration  of  Medicine 
Secretary  — George  E.  Sullivan,  M.D. 
Waterville,  Maine 

Physicians  Licensed  to  Practice  Medicine  and 
Surgery  in  the  State  of  Maine 
March  7-9,  1967 

Through  Examination 

Rene  Aillon,  M.D.,  Colonial  Gardens,  Pittsfield,  Mass. 

A.  Attai-Lari,  M.D.,  1841  Central  Park  Ave.,  Yonkers,  N.Y. 

Mustafa  Aydin,  M.D.,  652  Greystone  Terr.,  Lancaster,  N.B., 
Can. 

Francisco  T.  Celis,  M.D.,  51  Topton  Way,  Clayton,  Mo. 

Paul  Chang,  M.D.,  Governor  Bacon  Health  Ctr.,  Delaware  City, 
Del. 

Asghar  Chuback,  M.D.,  12-12  Saddle  River  Rd.,  Fair  Lawn, 
N.J. 

Julius  E.  Ciembroniewicz,  M.D.,  10622  No.  Park  Ave.,  In- 
dianapolis, Ind. 

Daniel  C.  Curtin,  M.D.,  555  Main  St.,  Presque  Isle,  Me. 

Gil  Figueroa,  M.D.,  Framingham  Union  Hosp.,  Framingham, 
Mass. 

Francisco  N.  Garcia,  M.D.,  125-1  So.  Highland  Ave.,  Ossining, 
N.Y. 

Maria  Hauk-Petrigalla,  M.D.,  8705  Selwick  Dr.,  Parma,  Ohio 

Guenther  E.  Herpfer,  M.D.,  1469  Center  St.,  Newton-High- 
land, Mass. 

Johannes  P.  Jorna,  M.D.,  574  W.  Pittsburgh  St.,  Greensburg, 
Pa. 

Reza  Khatib,  M.D.,  68-10  108th  St.,  Forest  Hills,  N.Y. 

Tay  S.  Kim,  M.D.,  117()  Ocean  Parkway,  Brooklyn,  N.Y. 
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removes  the  mental  blur 


that  clouds  vision 


SOIFOTON 

© 

Each  tablet  or  capsule  contains 

PnKN'OBARBri'AL 10  mg. 

(Warning:  may  be  habit  forming) 

BENSULFOIl)  ® (See  P D R) 05  mg. 

Precaution:  same  as  10  mg.  of  phenobarbital 


Const r net i ve  Thera py 

A Solfoton  taljlet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
stistaining  a mental  climate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDER.M,  LAW  PROllIRIIS  niSRENSlNG 
WI  I MOUT  RRESCRIF’TIO.N 

AVAIL.ABLE  

Sotfoton  ( yellow,  uncoated  tablets  “P"’) 

' 1 OOs,  5U0s,  5000s 

Sotfoton  Coj}sntes  (yellow  and  brown) 

100s,  500s,  1000s 

Sotfoton  S/C  ( sugar-coated  beige  tablets) 

I OOs,  500s,  4000s 


WM.  p.  poyturrss  & c:o.,  inc. 

RIC:HM0N1),  VIRGINIA  23217 
Manujaclurersoj  ethical  pharmaceuticals  since  1856 
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I Joseph  Kovi,  M.D.,  Roswell  Park  Mem.  Inst.,  Buffa'o,  N.Y. 
j C.  K.  Ahmed  Kutty,  M.D.,  V.  A.  Hosp.,  Fort  Howard,  Md. 

Ignacio  Navarro,  M.D.,  Akron  City  Hosp.,  Akron,  Ohio 
, Hugo  Polak,  M.D.,  40  Thunderbird  Parkway,  S.W.,  Tacoma 
I Wash. 

I Kveta  Polak,  M.D.,  4()  Thunderbird  Parkway,  S.W  Tacoma 
j Wash. 

Iraj  Rafani,  M.D.,  126  E.  Cady,  Northville,  Mich. 

Josef  Safier,  M.D.,  Box  87,  West  Brentwood,  Long  Island,  N.Y. 
Masanori  Shiraki,  M.D.,  800  4th  St.,  S.W.,  Washington^  D.C. 
George  E.  Vazakas.  M.D.,  7 59  Pelham  Rd.,  New  Rochelle,  N.Y. 
Donald  Wallace,  M.D.,  Route  if  1,  Falmouth  Foreside,  Me. 
Gerardo  L.  Yubero,  M.D.,  335  Glessner  Ave.,  Mansfield,  Ohio 

Through  Reciprocity 

Robert  B.  Allport,  M.D.,  Box  776,  Ross,  Calif. 

John  B.  Anderson,  M.D.,  5463  Bayberry  Dr.,  Norfolk,  Va. 
Andres  D.  Aquino,  M.D.,  Box  3000,  Charlottetown,  P.E.L,  Can. 
Paul  E.  Armstrong,  M.D.,  1232  Boulevard,  West  Hartford, 
Conn. 

Robert  I.  Bender,  M.D.,  61  Deer  Isle,  Bangor,  Me. 

James  F.  Butler,  III,  M.D.,  Rockwood  Rd.,  Augusta,  Me. 

Ronald  J.  Carroll,  M.D.,  171  Orange  St.,  Roslindale,  Mass. 
Theresa  W.  C.  Chun,  M.D.,  Box  C,  Pownal,  Me. 

Robert  E.  Colcher,  M.D.,  2123  Pine  St.,  Philadelphia,  Pa. 

Paul  H.  Cummings,  M.D.,  Maine  Medical  Ctr.,  Portland,  Me. 
John  R.  Davy,  M.D.,  Health  Dept.,  Portland,  Me. 

I Frederick  G.  Delaney,  M.D.,  30  Desjardins  St.,  Quebec,  Can. 
j Raymond  E.  Dennie,  M.D.,  22  Mountain  Ave.,  Lewiston,  Me. 
Raymond  S.  Duff,  M.D.,  Newton  Rd.,  Woodbridge,  Conn. 
Stanley  J.  Evans,  M.D.,  197  Dickman  Dr.,  Loring  AFB,  Me. 
Willis  M.  Gowen,  M.D.,  Box  C,  Pownal,  Me. 

Robert  C.  Granger,  M.D.,  5141  Lake  Dr.,  Harrisburg,  Pa. 
William  E.  Greene,  Jr.,  M.D.,  26  Sanger  Ave.,  Waterville,  Me. 
j James  W.  W.  Hartshorn,  M.D.,  7g0  Chestnut  St.,  Springfield, 
Mass. 

James  F.  Higgins,  M.D.,  Oxford  Paper  Co.,  Rumford,  Me. 
Ann  M.  Hirschhorn,  M.D.,  Hancock  Point,  Me. 

Nancy  B.  S.  Horie,  M.D.,  9 Arch  Ave.,  Lewiston,  Me. 

Philip  G.  Hunter,  M.D.,  18  Glen  Ave.,  Cape  Elizabeth,  Me. 
Peter  Kelly,  M.D.,  Maine  Medical  Ctr.,  Portland,  Me. 

Paul  E.  Kinsman,  M.D.,  Aylesford  Kings  Co.,  N.  S.,  Can. 

I Bruce  F.  LaFollette,  M.D.,  Womack  Army  Hosp.,  Ft.  Bragg, 
i N.C. 

I Lawrence  M.  Leonard,  M.D.,  1041-B  Drennan  Pk.,  Ft.  Camp- 
I be'!,  Ky. 

Daniel  Kien-Yee  Li,  M.D.,  6453  Elmwood,  Detroit,  Mich. 

John  M.  Little,  M.D.,  1324  N.W.  I6th  Ave.,  Gainesville,  Fla. 

I Eric  D.  McCartney,  M.D.,  The  Montreal  Gen.  Hosp.,  Montreal, 

! Quebec,  Can. 

Peter  F.  McGuire,  M.D.,  Bunker  Hill  Rd.  Newcast'e,  Me. 

Jack  N.  Meltzer,  M.D.,  50-3  Garden  Circle,  Waltham,  Mass. 
Robert  C.  Milsovic,  M.D.,  Greely  Road  Ext.,  Cumberland  Ctr., 
j Me. 

^ Paul  R.  Minton,  M.D.,  31  Bramhall  St.,  Portland,  Me. 

I John  G.  Murray,  Jr.,  M.D.,  Blue  Hill  Mem.  Hosp.,  Blue  Hill, 

I Me. 

Robert  L.  Owen,  Sr.,  M.D.,  Georgetown,  Me. 

Richard  D.  Sanders,  M.D.,  501  W.  I4th  St.,  Wilmington,  Del. 
Rudolph  P.  Scheerer,  M.D.,  8320  S.W.  44  St.,  Miami,  Fla. 

J.  Harvey  Sigafoos.  M.D.,  Line  Lexington,  Pa. 

Joan  E.  Sobel,  M.D.,  145  Sewall  St.,  Augusta,  Me. 

Robert  G.  Sommer,  M.D.,  Box  162,  Norwdeh,  Vt. 

Murrill  M.  Szucs,  Jr.,  M.D.,  22  Bramhall  St.,  Portland.  Me. 
Robert  J.  Takach,  M.D.,  52  Courtenay  Dr.,  Charleston,  S.C. 
Horace  B.  Taylor,  M.D.,  Box  33,  Boothbay  Center,  Me. 

John  E.  Turner,  M.D.,  549  Stonybrook  Dr.,  Levittown,  Pa. 

I Peter  B.  Webber,  M.D.,  144  Oakhurst  Rd.,  Cape  Elizabeth,  Me. 
j Jerry  L.  J.  Wessel,  M.D.,  Deer  Isle,  Me. 

I James  N.  Wilfert,  M.D.,  7?  Woodridge  Rd.,  Wayland,  Mass. 


What’s 
all  the  fuss 
about 

bactericidal? 


The  ultimate  aim  in  antibiotic  therapy 
is  to  contain  the  bacterial  colony  and  elimi- 
nate infection.  Both  cidal’  agents  and  bac- 
teriostatic DECLOMYCIN  achieve  this  goal. 
DECLOMYCIN  inhibits  susceptible  pathogens 
by  stopping  their  growth;  cidal  agents  affect  the 
pathogens  only  while  they  are  growing. 

Though  the  two  mechanisms  differ,  the  end 
result  is  the  same— containment  of  the  infecting 
organism.  However,  a very  important  attribute 
of  any  antibiotic  is  its  potency  against  a broad 
range  of  pathogens.  DECLOMYCIN  not  only 
offers  broad-spectrum  potency,  but  high  serum 
and  tissue  levels  with  persistent  activity  against 
tetracycline-sensitive  organisms.  Therapeutic 
benefits  continue  for  1-2  days  after  dosage  stops 
to  help  prevent  relapsing  infection. 

These  are  the  reasons  why  so  many  doctors 
make  DECLOMYCIN  their  basic  broad- 
spectrum  antibiotic.  At  last  count,  one  billion 
doses  had  been  administered  since  its  introduc- 
tion, and  the  number  keeps  rapidly  growing. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


For  a wide  range  of  everyday 
infections — respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 

True 

broad  spectrum 

DECLOMYCIN  Demethylchlortetracycline  should  be  i 
equally  or  more  effective  than  other  tetracyclines  when  ' 
the  offending  organisms  are  tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to  j 
excessive  accumulation  and  liver  toxicity.  Under  such  i 
conditions,  lower  than  usual  doses  are  indicated,  and,  if  II 
therapy  is  prolonged,  serum  level  determinations  may  be  i|i 
advisable.  A photodynamic  reaction  to  natural  or  artifi-  ■ 
cial  sunlight  has  been  observed.  Small  amounts  of  drug  ■ 
and  short  exposure  may  produce  an  exaggerated  sun-  • 
burn  reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo-  m 
allergic  reactions  have  been  reported.  Patients  should  fl 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse-  | 
quent  courses  of  treatment  with  tetracyclines  should  be  Jj 
carefully  observed.  I 

Precautions— Overgrowth  of  nonsusceptible  organisms  || 
may  occur.  Constant  observation  is  essential.  If  new  in-  u 
factions  appear,  appropriate  measures  should  be  taken.  I 
In  infants,  increased  intracranial  pressure  with  bulging  I 
fontanels  has  been  observed.  All  signs  and  symptoms  I 
have  disappeared  rapidly  upon  cessation  of  treatment.  I 

Side  Effects— Gastrointestinal  system— anorexia,  nausea,  i 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru-  ■ 
ritus  ani.  Skin— maculopapular  and  erythematous  rashes. 

A rare  case  of  exfoliative  dermatitis  has  been  reported.  ; 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re-  . 
lated.  Hypersensitivity  reactions— urticaria,  angioneurotic  j |j 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow-  j / 
brown)  in  children  of  mothers  given  this  drug  during  the 
latter  half  of  pregnancy,  and  in  children  given  the  drug  ( ? 
during  the  neonatal  period,  infancy  and  early  childhood.  ■ * 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If  I lal 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med-  i \\ 
ication  and  institute  appropriate  therapy.  j 

Average  Adult  Daily  Dosage;  150  mg  q.i.d.  or  300  mg  i ,, 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant  ' 
administration  of  high  calcium  content  drugs,  foods  and  • 
some  dairy  products.  Treatment  of  streptococcal  infec-  let 
tions  should  continue  for  10  days,  even  though  symp-  lg|| 
toms  have  subsided. 

Capsules;  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg,  and  75  mg  of  demethylchlortetracycline  HCI.  ! 

DECLOMYCHNl 

DEMETHYLCHLORTETRACYCLINE  | 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


457-7-4955. 


vith  i. 

nitroglycerin  b.i.d 


I Unique  Nitrospan  micro-dialysis  process* 

! adds  an  important  dimension -TIME -to  nitroglycerin  therapy 

j[elps  decrease  frequency  and  severity  of  attacks;  often  and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
jicreases  exercise  tolerance.  Decreases  need  for  sub-  dizziness,  tachycardia,  headache  and  syncope, 
jngual  nitroglycerin,  increases  patient  confidence, 
imooth,  continuous  release  independent  of  gastrointes- 
inal  functions  reduces  headache  and  other  side  effects 
jiat  might  result  from  peak  concentrations  of  tablet  or 
iitermittent-release  preparations. 

iidication  and  Dosage:  For  prophylactic  use  only  in  an- 
!ina  pectoris,  1 capsule  every  12  hours.  Precautions:  For 
irophylaxis  only,  not  for  relief  of  acute  anginal  attacks, 
blerance  to  nitrites  may  develop  on  long-continued  use. 

.'ontraindications:  Idiosyncrasy  to  nitroglycerin,  and 
arly  myocardial  infarction.  Side  Effects:  With  use  of 
itrites,  transient  headache,  postural  hypotension,  nausea 


"The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


^ITROSnVN 

nitroglycenn 


brand  of  I III  I ^^^M|l  7 ^i^^l  II  I 2.5  mg.  in  micro-dialysis  cells 
For  a Starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 


when  bursitis  hits  a 
280-lb.  tackle, 

hit  back  with 
Butazolidin  alka 


Indications:  Osteoarthritis,  rheumatoid  arthritis,  rheumatoid  spon- 
dylitis, psoriatic  arthritis,  acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of  that  joint),  acute  superficial 
thrombophlebitis. 

Contraindications:  Edema;  danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given  simultaneously, 
watch  for  excessive  increase  in  prothrombin  time.  Instances  of  severe 
bleeding  have  occurred.  Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 


Precautions:  Before  prescribing,  carefully  select  patients,  avoi: 
those  responsive  to  routine  measures  as  well  as  contraindicatec 
tients.  Obtain  a detailed  history  and  a complete  physical  and  labor; 
examination,  including  a blood  count.  The  patient  should  not  ex; 
recommended  dosage,  should  be  closely  supervised  and  shou(j 
warned  to  discontinue  the  drug  and  report  immediately  if  fever,  : 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden  w 
gain  (wafer  retention);  skin  reactions;  black  or  tarry  stools  or  i! 
evidence  of  intestinal  hemorrhage  occur.  Make  regular  blood  co  s 
Discontinue  the  drug  immediately  and  institute  countermeasures  i, 
white  count  changes  significantly,  granulocytes  decrease,  or  imm' 
forms  appear.  Use  greater  care  in  the  elderly  and  in  hypertenj' 

Adverse  Reactions:  The  most  common  are  nausea,  edema  and 
rash.  Swelling  of  the  ankles  or  face  may  be  minimized  by  withho 
dietary  salt,  reduction  in  dosage  or  use  of  diuretics.  In  elderly  pal, 
and  in  those  with  hypertension  the  drug  should  be  discontinued! 
the  appearance  of  edema.  The  drug  has  been  associated  with  pepi 


280-lb.  tackles— or  108-lb.  housewives— Butazolidin  alka  can  hasten  recovery  from  the 
)nizing  pain  of  shoulder  bursitis. 

not  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
cautions  shown  below. 

I adverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash, 
eiy,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

/-for-pay  or  workaday  patients— when  they  come  up  with  shoulder  bursitis  and  your 
lical  judgment  indicates  Butazolidin  alka— go  with  it. 

i watch  the  comeback. 


may  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
C|d  to  take  doses  immediately  before  or  after  meals  or  with 
(;)  minimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
^Jduction  of  dosage.  However,  rash  accompanied  by  fever  or 
gsystemic  reactions  usually  requires  withholding  medication, 
fiic  rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
Titis,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
Ci  similar  to  serum  sickness  may  occur  and  require  permanent 
Uawal  of  medication.  Stomatitis,  salivary  gland  enlargement, 
i^ig,  vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
c,ns  have  been  reported.  While  not  definitely  attributable  to  the 

a a causal  relationship  cannot  be  excluded.  Thrombocytopenic 
a and  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
A:he,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
riaported,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
ejof  anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
'e,lasia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
'n;Jue  to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

too  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 

Dosage  in  painful  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily;  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  full  prescribing  information. 


Seigy  Pharmaceuticals 

livision  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


REPORT#  6 


“BSB”  Blue  Shield  Contract  Out 
After  September  1,  1967 

All  subscribers  enrolled  will  be  autoniaLically 
upgraded  to  the  “BSA”  contract.  ($5-.|250  sched 
ule.) 

Some  stdjscribers  may  continue  to  show  identi- 
Hcation  cards  that  indicate  “BSB”  alter  the  Septem- 
ber change.  All  claims  lor  this  grouj)  will  be  paid 
according  to  the  “BSA”  schedule. 


Recommend 


With  Over  800 
Participating  MDs 


ASSOCIATED  HOSPITAL  SERVICE  OE  MAINE 
509  EOREST  AVENUE 
PORTLAND,  MAINE  04101 


A BLUE 


SHIELD  REPORT  to  DOCTORI 


xuffa:  nuvr^.,  ,,.  «»WE. 


Ma  e.  liGEND 


0^^9tlApART^  Z05r  THE  BATTLE 

OF  WATERLOO  BECAUSE 
HE  M4S  TOO  FAT! 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890, 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  " IT  WAS  A MATTER  OF  MERE 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT. ' 
source:  jama  taeiEs  (oct.s)  /s63. 


THE  BOOK  "PRAY  YOUR  WEIGHT  AWAY"  m<^^S  READERS  TO 
"ASK  GOD  TO  HELP  /OU  LIKE  EXERCISE " FOR  15  MINUTES  A DAY. 

source:  rev.  cm  shedd:  nem  York,  lippincott.  me. 


ACCORDING  TO  DRS.  SHIPMAN  AND  PLESSET 
APPARENTLY  NO  DIETER  SUCCEEDS  WHO  IS 
VERY  ANXIOUS  OR  DEPRESSED.":^  THE  AMBAR  FORMULA 
PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 
MOOD  AND  PHENOBARBITALTO  HELP  REDUCE  ANXIETY. 
^source:  archives  of  general  psychiatry  e:26  (JUNE  1963). 


ONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


i'ne  Ambar  Extentab  before  breakfast  can 
|slp  control  most  patients’  appetite  for  up 
[>  12  hours.  Methamphetamine,  the  appe- 
jte  suppressant,  gently  elevates  mood  and 
sips  overcome  dieting  frustrations.  Pheno- 
arbital,  the  sedative  in  Ambar,  controls  irritability  and 
ixiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
mity.  Both  work  together  to  ease  the  tensions  that  erode 
le  willpower  during  periods  of  dieting. 

Iso  available:  Ambar  #1  Extentabs®— methamphetamine 
/drochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
g:  may  be  habit  forming). 


AMBAR*2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning;  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company.  AH'I^OBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


Penicillin-Sensitive 
Staphylococci 


Pneumococci 


V-CilHn  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1  ■ 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.;  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


(See  next  page  for  prescribing  informatior 


V-Cillin 

Potassium  Phenoxymethyl  Penicillin 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  carticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  hig 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  ar 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studie 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  c 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shoul' 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  les 
common  with  administration  of  oral  penicillin  than  with  intramusculc 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signif 
cant  index  of  sensitization.  The  following  hypersensitivity  reactior 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashe 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  url 
caria;  and  reactions  resembling  serum  sickness,  including  chills,  feve 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylax 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thror 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  ar 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  I 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  thrf 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infant 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  in 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  ba 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times | 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  preve 
development  of  rheumatic  fever  and/or  other  serious  complicatiorj 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histol 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  un'; 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  toe 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  I 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  f; 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  d ' 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  mod'' 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectivi,' 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giv ' 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proi 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  ho 
for  six  doses  are  recommended.  Refractory  infections  generally  respc 
to  a second  treatment  three  to  four  days  following  completion  of 
first.  Treatment  of  gonorrhea  with  severe  complications  should  i 
individualized,  with  prolonged  and  intensive  treatment.  Patients  witi 
suspected  lesion  of  syphilis  should  have  a dark-field  examination |j|i 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum  i 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units!  - 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  i ' i 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  ' 

5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


XVII 


USE  ‘POLYSPORIN’. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


brand 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U  S A.)  INC. 
Tuckahoe,  N.Y. 


‘POLYSPORIN’tJ 

POLYMYXIN  B-BACITRAd 

OINTMENT 

prevent  infection  iiii 
^l*yriis,and  abrasion^**! 
aid  in  healing. 


TELEPHONE 
774-8276  FOR 

Insurance  for  Members 

OFFICIALLY  ENDORSED 

MAINE  MEDICAL  ASSOCIATION 

DOW  & PINKHAM 

107  EXCHANGE  STREET,  PORTLAND 

DAP 

What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 


Contains  opium  (H  grain)  15  mg.  per  fluid 
ounce. 

■warning : may  be  habit  forming 

Pectin (2V2  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  6.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


VALIUM* 

(diazepam)Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  he  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  as 
needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  indi- 
vidual pharmacologic  effects— jjarticularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  bar- 
biturates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function. 
Periodic  blood  counts  and  liver  function  tests  ad- 
visable in  long-term  use.  Cease  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations) ; changes  in  EEC  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symp- 
toms (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting,  sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HCl. 

Dosage  — yfdu/ts;  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d. ; alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually 
as  needed  and  tolerated.  (See  Precautions) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  50  and  500. 


[-1  RocME^  Roche  Laboratories 
Division  of 

Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 


„*.*.**,*  ..  *.,„IGHTS  INTO  HUMA^ 

RESPONSE  TO  EMOTIONAL  STRESS; 


Slew  confirmation  of  the  effectiveness  of 
/aliuin®  (diazepam) 


isk  your  Roche  representative  to  arrange  a 
resentation  of  this  important  and  fascinating 
esearch  into  certain  somatic  responses  to 
motional  stress  . . . quantitative,  objective 
leasurement  with  double-blind  controls. 

4’/ecT5e  see  opposite  page  for  important 
prescribing  information. 
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' A method  so  rapid  and  ^ 
mBfcjte'fi  r you  just  swab... 

uncap... press... and  discard. 

Results,  read  at  48  to  72  hours,  are  comparable 
in  accuracy  to  those  of  older  standard  intradermal  tests.  The 
self-contained,  disposable  unit  requires  no  refrigeration  and  is 
stable  for  two  years.  Side  effects  are  possible  but  rare:  vesiculation* 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  use  witti 
caution  in  active  tuberculosis.  Available  in  boxes  of  5 and  cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 

448-7-498S 


ENDORSED  BY  THE  MAINE  MEDICAL  ASSOCIATION 

For  Its  Members 


MALPRACTICE  INSURANCE 

HARTFORD  INSURANCE  GROUP 

Noyes  & Chapman 

Genera!  Insurance 

465  Congress  St. 

Portland,  Maine 


Serving  Maine  doctors  for  over  90  years 

772-2841 


LAWRENCE  D.  CHAPMAN 


Dulcolax^ 

i^:odyl 


Mw  drugs  work  as  predictably 
i:  Dulcolax.You  can  expect 
hit  when  your  office  patient 
a;es  Dulcolax  at  home,  it  will 
X as  effective  as  you  said  it 
viuld  be.Your  patient  will  be 
;titified,too. 

ha  reliability  of  Dulcolax 
stims  from  its  unique  mode  of 
;c:ion.The  drug  works 
Jiectly  on  nerve  endings  in 
hi  colonic  mucosa,  producing 
K'mal  peristalsis  throughout 
hi  large  intestine.  It  does 
iG  rely  on  systemic  absorption 
oil  its  effect. 

hs  reliable  action  provides 
)nmpt  relief  of  constipation, 
ttlso  makes  Dulcolax  par- 


ticulary  useful  for  propping  the 
bowel  for  special  procedures. 
In  short,  it  makes  Dulcolax 
ideal  for  your  office  practice. 


Dulcolax  acts  so  surely  that  the  time  of  evacuation  can  often  be 
closely  predicted  Dulcolax  tablets  taken  at  night  almost  invariably 
result  in  a bowel  movement  soon  after  waking  the  following  morning 
Dulcolax  suppositories  generally  work  in  15  to  20  minutes,  almost 
always  within  the  hour. 


3ne, 

de: 
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ken' 
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^ ac 
dei 
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I Dosage  Information  Adults:  When  an  ordinary  laxative  effect 
ed,  1 to  3 tablets  or  1 suppository  usually  suffices  Tablets 
i swallowed  whole,  not  chewed  or  crushed,  and  should  not  be 
ithin  one  hour  of  antacids  or  milk  Children:  1 or  2 tablets, 
ing  on  age  and  severity  of  condition  Tablets  must  not  be  given 
'd  too  young  to  swallow  them  whole  For  infants  and  children 
years  of  age.  half  a suppository  is  usually  effective  Above  this 
hole  suppository  is  usually  advisable  Side  Effects:  As  with  any 
, abdominal  cramps  are  occasionally  noted,  particularly  in 


severely  constipated  persons.  High  dosage  may  result  in  loose 
unformed  stools  Contraindication:  Contraindicated  only  in  acute  sur- 
gical abdomen  Availability;  Tablets  (5  mg  ) and  suppositories  (10  mg  ) 
By  prescription  or  recommendation 


Under  license  from  Boehringer  Ingelheim  GmbH 
Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N Y 


Jkbu  may  ^ 
be  prescribing 
Hygrolon', 

chlorthalidone 


You  usually  prescribe  one  tablet  daily, 
but  every  once  in  a while  you  like 
to  cut  the  dosage.  So  instead  of  giving 
the  100  mg.  tablet  every  other  day 
or  breaking  it  in  half,  why  not  prescribe 
the  new  half-strength  tablet  every  day? 

See  next  page  for  a brief  precautionary 
statement. 


DEPT.  7 


Broad  scope  diuretic 


Hygroton  is  indicated  in  certain  con- 
ditions where  the  newer  nonthiazide 
diuretics  are  not  recommended, 
e.g.hypertension, edema  of  pregnancy, 
premenstrual  edema,  edema  in 
obesity  states,  steroid  edema. 


However,  the  newer  diuretics  are 
probably  superior  to  Hygroton  in  acute 
pulmonary  edema  and  the  nephrotic 
syndrome  or  any  condition  where 
the  glomerular  filtration  rate  is 
significantly  low. 


Indications 

Hypertension 

Such  as  hypertension  with  or  without 
congestive  failure,  where  Hygroton 
can  be  used  alone  or  in  conjunction 
with  other  agents 

{Precaution:  Antihypertensive  therapy 
with  Hygroton  should  always  be 
initiated  cautiously  in  post- 
sympathectomy patients  and  in 
patients  receiving  ganglionic  blocking 
agents  or  other  potent  anti- 
hypertensive drugs,  or  curare.  Reduce 
dosage  of  concomitant  antihyper- 
tensive agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol 
may  potentiate  hypotension.) 

Edema 

Such  as  edema  associated  with : 
congestive  heart  failure 
or  renal  disease 

{Precaution:  Because  of  the  possi- 
bility of  progression  of  renal  damage, 
periodic  determination  of  the  BUN 
is  indicated.  Discontinue  if  the 
BUN  rises.) 
or  hepatic  cirrhosis 
(Hypoproteinemia,  if  present,  must 
be  corrected  concomitantly. 
Precaution:  Take  special  care: 
discontinue  if  liver  dysfunction 
is  aggravated,  since  hepatic  coma 
may  be  precipitated.) 
or  steroid  administration 
or  obesity 

or  the  premenstrual  syndrome 
or  pregnancy,  including  toxemia 


{Warning:  Use  with  caution  in  preg- 
nant patients,  since  the  drug  may 
cross  the  placental  barrier  and 
adverse  reactions  which  may  occur  in 
the  adult,  e.g.  thrombocytopenia, 
hyperbilirubinemia,  altered 
carbohydrate  metabolism,  etc.,  are 
potential  problems  in  the  newborn.) 

Contraindications 

Severe  Renal  or  Hepatic  Disease 
and  Demonstrated  Hypersensitivity 

Other  generai  warnings, 
precautions  and 
adverse  reactions 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments,which  should  be  used  only  when 
adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small 
bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept 
in  mind.  Surgery  for  these  lesions 
has  frequently  been  required  and 
deaths  have  occurred.  Discontinue 
enteric-coated  potassium  supple- 
ments immediately  if  abdominal  pain, 
distention,  nausea,  vomiting, 
or  gastrointestinal  bleeding  occur. 

Precautions:  Electrolyte  imbalance, 
sodium  and/or  potassium  deple- 
tion may  occur.  If  potassium  deple- 
tion should  occur  during  therapy, 
Hygroton  should  be  discontinued  and 


potassium  supplements  given,  ■ 
provided  the  patient  does  not  hav^' 
marked  oliguria.  ■! 

Take  special  care  in  severe  ischemkl 
heart  disease  and  in  patients  receiviij 
corticosteroids,  ACTH,  or  digitalis.  *1 
Salt  restriction  is  not  recommended.j 

Adverse  reactions:  Nausea,  gastric  j 
irritation,  vomiting,  anorexia,  constkj 
pation  and  cramping,  dizziness,  wet 
ness,  restlessness,  hyperglycemia,  j 
hyperuricemia,  headache,  muscle  | 
cramps,  orthostatic  hypotension,  I 
aplastic  anemia,  leukopenia,  thromt 
cytopenia,  agranulocytosis,  dysuria' 
impotence,  transient  myopia,  skin  j 
rashes,  urticaria,  purpura,  necrotizii ; 
angiitis,  acute  gout,  and  pancreatiti 
when  epigastric  pain  or  unexplainei 
G.l.  symptoms  develop  after  prolong ; 
administration.  Other  reactions  !j 
reported  with  this  class  of  compour  j 
include:  jaundice,  xanthopsia,  ! 
paresthesia,  and  photosensitizatior.- 

I 

Average  Dosage.- 50-100  mg.  with  !' 
breakfast  daily. 

Availability:  White,  single-scored  H 
tablets  of  100  mg.  and  aqua  tablets  I* 
50  mg.  in  bottles  of  1 00  and  1 000.  j j 

Please  see  full  Prescribing  Informa  j 

Geigy  Pharmaceuticals  I* 

Division  of  Geigy  Chemical  Corpora  .1, 
Ardsley,  New  York  10502  'j 
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''When  I couldn’t  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you.  Doc.” 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Tissue's  healing  nicely. 
Yet  anxiety  slews 
his  steps  toward  necoveny. 


By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil  (me- 
probamate) often  may  play  an  important  role  in 
medical  and  surgical  aftercare. 


autions:  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose 
hemselves.  Excessive  prolonged  use  may  result  in  dependence  or  habituation  in  susceptible  persons— 
s ex-addicts,  alcoholics,  severe  psychoneurotics.  After  prolonged  high  dosage,. drug  should  be  withdrawn 
gradually  to  avoid  possibly  severe  withdrawal  reactions  including  epileptiform  seizures.  Side  effects 
include  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  non-thrombo- 
cytopenic  purpura  with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported. 
If  an  allergic  reaction  occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions, 
observed  very  rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever,  fainting  spells,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Warn 
patients  of  possible  reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  disturbances 
occur,  dose  should  be  reduced.  If  symptoms  persist,  patients  should  not  operate  vehicles  or 
dangerous  machinery.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported  follow- 
ing prolonged  dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic  anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One  fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone  has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal  attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate.  Coated 
Tablets,  Wyseals®  Equanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories 
Philadelphia,  Pa. 


Professionally  posed. 
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Diplomate,  American  Board  of 
Psychiatry 
Chief  of  Staff 


PHILIP  BLINDER,  M.D, 
Psychiatrist 
Sec.  of  Staff 


• Utilizing  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 


The  Utterback  Private  Hospital 

31  Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine 

Beautiful  Grounds,  Large  Rooms  with  Bath.  Mental  Health,  Care  for  the  Aged  and  Convalescent  Care. 

Reasonable  Rates 
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journal  within  a journal  published  quarterly  in  the  interests 
better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Company,  Lincoln,  Nebraska.  Address  communica- 
s to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 
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8mog,smaze  or  smust...effects  of  air 
pollution  on  upper  respiratory  tract 

Nathan  Flaxman,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  smaze  (smoke  and  haze).  In  El  Paso  smust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen.’’^ 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.' 


presence  of  various  materials  polluting  the  air  might  I 
do  this.  A siege  of  smog  in  Denver,  the  "mile  high  | 
city,”  in  December  1965  was  accompanied  by  respi-  ■ 
ratory  infection  that  doubled  normal  absentee  rates  i 
in  schools,  factories  and  city  government.'"  ‘ 

Wlle  air  pollution  is  only  one  factor,  it  has  become  j 
important  in  the  causes  of  most  of  the  afflictions  of 
the  respiratory  tract.  This  has  been  shown  not  only 
by  the  Denver  occurrence,  but  also  by  detailed  study'  i 
of  respiratory  illness  in  a small  group  of  313  men  t 


The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.^ 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology'*  has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.’ 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,'  pulmonary  emphysema," 
bronchial  asthma,'  pneumonitis  and  lung  cancer.® 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,"  although  it  is  conceivable  that  the 


rom  October  1962  to  May  1963  when  there  were 
02  episodes  involving  the  upper  respiratory  tract, 
"he  attack  rate  of  illness  was  related  in  time  to  in- 
reased  concentration  of  both  smoke  and  sulphur 
ioxide  in  the  atmosphere  of  the  district  in  which 
ae  men  lived. 

)ther  factors  often  mentioned,  include  exposure  to 
aose  who  have  colds,  exposure  to  extreme  changes 
f temperature,  allergy  and  bacterial  infection, 
lowever,  when  low  individual  resistance  due  to 
ick  of  rest,  overwork,  fatigue,  improper  or  unbal- 
nced  diet,  previous  illness  and  emotional  stress  are 
icluded  as  causes,  we  enter  the  realm  of  somewhat 
bscure  relationships.  Much  more  emphasis  can  be 
laced  on  the  role  of  polluted  air. 

ae  symptoms,  signs  and  complications  of  involve- 
lent  of  the  upper  respiratory  tract,  especially  the 
ammon  cold,  are  the  same  regardless  of  the  causa- 
ve  factor.  Swelling  of  the  lining  of  the  nose,  the 
rratchy  dry  throat,  the  discharge  from  the  nose  at 
rst  watery  then  thicker,  discolored  and  more  tena- 
ous,  the  eyes  tearing,  and  frequent  sneezing  are 
part  of  the  Number  1 human  ailment.  Concur- 
nt  or  residual  sinusitis  when  mucus  is  trapped 
ere,  middle  ear  involvement  due  to  interference 
th  drainage,  laryngitis  and  bronchitis  are  compli- 
tions  of  the  common  cold.  The  primary  interfer- 
ce  is  with  a most  important  function  of  the  nose— 
e cleansing  of  foreign  matter  in  the  first  line  of 
air  defense”  to  prevent  it  from  entering  the  breath- 
ig  tract. 

However,  the  diagnosis  and  subsequent  decision  on 
ow  to  treat  the  patient  so  affected  rests  basically  on 
le  relief  of  symptoms  that  cause  him  the  misery, 
he  stuffed,  runny  nose,  the  clogged  ears,  and  the 
arsh  dry  cough  — all  the  symptoms  that  make  com- 
lon  cold  sufferers  feel  miserable  and  interfere  with 
leir  sleep— can  be  alleviated  with  medications  of 
le  oral  nasal  decongestant/antihistamine  combina- 
on  type.  The  burning  sensation  in  the  throat,  sore- 


For  nature’s  hazards: 
nasal  congestion 
due  to  seasonal 
allergies  and 
summer  cold 


Triaminic’  Sffrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 
Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfort  to  your  little  patients  with  Triaminic 
Syrup.  You  may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions: the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 


(Advertisement) 


ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

(Concluded  on  jollowing  page) 


It  the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  m all  previous  history.  Spicer,''  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces."*  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies.'" 


Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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provide  patient  comfort 

Triaminic  relieves  , 

Each  timed-release  Shimmer  allergies 

tablet  contains:  j 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 
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ness  occurs.  Use  with  caution  in  patients  with  hyper-  j 
tension,  heart  disease,  diabetes  or  thyrotoxicosis.  j 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocorf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  tbe  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Gm.  tubes  and  V2  lb.  jars. 

PHOTOCRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 
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WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CUNICAL  PROFILE 


(chlordiazepoxideHCI) 


Also  available  as 
LIBRITABS^**  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEC 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum  beneficial  effects.  Ora/  — Adults:  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d,;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  Libritabs^  “-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 
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Among  the  adjuncts  to  the  physician’s  skill 

Darvon®  Compound- 65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.^aTfeine. 


Additional  information  available  to  the  medical  profession  upon  request. 
ELI  LILLY  AND  COMPANY,  INDIANAPOLIS.  INDIANA  46206 
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Dilantin 

(diptienylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
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dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 
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BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 
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DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  anfac/ds— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart  I Division  of /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena,  Calif. 
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There  are  10,300* 
undetected  diabetics  in 

Maine 

Most  of  these  are  probably  among  patients  over  40;  the  overweight: 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 

Why  Wait? 


*Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514 
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Ames 


Mans  best  friend"in  wintertime  diarrheas 


i',  winter  'flu"  and  viral 
^stroenteritis,  Donnagel  (4  oz. 

•:e!)  can  bring  aid  and  comfort  to 
=ifferers  from  both  diarrhea  and 
i discomforts  because  it  contains 
I'loli  n and  pectin  plus  belladonna 
c!<aloids  (as  in  Donnatal®). 
fhnnagel  treats  the  whole  diarrhea 


problem.  Available  on  your 
prescription  or  recommendation. 

For  acute,  non-specific  diarrheas 
Donnagel  -PC  (Donnagel  with 
paregoric  equivalent). 

Donnagel  formula  plus  powdered 
opium,  USP,  24.0  mg.  (equivalent 
to  paregoric  6 ml.)  (warning:  may 
be  habit  forming).  Alcohol,  5%. 


All  the  antidiarrheal  benefits  of 
paregoric  without  the  unpleasant 
taste.  Real  banana  flavor  makes  it 
acceptable,  even  to  children. 

See  product  literature  before 
prescribing. 

A.  H.  Robins  Company 
Richmond,  Va.  23220 


/l'H'[^0BINS 


» ^ 


THERE’S  A 
FORHULATION 
FOR  EVERT 
GOUOHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu” 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg, 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 

/I'H'DOBINS 


PHOTO  BT  VICTOR  HAND 


when  bursitis  hits  a 
280-lb.  tackle, 

hit  back  with 
Butazolidin  alka 


Indications:  Osteoarthritis,  rheumatoid  arthritis,  rheumatoid  spon- 
dylitis, psoriatic  arthritis,  acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of  that  joint),  acute  superficial 
thrombophlebitis. 


Contraindications:  Edema;  danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 


Warning:  If  coumarin-type  anticoagulants  are  given  simultaneously, 
watch  for  excessive  increase  in  prothrombin  time.  Instances  of  severe 
bleeding  have  occurred.  Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 


Precautions:  Before  prescribing,  carefully  select  patients,  avc  t- 
those  responsive  to  routine  measures  as  well  as  contraindicate  r ■ 
tients.  Obtain  a detailed  history  and  a complete  physical  and  labe  I" 
examination,  including  a blood  count.  The  patient  should  not  ?:i'. 
recommended  dosage,  should  be  closely  supervised  and  shot 
warned  to  discontinue  the  drug  and  report  immediately  if  fever  i 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden  vfts 
gain  (water  retention);  skin  reactions;  black  or  tarry  stools  or  - 
evidence  of  intestinal  hemorrhage  occur.  Make  regular  blood  c tii; 
Discontinue  the  drug  immediately  and  institute  countermeasures  i . 
white  count  changes  significantly,  granulocytes  decrease,  or  imn  hii 
forms  appear.  Use  greater  care  in  the  elderly  and  in  hyperter.iej 


Adverse  Reactions:  The  most  common  are  nausea,  edema  anc 
rash.  Swelling  of  the  ankles  or  face  may  be  minimized  by  withh  ii*;- 
diefary  salt,  reduction  in  dosage  or  use  of  diuretics.  In  elderly  p<  *;■ 
and  in  those  with  hypertension  the  drug  should  be  discontinue' ij: 
the  appearance  of  edema.  The  drug  has  been  associated  with  pef 


•r!80-lb.  tackles— or  108-lb.  housewives— Butazolidin  alka  can  hasten  recovery  from  the 
iciizing  pain  of  shoulder  bursitis. 

3 lot  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
e autions  shown  below. 

icadverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash, 
ir  ly,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

a -for-pay  or  workaday  patients— when  they  come  up  with  shoulder  bursitis  and  your 
real  judgment  indicates  Butazolidin  alka— go  with  it. 

i(  watch  the  comeback. 


at  may  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
cb  to  take  doses  immediately  before  or  after  meals  or  with 
minimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
1 Auction  of  dosage.  However,  rash  accompanied  by  fever  or 
af^ystemic  reactions  usually  requires  withholding  medication, 
pu:  rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
rticltis,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
orsimilar  to  serum  sickness  may  occur  and  require  permanent 
idi/val  of  medication.  Stomatitis,  salivary  gland  enlargement, 
liti'j,  vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
cti  IS  have  been  reported.  While  not  definitely  attributable  to  the 
g,  causal  relationship  cannot  be  excluded.  Thrombocytopenic 
pu  and  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
idsjie,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
n ported,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
es  f anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
erasia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
int  ue  to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 

Dosage  in  painful  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily:  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  full  prescribing  information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


khmi 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  ther^ 
peiitic  amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid‘ 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  man! 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsule: 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder’ 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


A breakthrough 
in  the  control  of  pain 

IMllill 

brand  ^ 

peiitazociiie 

(as  lactate) 

a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Talwin  30  mg.  relieves  pain 
usually  as  quickly  and 
effectively  as  morphine  10  mg. 


A breakthrough 
in  the  control 
of  pain 

Ihlwin' 

brand  Ot  A 9 

pentazocine 

(as  lactate) 

a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


whatever  the  intensity  of  the  pain 

whatever  the  cause  of  the  pain 

whatever  the  site ' of  the  pain 

whatever  the  chronicity  of  the  pain 

whatever  the  age  ' of  the  patient 

without  the  liability  of  narcotics 

without  the  development  of  tolerance  on 
prolonged  use 

with  less  risk  of  severe  respiratory 
depression  than  with  morphine 

with  less  constipation 

with  less  urinary  retention 


Clinical  experience  of  more  than  150  investigators 
with  over  12,000  patients  given  varying  dosages  of 
Talwin  shows  that  this  potent  injectable  analgesic  * 
is  not  a narcotic. 

Talwin  has  less  risk  of  severe  respiratory  depres- 
sion, urinary  retention,  and  constipation  than  mor- 
phine-a  great  boon  for  postsurgical  patients. 

Talwin  produces  less  nausea,  vomiting  and  dia- 
phoresis  than  meperidine.  ' 

t 

Constipation  and  urinary  retention  are  seldom  a [ 
problem  with  Talwin.  j 

Very  rarely  do  hallucinations  or  disorientation  oc-  ' 
cur  (0.1  % each). 

k 

No  significant  hepatic,  renal,  hematopoietic  or  neu-  o 
rologic  disturbances  have  been  reported. 

Talwin  is  well  tolerated  even  by  the  aged  or  very  ill 
patients. 

Used  during  active  labor,  its  tolerance  by  the  ^ 
mother  and  newborn  is  comparable  to  meperi-  j; 
dine’s.  As  with  all  new  drugs,  Talwin  should  be  used 
with  caution  in  pregnant  women  and  in  women  de- 
livering  premature  infants. | 

Tolerance  to  the  analgesic  effect  of  Talwin  has  not  | 
developed  with  prolonged  use. ^ 

Talwin  gives  significant  relief  of  pain  in  from  15  to  “ 
20  minutes  following  I.M.  or  S.C.  injection. 

Talwin  relieves  pain  usually  for  3 hours  or  longer 
with  a single  injection;  however,  the  duration  may  ■ 
sometimes  be  less  than  with  morphine.  -- 


'‘'Its  duration  of  action  may  sometimes  be  less  than 
that  of  morphine. 

Should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain 
conditions. 

^'Until  sufficient  experience  is  gained,  Talwin  should 
not  be  administered  to  children  under  12  years  of 
age. 


86  per  cent  of  medical  and 
surgical  patients  obtained 
excellent  to  good  relief  with 
Talwin  30  mg.  administered 
parenterally 


Talwin 

brand  of  pentazocine  (as  lactate) 

used  for  pain  of  all  types 


Talwin  has  a wide  range  of 
usefulness  in  surgery 


Number 

of 

Efficacy 

Types  of  surgical  use 

% 

% 

Exc. 

% 

% 

patients 

Exc. 

Good 

-f  Good 

Eair 

Poor 

• Preoperative 

118 

31 

52 

83“/o 

15 

2 

• Postoperative 

914 

58 

28 

86% 

8 

6 

• Pre-  and  postoperative 

12 

75 

17 

92% 

0 

8 

• Minor  surgery 

33 

30 

39 

69% 

0 

31 

■ Traumatic 

14 

64 

29 

93% 

7 

0 

> Dental 

33 

67 

24 

91% 

3 

6 

Total  patients 

. . .1124 

Efficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
o types  of  surgical  use  in  a cooperative  study 


)ata  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 

High  incidence  of  poor  results  in  minor  surgery  is  due  primarily  to  one 
itudy  involving  change  of  burn  dressings  in  children;  9 of  19  patients  ob- 
iained  poor  results  with  dose  used. 

Talwin  relieves  all  types 
)f  pain  in  acute  and 
chronic  medical  disorders 


Number 

Percentage  of  relief 

ype  of  medical  pain 

of 

patients 

Excellent 

Good 

Exc. 

Good 

Fair 

Poor 

Malignancy,  pain  in 

161 

44 

37 

81% 

8 

11 

Orthopedic:  see  also 
"Arthritis" 

111 

53 

38 

91% 

5 

4 

Cardiovascular  pain; 
see  also  "Miscel- 
laneous medical" 

96 

59 

27 

86% 

6 

7 

Cemtounnary  pain 

83 

42 

33 

75% 

16 

10 

Arthritis 

76 

33 

51 

84% 

12 

4 

gynecologic  pain 

35 

57 

34 

91% 

6 

3 

Cephalalgia 

21 

45 

41 

86% 

9 

5 

Castrointestinal  pain 

19 

89 

5 

94% 

0 

5 

Ihest,  including 

• Pleurisy 

• Pulmonary  embo- 
lism and  infarct 

• Lung  abscess 

12 

83 

17 

100% 

0 

0 

Tliscellaneous  medi- 
cal, including 

• Peripheral  vas- 
ilj  cular  disease 

'Thrombophlebitis 
ilf  • Cervical  root  pain 
]■’;  • Facial  neuralgia 
TV  • Syringomyelia 

• Burns 

108 

50 

39 

89% 

9 

2 

( 1 

Total  patients 

....  722 

jfficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
) types  of  medical  pain  in  a cooperative  study 


ta  m files  of  Department  of  Medical  Research,  Winthrop  Laboratories, 

be  next  page  tor  additional  product  information 


'1 


Talwin  relieves  pain  as 
quickly  as  morphine 


Talwin  30  mg.  proved  equivalent  to  morphine  10  mg. 
in  overall  analgesic  efficacy.  During  the  early  post- 
medication period  (up  to  40  minutes  after  drug  in- 
jection), Talwin  was  superior  in  effect  to  morphine. 

After  observation  periods  ranging  from  40  to  180 
minutes  there  was  no  difference  between  the  drugs 
in  their  effect  on  intensity.  There  were  141  and  119 
complete  patient  records  for  Talwin  and  morphine, 
respectively,  in  this  double-blind  study.  Other  clini- 
cal investigators,  studying  duration,  state  that  relief 
with  Talwin  may  be  obtained  for  up  to  three  hours 
or  longer,  a period  sometimes  less  than  morphine's. 


Talwin  is  as  effective 
for  severe  pain  (Fig.  2) 
as  for  moderate  pain  (Fig.  3) 


Figure  2.  Percentage  of  patients  Figure  3. 

-H-  100  -- 


Minutes  after  administering  Talwin  Minutes  after  administering  Talwin 


Per  cent  excellent  to  good 
relief  of  severe  pain  obtained 
with  30  mg.  Talwin  in  218 
postoperative  patients 


Per  cent  excellent  to  good 
relief  of  moderate  pain  ob- 
tained with  30  mg.  Talwin  in 
203  postoperative  patients 


Talwin  does  not  require 
a narcotics  prescription 
or  narcotics  records 

The  World  Health  Organization  Expert  Committee 
on  Dependence-Producing  Drugs  concluded  that 
“.. .there  was  no  need  at  this  time  for  narcotics  con- 
trol of  pentazocine  [Talwin]  internationally  or  na- 
tionally.” ' 


'Storer,  E H Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

tCooperative  study,  data  in  the  files  of  the  Department  of  Medical  Research, 
Winthrop  Laboratories. 

[World  Hoalth  Organization  Technical  Report  Series,  No.  343,  1966.  p.  G. 


A breakthrough 
in  the  control 
of  pain 


brand  j 0 

neiiinzociiic 

(as  lactate) 


a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Contraindications;  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  ol  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  attrib- 
utable to  the  use  of  Talwin  have  been  seen  in  extensive  reproductive 
studies  in  animals:  however,  like  all  new  drugs,  Talwin  should  be 
given  with  caution  to  pregnant  women.  A large  number  of  patients  in 
labor  have  received  the  drug  with  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However,  as 
with  other  strong  analgesics,  Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma  Talwin  should  be  ad- 
ministered only  with  caution  and  in  low  dosage  to  patients  with  respi- 
ratory depression  (eg.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic-antag- 
onist, patients  dependent  on  narcotics  and  receiving  Talwin  may  oc- 
casionally experience  certain  withdrawal  symptoms.  Talwin  should 
be  given  with  special  caution  to  such  patients.  It  has  been  observed 
that  some  patients  previously  given  narcotic-analgesics  for  one  month 
or  longer  had  mild  withdrawal  symptoms  when  the  drug  was  replaced 
with  the  analgesic,  Talwin.  After  a short  period  of  adjustment  the  sub- 
jects were  usually  able  and  willing  to  continue  taking  Talwin.  and  re- 
lief of  pain  was  satisfactory. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to  be 
indicative  of  antagonism  to  the  opiate  may  be  observed  rarely  with 
administration  of  Talwin  to  patients  receiving  opiates  for  a short  time. 
Intolerance  or  untoward  reactions  are  seldom  observed  after  admin- 
istration of  Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests  have 
not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver  disease  ap- 
pears to  predispose  to  greater  side  effects  (e  g , marked  apprehen- 
sion. anxiety,  dizziness,  sleepiness)  from  the  usual  clinical  dose,  and 
may  be  the  result  of  decreased  metabolism  of  the  drug  by  the  liver. 

Myocardial  Inlarction.  As  with  all  drugs,  Talwin  (brand  of  pentazocine) 
should  be  used  with  caution  in  patients  with  myocardial  infarction 
who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Adverse  Effects:  Talwin  is  relatively  free  from  the  undesirable  side 
effects  associated  with  morphine,  such  as  constipation,  urinary  reten 
tion,  or  severe  respiratory  depression.  Furthermore,  Talwin  produces 
less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramuscularly,  subcuta 
neously,  or  intravenously,  nausea,  the  most  frequent  adverse  effect 
occurred  in  approximately  5.0  per  cent.  In  decreasing  order  of  oc 
currence  were  vertigo,  dizziness  or  lightheadedness;  vomiting;  and 
euphoria.  Respiratory  depression  was  reported  as  an  adverse  reaction 
in  1 .0  per  cent. 

The  incidence  of  each  of  the  other  adverse  effects  was  well  below 
1.0  per  cent:  constipation,  circulatory  depression,  diaphoresis,  urinary 
retention,  alteration  in  mood  (nervousness,  apprehension,  depression 
floating  feeling),  hypertension,  sting  on  injection,  headache,  dry 
mouth,  flushed  skin  including  plethora,  altered  uterine  contractions 
during  labor,  dermatitis  including  pruritus,  dreams,  paresthesia,  and 
dyspnea  occurred  rarely  after  administration  of  Talwin  (brand  of  pen 
tazocine).  Furthermore,  each  of  the  following  adverse  reactions  oc 
curred  in  less  than  0.1  per  cent;  tachycardia,  visual  disturbance 
(blurred  vision,  diplopia  and  nystagmus),  hallucinations,  disorients 
tion,  weakness  or  faintness,  muscle  tremor,  chills,  allergic  reactions 
including  edema  of  the  face,  taste  alteration,  insomnia,  diarrhea 
cramps,  and  miosis;  laryngospasm  in  one  patient. 

Talwin  has  not  produced  severe  respiratory  embarrassment  in  adults 
(never  apnea),  even  with  large  amounts.  A small  number  of  newborn 
infants  whose  mothers  received  Talwin  during  labor  had  transient 
apnea.  The  incidence  of  temporary  diminution  in  the  rate  or  strength 
of  uterine  contractions  is  low  after  administration  of  Talwin,  similar 
to  that  following  meperidine  hydrochloride,  (In  reporting  no  interfer 
ence  with  normal  labor  in  patients  receiving  Talwin,  one  investigator 
further  stated  that  the  drug  may  increase  uterine  activity.)  Generally 
no  significant  fetal  heart  rate  change  occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have  re 
vealed  no  significant  abnormalities.  A minimum  and  probably  insignifi 
cant  increase  in  the  per  cent  of  eosinophils  in  peripheral  blood 
counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and  no 
changes  in  insulin  requirements  have  been  observed. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in  Labor.  Aver 
age  recommended  single  parenteral  dose  is  30  mg.,  by  intramuscular 
subcutaneous,  or  intravenous  route;  may  be  repeated  every  three  to 
four  hours.  Pain  has  been  relieved  in  most  patients  with  not  more 
than  three  doses  dally.  Infrequently,  selected  patients  have  received 
single  doses  as  high  as  60  mg. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has  been  most 
commonly  administered.  An  intravenous  20  mg.  dose  has  given  ade 
quate  pain  relief  to  some  patients  in  labor  when  contractions  become 
regular,  and  this  dose  may  be  given  two  or  three  times  at  two-  to 
three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand  of  pen 
tazocine)  in  this  age  group  is  not  recommended. 

Duration  ol  Therapy.  Patients  with  chronic  pain  who  received  Talwin 
for  prolonged  periods  (eg.,  over  300  days)  experienced  no  with 
drawal  symptoms  even  when  administration  was  stopped  abruptly 
furthermore,  there  was  no  tolerance  to  the  analgesic  effect, 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe  with  sol 
ubie  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression.  Talwin  has  not 
produced  apnea  or  severe  respiratory  embarrassment  in  adults,  even 
in  large  doses.  Occasionally,  however,  moderate  respiratory  depres 
Sion  may  occur.  Means  of  maintaining  proper  oxygenation  should  be 
available  in  case  of  overdosage  or  respiratory  depression,  and  methyl 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The  usual 
narcotic-antagonists,  such  as  nalorphine,  are  not  effective  respiratory 
stimulants  for  depression  due  to  Talwin. 


How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazocine)  as 
lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium  chloride,  in 
Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin®  (pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone  sodium 
bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben  as  pre 
servative,  in  Water  for  Injection.  Boxes  ol  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lactic 
acid  and  sodium  hydroxide. 


W/nfhrop 

Wlnthrop  Laboratories,  New  York,  N.Y.  10016 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  NorinYl-1  creates 
cervical  mucus  that  may  he  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

"Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive.  Yale  University  Medical  Center.  New  Haven.  Conn.,  April  6,  1967, 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality . . . 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  Norinyl-l 
liters  normal 
mdometrial  responses- 
mother  possible 
protective  mechanism 

j6  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
Kasional,  rare  case  and  somehow  a sperm  succeeds  in 
jaetrating  the  cervical  mucus  barrier.  Should  this  come  about, 

)r  additional  action  of  Norinyl-l  may  protect  the  patient 
nn  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
Tikes  endometrial  tissue  unreceptive  to  implantation. 


Eidometrium  of 
.created  patient 


'tonally,  the  endometrium  progresses  through 
T yoliferative  phase  stimulated  by  estrogen  and  a 


■sejetory  phase  stimulated  by  progesterone. 
iOang  the  secretory  phase  the  endometrium  is 
■elptive  to  the  fertilized  ovum. 


Endometrium  produced  -jf 
by  Norinyl-l  IL 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone-  accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


■If 

n 

1 

>ee  ist  page  for  contraindications,  precautions,  side  effects  and  dosage. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 

lower  cost 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion. require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established.  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


(norethindrone  Img.  c mestranol  0.05mg.) 


tablets 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practUJ 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  stren^ 
in  which  both  norethindrone  and  mestranol  are  reduced  50  perceS 
Studies  show  that  Norinyl-1  achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet.  P 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  m 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  C3 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  wome? 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meet? 
the  criteria  of  reliability  and  safety.* 


^Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  NorinyI-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-l  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 


altered  by  the  use  of  oral  contraceptives:! 
creased  bromsulphalein  retention  and  other ] 
hepatic  function  tests,  coagulation  tests  J 
crease  in  prothrombin,  factors  VII,  VIII,  IX  ( 

X),  thyroid  function  (increase  in  FBI  and 
nol  extractable  protein-bound  iodine  and  > 
crease  in  T^  values),  metapyrone  test,  pregnae] 
diol  determination. 

Other  side  effects  reported  to  have  occun^ 
in  association  with  use  of  this  drug  ore  dia_ 
ness,  hirsutism,  pains  in  legs,  back,  chest  any 
abdomen,  dysuria,  drowsiness,  vaginal 
charge,  libido  increased  and  decreased,  enijK 
tions,  hypermenorrhea,  hypomenorrhe^ 
increased  appetite,  G.U.  infections,  varicow 
veins,  abdominal  fullness,  acne,  headadB 
nervousness,  allergies,  blurred  vision,  pain  b 
eyes,  and  itching  in  eyes.  For  complete  cIiniC(ll| 
data,  see  package  insert.  | 

1.  One  tablet  ol- 


Dosage  and  Administration: 


Norinyl-1  is  administered  orally  for  20  doyij 
beginning  on  day  5 of  the  menstrual  cyd^ 


Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched-^ 
ule  for  each  cycle.  2.  If  no  menstrual  period^ 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  p0:_ 
tient  must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20; 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  postj 
partum  woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  NorinyWj 
should  not  be  administered  during  lactation.) 
Availability:  Norinyl-1  (norethindrone  1 

with  mestranol  0.05  mg.)  — Dispensers  of  20  aflf 
60  and  bottles  of  250  tablets. 


norethindrone  • 


riginal  steroid  from 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  (better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


8mog,smaze  or  smust... effects  of  air 
pollution  on  upper  respiratory  tract 

Nathan  Flaxtnan,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  SDiog  (smoke  and  fog).  In  New 
York  City  smaze  (smoke  and  haze).  In  El  Paso  smust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen.'-^ 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.^ 


presence  of  various  materials  polluting  the  air  might 
do  this.  A siege  of  smog  in  Denver,  the  "mile  high 
city,”  in  December  1965  was  accompanied  by  respi- 
ratory infection  that  doubled  normal  absentee  rates 
in  schools,  factories  and  city  government. 

Wh,le  air  pollution  is  only  one  factor,  it  has  become 
important  in  the  causes  of  most  of  the  afflictions  of 
the  respiratory  tract.  This  has  been  shown  not  only 
by  the  Denver  occurrence,  but  also  by  detailed  study^ 
of  respiratory  illness  in  a small  group  of  313  men 


The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.^ 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology"*  has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.^ 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,^  pulmonary  emphysema, 
bronchial  asthma,^  pneumonitis  and  lung  cancer.® 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,^  although  it  is  conceivable  that  the 


from  October  1962  to  May  1963  when  there  were 
202  episodes  involving  the  upper  respiratory  tract. 
The  attack  rate  of  illness  was  related  in  time  to  in- 
creased concentration  of  both  smoke  and  sulphur 
dioxide  in  the  atmosphere  of  the  district  in  which 
the  men  lived. 

Other  factors  often  mentioned,  include  exposure  to 
those  who  have  colds,  exposure  to  extreme  changes 
of  temperature,  allergy  and  bacterial  infection. 
However,  when  low  individual  resistance  due  to 
lack  of  rest,  overwork,  fatigue,  improper  or  unbal- 
anced diet,  previous  illness  and  emotional  stress  are 
included  as  causes,  we  enter  the  realm  of  somewhat 
obscure  relationships.  Much  more  emphasis  can  be 
placed  on  the  role  of  polluted  air. 

ihe  symptoms,  signs  and  complications  of  involve- 
ment of  the  upper  respiratory  tract,  especially  the 
common  cold,  are  the  same  regardless  of  the  causa- 
tive factor.  Swelling  of  the  lining  of  the  nose,  the 
scratchy  dry  throat,  the  discharge  from  the  nose  at 
first  watery  then  thicker,  discolored  and  more  tena- 
rious,  the  eyes  tearing,  and  frequent  sneezing  are 
ill  part  of  the  Number  1 human  ailment.  Concur- 
rent or  residual  sinusitis  when  mucus  is  trapped 
here,  middle  ear  involvement  due  to  interference 
vith  drainage,  laryngitis  and  bronchitis  are  compli- 
rations  of  the  common  cold.  The  primary  interfer- 
ence is  with  a most  important  function  of  the  nose— 
he  cleansing  of  foreign  matter  in  the  first  line  of 
'air  defense”  to  prevent  it  from  entering  the  breath- 
ng  tract. 

-fowever,  the  diagnosis  and  subsequent  decision  on 
low  to  treat  the  patient  so  affected  rests  basically  on 
he  relief  of  symptoms  that  cause  him  the  misery. 
The  stuffed,  runny  nose,  the  clogged  ears,  and  the 
larsh  dry  cough  — all  the  symptoms  that  make  com- 
non  cold  sufferers  feel  miserable  and  interfere  with 
heir  sleep— can  be  alleviated  with  medications  of 
he  oral  nasal  decongestant/antihistamine  combina- 
ion  type.  The  burning  sensation  in  the  throat,  sore- 
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Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 
Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfort  to  your  little  patients  with  Triaminic 
Syrup.  You  may  occasionally  encounterthese  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions: the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 


( Advertisement) 


ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

{Concluded  on  following  page) 


the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer,"  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces.*"  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies. 

Sunnuary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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Outpatient  Treatment  of  Chronic  Obstructive 
Pulmonary  Disease  (COPD)* 
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Recent  estimates  place  the  incidence  of  chronic  ob- 
structive pulmonary  disease  (COPD)  at  15  to  20%  of 
the  middle  aged  male  population.  Less  than  half  of  these 
patients  are  symptomatic  enough  to  demand  a physician. 
This  discussion  of  therapy  deals  with  this  group. 

Emphysema  ( defined  as  lung  destruction  or  departi- 
tioning of  alveoli)  is  probably  an  irreversible  lung  lesion. 
However,  most  patients  with  chronic  bronchitis  do  not 
have  "emphysema.”  For  example,  in  mucoviscidosis. 
( cystic  fibrosis ) the  airways  are  severely  damaged  by  re- 
current infection  while  the  lungs  remain  normal.  As 
"emphysema”  carries  such  an  aura  of  hopelessness  for 
patient  and  physician,  we  reserve  this  term  only  for  pa- 
tients with  demonstrated  lung  destruction. 

In  clinical  terms,  COPD  patients  are  divided  into 
those  who  cough  and  spit  and  those  who  wheeze.  "Cough- 
ers  and  spitters”  usually  have  chronic  bronchitis.f  An 
appropriate  laboratory  work-up  might  include:  1 ) hemo- 
gram - with  assessment  of  hematocrit  and  total  eosino- 
phil count,  2 ) a Gram  stain  and  culture  of  the  sputum 
for  Staphylococcus  and  Gram-negative  organisms,  3 ) a 
Wright  stain  of  the  sputum  for  eosinophils,  4)  inspira- 
tory and  expiratory  chest  x-rays  for  evaluation  of  lung 
markings  and  evidence  of  localized  trapping  or  bullae 
and  5 ) some  measure  of  expiratory  airflow  rate.  Patients 
with  recurrent  pulmonary  infections  may  have  primary 
or  acquired  hypogammaglobulinemia.  Serum  protein 
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immunoelectrophoresis  is  usually  abnormal.  In  addition, 
cystic  fibrosis  may  present  as  chronic  bronchitis  in  adult- 
hood. Some  of  these  patients  have  abnormal  sweat  elec- 
trolytes. 

Interdiction  of  cigarettes  is  essential.  One  method  is 
to  explain  the  deleterious  efdects  of  cigarettes  to  the 
patient,  then  to  ask  him  if  he  wishes  to  stop  smoking. 
If  he  does,  ask  him  to  surrender  his  cigarettes  to  you  for 
the  next  week.  Should  he  have  a desire  to  smoke,  he  is 
asked  to  call.  Interestingly,  patients  seldom  call  and  often 
after  a week  without  smoking  they  feel  better  and  stop 
permanently.  Smoking  may  be  an  integral  part  of  the 
psychodynamics  of  the  individual.  Anxiety,  depression 
and  aggitation  may  result  during  withdrawal.  Tranquil- 
lizing agents,  psychiatric  consultation  or  referral  to 
"Smoker's  Anonymous”  may  be  helpful. 

For  the  "cougher  and  spitter"  the  keystone  of  effective 
outpatient  treatment  is  proper  instruction  in  the  use  of 
bronchodilators  and  postural  drainage.  Each  patient  is 
seen  by  the  Inhalational  Therapy  department.  He  is  fitted 
with  an  appropriate  IPPB  or  aerosol  generator  device 
and  instructed  in  its  use.  The  chest  physiotherapist 
teaches  the  patient  efifective  coughing,  postural  drainage, 
pursed  lip  breathing,  metered-walking  ( 3 steps  for  in- 
spiration, 5 steps  for  expiration ) and  breathing  exercises 
in  some  cases. 

IPPB-bronchodilator  and  postural  drainage  therapy  is 
performed  before  breakfast,  on  returning  from  work  and 
at  bedtime  using  0.5  cc  of  isoproterenol  1 : 200  or  0.5  cc 
of  epinephrine  1:100  in  1.5  cc  of  water.  Interchanging 
medications  reduces  tolerance.  The  use  of  long-term 
antibiotics  is  controversial.  As  Tetracycline-like  drugs 

^Defined  by  the  American  Thoracic  Society,  American  Review- 
Respiratory  Diseases  85:762,  1962. 
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tions  40  per  minute,  blood  pressure  160  systolic,  90  diastolic. 
The  neck  veins  were  distended  to  the  angle  of  the  jaw,  dull- 
ness to  percussion  and  coarse  rales  were  present  at  both  lung 
bases.  The  liver  was  enlarged  to  6 cm  below  the  right  costal 
margin.  There  was  4 J-  pitting  ankle  edema  present.  There  was 
no  papilledema,  asterixis  or  splenomegaly. 

The  hematocrit  was  52%,  hemoglobin  15  gm%,  white  blood 
cell  count  19,000  with  70%  segmented  neutrophils  and  18% 
bands.  The  urinalysis  showed  a trace  of  protein  with  3-5  red 
blood  cells  per  high  power  held.  The  chest  x-ray  revealed  diffuse 
pulmonary  hbrosis  and  widespread  disruption  of  lung  markings 
consistent  with  destructive  lung  disease.  The  blood  urea  nitrogen 
was  mgm%,  serum  sodium  143  MEQ/liter,  potassium  6.7 
MEQ/liter,  CO,  content  41  MEQ/liter,  venous  pressure  180 
mm  of  saline,  Decholin®  circulation  time  28  seconds.  Arterial 
blood  gases  showed  hypoxemia  and  uncompensated  respiratory 
acidosis. 

An  emergency  tracheostomy  was  performed  and  controlled 
ventilation  was  begun.  Other  treatment  included  Chlorenphencol 
0.5  grams  q6h,  Digoxin  0.25  mgm  od,  and  Diuril  mgm  bid. 

Following  recovery  from  this  acute  episode  he  was  taught 
how  to  suction  secretions  from  his  tracheostomy.  At  home,  he 
uses  a simple  venturi  water-driven  aspirator  and  suctions  himself 
three  times  a day.  He  makes  his  own  saline  for  catheter  irriga- 
tion and  cleaning.  His  tracheostomy  is  plugged  and  covered 
with  an  appropriate  high-necked  blouse  or  sweater  during  the 
day.  Although  his  sputum  culture  contains  pseudomonas,  his 
x-ray  has  improved  and  his  exercise  tolerance  has  improved. 
During  the  year  since  his  tracheostomy  he  has  not  been  ad- 
mitted. Recently,  after  years  of  invalidism,  he  returned  to 
work  as  a painter. 

Over  the  years  these  patients  accumulate  countless 
volumes  of  in-patient  record  and  pounds  of  x-rays.  The 
cost  to  patient,  hospital  and  physician  may  be  enormous. 
Effective  out-patient  therapy  can  reduce  the  number  of 
admissions  and  the  improvement  in  well-being  is  gratify- 
ing. 
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Uterine  Cancer 

Death  still  snatches  the  lives  of  some  14,000  women  annually  who  die  of  uterine  cancer 
in  the  United  States.  This  is  especially  tragic  as  uterine  cancer  is  one  of  the  most  curable 
forms  of  cancer  today.  It  can  now  be  detected  and  treated  before  symptoms  appear. 

Some  progress  has  been  made,  however,  during  the  past  year.  One  of  the  Society’s  five- 
year  educational  achievement  goals  is  the  routine  use  of  Pap  smears  for  hospitalized  women. 
A number  of  hospitals  now  routinely  provide  Pap  smears  for  adult  women  admitted,  according 
to  Dr.  Ernest  W.  Stein,  President  of  the  American  Cancer  Society,  Maine  Division. 

“Detection  of  uterine  cancer  (in  the  cervix  or  neck  of  the  uterus)  can  be  made  with  the 
Pap  test  or  smear  developed  in  the  1920’s  by  the  late  Dr.  George  N.  Papanicolaou. 

“This  test,  one  of  the  great  medical  discoveries  of  this  century,  is  based  on  the  study  of 
castoff  cells  which  are  shed  normally  by  living  tissue.  In  a checkup,  a physician  can  take  a 
uterine  sampling  simply,  quickly,  and  painlessly. 

“The  Society’s  goal  is  to  have  at  least  75  per  cent  of  all  women  over  21  years  of  age  go 
for  their  annual  Pap  test  and  pelvic  checkup.’’ 


arc  expensive  and  reduce  appetite  (perhaps  by  their 
effect  on  nitrogen  balance ) many  patients  do  better  t)ii 
fidl  doses  of  Sulfisoxazole  ( Gantrisin® ) . Polyvalent  flu 
vaccine  is  given  in  the  second  week  of  September  and 
in  the  first  week  of  November  (keeping  in  mind  any 
history  of  sensitivity  to  poultry  products). 

"Wheezers”  form  a second  group.  Only  5%  of  child- 
hood asthmatics  go  on  to  adulthotxl  with  chronic  asth- 
matic bronchitis.  In  the  adult,  acute  and  chronic  bronchial 
asthma  may  be  very  difficult  to  manage.  Eosinophil  counts 
in  the  blood  and  sputum  are  used  as  guidelines  in  thera- 
py. A total  eosinophil  count  in  excess  of  300  per  cubic 
millimeter  indicates  the  likelihood  of  allergic  disease. 
This  suggests  steroids  are  indicated.  Two  complications 
of  steriod  therapy  are  anticipated  in  these  patients.  Peptic 
ulceration  and  gastrointestinal  bleeding  are  common. 
Antacid  therapy  is  given  along  with  the  steroid  and  stools 
are  checked  regularly  for  occult  blood.  In  post-menopaus- 
al  asthmatic  women,  "bony  demineralization”  and  spine 
fractures  occur  with  surprising  swiftness.  Calcium  lactate 
or  sodium  flouride  may  delay  this  unfortunate  occur- 
rence. 

Acute  respiratory  insufficiency,  cor  pulmonale,  and 
respiratory  acidosis  are  treated  in  the  hospital.  Therapy 
may  include  intubation  or  a tracheostomy  and  ventila- 
tion. Tracheostomy  helps  a patient  handle  his  secretions. 
We  have  recently  discharged  a patient  with  a tracheos- 
tomy which  he  manages  with  typical  "Yankee  ingenuity.” 

Case  Report 

A fifty-nine-year-old  man  was  admitted  to  the  MMC  in  June, 
1966  moribund  with  severe  respiratory  insufficiency  and  cardiac 
failure.  He  had  been  followed  here  since  1961  with  a diagnosis 
of  chronic  bronchitis  and  emphysema.  During  this  time  he  was 
admitted  eight  times  and  had  25  emergency  room  visits.  His 
average  hospitalization  was  in  excess  of  30  days.  His  hospital 
record  comprises  three  volumes,  each  over  3 inches  thick.  The 
present  episode  began  with  a "cold.” 

Examination  in  the  emergency  ward  revealed  a cyanotic, 
unresponsive,  middle-aged  man  with  a pulse  of  110,  respira- 
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Radiation  Therapy  at  Maine  Medical  Center 

A Progress  Report 
Robert  A.  Bearor,  M.D.* 


Radiotherapists  have  been  utilizing  ionizing  radiation 
in  the  cure  and  palliation  of  malignancies  since  just  a 
few  months  after  Roentgen’s  brilliant  observations  led  to 
the  discovery  of  x-rays  in  1895.  Although  there  is  a long 
and  sometimes  sad  history  of  attempts  to  use  the  "new 
rays”  in  the  cure  of  almost  everything  from  asthma  and 
blindness  to  warts,  yaws,  and  herpes  zoster,  the  experi- 
ences distilled  from  these  pioneer  efforts  in  radiation 
therapy  did  give  unequivocal  evidence  that  most  cancers 
decreased  in  size  and  some  were  actually  eradicated  under 
appropriate  circumstances.  The  "law”  of  Bergonie  and 
Tribondeau,  first  formulated  in  1906,  epitomizes  much 
that  is  known  about  this  particular  form  of  energy:  "the 
radiation  response  is  proportional  to  the  rate  of  growth 
of  the  cells  and  their  degree  of  differentiation,  being 
greatest  in  those  most  rapidly  growing  and  most  highly 
undifferentiated  cells.”  This  experimentally  determined 
conclusion  summarizes  quite  succinctly  most  of  what  is 
still  known  today  about  ionizing  radiations.  This  formu- 
la, however,  does  not  provide  all  of  the  answers  to  cancer 
treatment  with  radiation.  The  vital  role  of  tissue  oxygen- 
ation, the  significance  of  initial  tumor  size,  the  rate  of 
delivery  of  radiation,  the  time  between  successive  radia- 
tion treatments,  even  the  emotional  status  of  the  patient, 
can  alter  the  expected  result  following  tissue  irradiation. 

The  actual  dose  of  radiation  delivered  to  destroy  a 
particular  cancer  frequently  approaches  the  dose  which 
can  destroy  the  surrounding  tissues,  and  indeed,  some 
normal  tissues  may  suffer  grievous  damage  at  a dose  well 
below  the  tumoricidal  level.  Structures  such  as  kidneys, 
small  bowel,  lens  of  the  eye,  and  bone  marrow  can  be 
irreparably  damaged  by  the  radiation  delivered  to  them 
incident  to  treatment  of  an  adjacent  tumor.  Under  cer- 
tain circumstances  any  normal  tissue  may  be  severely 
damaged  by  therapeutic  dosages  of  radiation. 

These  omnipresent  realities  have  led  to  the  develop- 
ment of  multiportal  and  rotational  techniques,  dosage 
fractionation  schemes,  and  various  treatment-time  ar- 
rangements, all  designed  to  improve  the  clinical  response 
of  the  patient  to  radiation  therapy.  Continuing  investiga- 
tions by  clinicians  in  the  larger  radiation  therapy  centers 
as  well  as  by  a "new  breed”  of  scientists,  the  radiobiol- 
ogists, have  helped  clarify  the  changes  associated  with 
tissue  irradiation  but  treatment  schedules  are  still  mainly 
empirical.  Newer  concepts  are  evolving,  however,  which 
as  yet  are  not  standard  procedures,  but  there  is  reason 
to  believe  that  as  research  progresses  in  radiobiology, 
especially,  information  will  be  obtained  which  will  prove 
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of  benefit  to  an  ever  increasing  number  of  patients.  Tra- 
ditional indications  for  radiation  therapy  are  still  recog- 
nized as  valid.  It  is  still  a mcxlality  which  offers  the 
possibility  of  cure  of  a few  patients  with  localized  cancer 
and  giving,  as  well,  excellent  promise  of  palliation  of 
symptoms  in  most  cases  of  inoperable  malignancy.  Re- 
cently there  has  been  a definite  change  in  the  philosophy 
of  many  radiation  therapists  and  treatment  is  not  so 
often  confined  to  "hopeless  cases  ” as  was  heretofore  the 
situation.  Employment  of  supervoltage  radiation,  such 
as  our  60-Cobalt  unit  delivers,  makes  possible  higher  tu- 
mor doses  with  less  untoward  skin  reaction  than  is  com- 
monly seen  following  orthovoltage  treatments.  Well- 
structured  animal  experiments  utilizing  transplantable 
tumors  have  revealed  that  tumor  cells  exposed  to  low', 
non-tumoricidal  doses  of  radiation  do  lose  their  ability 
to  reproduce,  however,  when  transplanted.  This  knowl- 
edge has  led  to  administration  of  pre-operative  radiation 
in  small  doses  (500r)  to  nearly  any  patient  with  cancer 
in  an  attempt  to  decrease  the  likelihood  of  having  the 
cancer  cells  inoculated  into  the  circulation  during  sur- 
gery retain  their  ability  to  form  distant  metastases.  This 
theory  has  obvious  merit,  but  whether  or  not  pre-opera- 
tive radiation  of  all  cancers  becomes  standard  practice  in 
the  future  depends  largely  upon  the  results  of  more  defin- 
itive clinical  trials.  Several  specific  problems  which  have 
undergone  re-evaluation  in  our  own  practice  recently  are 
mentioned  below,  and  an  attempt  is  made  to  indicate  the 
role  radiation  therapy  can  play  in  the  management  of  a 
few  particular  diseases. 

Breast  Cancer 

There  is  no  controversy  whatsoever  about  the  place  of 
radiation  therapy  in  the  individual  with  breast  cancer 
who  has  distant  metastases.  Radiation  to  bony  metasta.ses, 
local  skin  recurrences,  large  nodes,  etc.  in  the  patient 
with  obvious  metastatic  breast  cancer  continues  to  be  of 
inestimable  value  in  palliation  of  symptoms.  The  situa- 
tion is  quite  different,  how'ever,  in  the  woman  whose 
diagnosis  has  just  been  established.  The  place  of  radia- 
tion therapy  in  the  new  patient  with  breast  cancer  has 
not  been  particularly  well  eludicated. 

The  vogue  in  this  country  for  many  years  has  been  to 
do  a radical  mastectomy  for  all  Stage  I and  Stage  II 
breast  cancers,  and  to  treat  palliatively  those  patients 
with  evidences  of  more  advanced  stages  of  cancer.  At 
present,  the  trend  amongst  most  radiotherapists  is  to  offer 
prophylactic  radiation  therapy  to  those  patients  who  have 
had  radical  mastectomy  in  whom  there  were  positive 
axillary  nodes.  Postoperative  radiation  is  then  delivered 
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to  the  liomolateral  internal  mammary  gland  chain  of 
nodes,  the  supraclavicular  and  infraclavicular  nodes,  and 
the  region  of  the  apex  of  the  involved  axilla.  The  entire 
chest  wall  is  not  irradiated.  The  dose  delivered  is  planned 
to  be  in  the  region  of  4-5000  rads  in  four  to  six  weeks. 
The  same  treatment  plan  is  utilized  if  the  patient  has 
had  a medially  placed  lesion  even  in  the  absence  of  posi- 
tive axillary  nodes  because  of  the  known  high  incidence 
of  internal  mammary  gland  metastases  in  that  situation. 
This  type  of  postoperative  radiation  therapy  seems  to 
improve  the  five-year  survival  by  5-10%  in  the  treated 
group  over  rhose  who  have  had  radical  mastectomy  alone. 

There  have  been  recently  a few  small  series  of  patients 
who  have  had  clinically  t:>perable  cancer  of  the  breast, 
and  w'hom  biopsies  of  the  regional  lymph  nodes  showed 
metastatic  disease  either  at  the  apex  of  the  axilla  or  in 
the  internal  mammary  chain.  No  surgery  was  done  on 
these  patients,  and  these  patients  have  been  treated  ex- 
clusively with  radiation.  The  five-year  survival  in  this 
group  has  been  reporred  to  be  as  high  as  52%  with  a 
ten-year  survival  of  33%.  More  extensive  trials  of  this 
nature  are  being  conducted  and  preliminary  reports  in- 
dicate that  dependence  on  radiation  alone  for  cure  of 
locally  advanced  breast  cancer  may  be  a valid  approach 
to  this  vexing  problem. 

Lung 

We  do  not  advocate  radiation  therapy  as  rhe  primary 
method  of  cure  of  lung  cancer,  even  though  we  do  have 
a very  few'  patients  alive  three  or  four  years  after  radio- 
therapy of  inoperable  lung  tumors.  It  appears  that  pallia- 
tive radiation  rarely  prolongs  life  but  can  provide  great 
relief  from  very  serious  symptoms.  Good  palliation  of 
symptoms  has  been  obtained  in  many  patients  with  most 
favorable  results  being  seen  in  patients  who  have  supe- 
rior vena  caval  obstruction,  persistent  hemoptysis,  atelec- 
tasis, chest  pain,  esophageal  narrowing  from  nodes,  or 
signs  of  superior  sulcus  involvement. 

Distant  metastases,  including  brain  lesions  have  nearly 
always  responded  favorably,  but  unfortunately,  the  im- 
provement obtained  is  usually  short-lived  and  frequently 
is  overshadow'ed  by  new  symptoms  associated  with  dis- 
tant metastases. 

The  early  enthusiasm  for  extensive  pre-operative  irra- 
diation prior  to  lobectomy  or  pneumonectomy  for  cancer 
of  the  lung  has  waned  somewhat,  but  still  appears  to  be 
a very  worthwhile  approach  in  carefully  selected  patients. 

Bladder 

Treatment  of  very  early  cancer  of  the  bladder  by  sur- 
gery alone  produces  very  good  (85%)  five-year  survival. 
It  is  well  recognized  that  Stage  III  bladder  carcinoma 
has  serious  mortality,  and  the  five-year  survival  of  these 
patients  is  in  the  range  of  15%  when  they  are  treated 
by  surgery  alone.  Currently,  there  is  evidence  to  support 
the  use  of  a combination  of  pre-operative  radiation  fol- 
lowed by  cystectomy  for  improvement  of  the  survival 


figures  especially  in  Stage  111  and  IV  bladder  cancer.  Thus 
far,  although  the  exact  dosage  schedule  varies  from  one 
treatment  center  to  another,  it  appears  that  pre-operative 
radiation  to  a dose  of  3-4000  rads  followed  in  4-6  weeks 
by  total  cystectomy  can  effect  a five-year  survival  in  about 
40%  of  patients  who  otherwise  might  have  been  in  a 
group  with  an  expected  survival  rate  of  only  15%.  Our 
own  results  using  this  treatment  regime  have  been  en- 
couraging in  a few  cases.  In  selected  patients  with  Stage 
II  or  III  bladder  cancer,  a full  course  of  6000  rads  de- 
livered to  the  entire  tumor-bearing  lesion  has  thus  far 
resulted  in  disappointingly  few  ''cures  ”,  so  we  favor  the 
combined  approach  whenever  possible. 

Ovary 

Routine  postoperative  radiation  in  all  patients  with 
ovarian  carcinoma  has  not  been  considered  of  great 
value.  However,  in  specific  situations  it  may  prove  effi- 
cacious in  extending  useful  life,  although  it  does  not 
offer  very  much  of  a possibility  of  total  cure.  There  is 
no  added  benefit  in  delivering  routine  postoperative  ra- 
diation in  patients  w'ho  have  had  Stage  I ovarian  car- 
cinoma of  whatever  cell  type.  It  is  our  belief  that 
following  surgery  for  Stage  II  ovarian  carcinoma  where 
there  is  definite  remnant  disease  left  behind  in  the  pelvis, 
a dose  of  4500  rads  in  four  to  five  weeks  to  the  entire 
pelvis  materially  improves  the  chance  of  long  survival. 
In  Stage  III  and  IV  ovarian  carcinoma,  though  irradiation 
of  the  entire  abdomen  may  not  materially  influence  sur- 
vival time,  the  quality  of  survival  is  much  improved. 
The  time  required  for  a dose  of  about  3000  rads  to  the 
entire  abdomen  varies,  but  it  is  usually  in  the  neighbor- 
hood of  eight  or  ten  weeks.  The  expected  complications 
include  moderate  nausea,  vomiting  and  diarrhea  which 
usually  can  be  controlled  fairly  well  with  medications. 
The  WBC  drops  to  3000  or  less,  and  platelets  usually 
decrease.  The  kidneys  must  be  shielded  and  even  then 
the  patients  are  in  some  danger  of  permanent  renal  dam- 
age. Despite  the  multiplicity  of  these  problems,  we  have 
seen  enough  favorable  responses  to  believe  that  all  pa- 
tients with  locally  advanced  ovarian  cancer  should  be 
evaluated  for  the  possibility  of  receiving  irradiation  to 
the  entire  abdomen  follow'ing  their  convalescence  from 
surgery. 

Head  and  Neck 

About  one-quarter  of  the  patients  that  we  see  at  the 
Maine  Medical  Center  for  radiation  therapy  have  cancer 
of  the  head  and  neck.  These  patients  display  a diversity 
of  tumor  types,  but  the  staging  of  the  extent  of  the  dis- 
ease is  usually  of  more  significance  than  is  the  cell  type. 
Squamous  cell  carcinoma  heads  the  list  of  tumor  diag- 
noses, but  plasmacytomas,  transitional  cell  tumors,  and 
sarcomas  are  also  encountered.  We  believe  that  Stage  I 
cancer  of  the  larynx  should  be  treated  primarily  with 
radiation  therapy  and  delivery  of  6000  rads  to  the  in- 
volved cord  produces  five-year  cures  which  closely  paral- 
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lei  those  obtainable  from  laryngectomy.  The  treatment  of 
any  of  the  tumors  of  the  head  and  neck  which  are  asso 
ciated  with  nodal  metastases  has  not  produced  a heart- 
ening number  of  cures.  This  is  true  of  both  primary  sur- 
gery or  radiation  alone.  The  likelihood  of  prolonging 
survival  or  of  eradicating  head  and  neck  carcinoma  is 
significantly  improved  if  the  combination  of  pre-opera- 
tive irradiation  followed  by  wide  surgical  excision  is 
employed.  The  pre-operative  irradiation  dose  may  vary 
from  2-4000  rads,  and  this  range  of  dosage  does  not  sig- 
nificantly alter  the  operative  morbidity. 

Early  cancer  of  the  larynx  and  other  localized  head  and 
neck  cancers  wdthout  metastases  may  still  be  best  treated 
with  high  doses  of  radiation  (6000  rads).  Certainly  met- 
astatic cancer  does  not  provide  a field  for  undue  optimism 
when  treated  by  radiation  alone  so  we  favor  a combina- 
tion approach  to  these  patients. 


Table  1 


Classification  Of  Hodgkin's  Disease 


Stage  1 
Stage  II 


Stage  III 


Stage  IV 


Disease  limited  to  one  anatomical  region. 

1.  Disease  limited  to  two  contiguous  anatomical 
regions,  on  the  same  side  of  the  diaphragm. 

2.  Disease  in  more  than  two  anatomical  regions, 
or  in  two  non-contiguous  regions,  on  the  same 
side  of  the  diaphragm. 

Disease  on  both  sides  of  the  diaphragm,  but 
limited  to  involvement  of  the  lymph  nodes, 
spleen  and  Waldeyer’s  Ring. 

Involvement  of  the  bone  marrow,  lung  paren- 
chyma, pleura,  liver,  bone,  skin,  kidneys,  gas- 
trointestinal tract  or  any  tissue  or  organ  other 
than  the  lymph  nodes,  spleen  or  Waldeyer's 
Ring. 


All  stages  will  be  subclassified  as  A or  B to  indicate  the 
absence  or  presence,  respectively,  of  systemic  symptoms. 


Hodgkins  Disease 

It  is  most  important  that  an  aggressive,  optimistic  ap- 
proach be  adopted  by  the  physicians  responsible  for  the 
treatment  of  patients  with  Hodgkins  disease.  The  prog- 
nosis for  longevity  in  these  patients  is  intimately  related 
to  the  staging  of  the  disease,  and  we  utilize  the  classifica- 
tion formulated  by  the  members  of  a symposium  on 
clinical  aspects  of  Hodgkins  disease  sponsored  by  the 
American  Cancer  Society  and  the  National  Cancer  In- 
stitute in  November  of  1965  (Table  1).  Patients  with 
Stage  I or  IIA  disease  with  only  local  node  involvement 
without  systemic  symptoms,  are  treated  quite  intensively 
with  radiation  and  we  expect  a five-year  survival  in 
75%  of  these  patients.  Only  5%  of  those  remaining 
symptom-free  for  five  years  have  evidence  of  recurrence 
thereafter. 

All  new  patients  should  undergo  an  extensive  clinical 
evaluation  including  routine  lymphangiography  and 
possibly  inferior  venacavography,  if  they  have  early 
clinical  staging  of  their  disease  when  first  seen.  Lymph- 
angiography has  been  responsible  for  the  observation 
that  at  least  40-50%  of  patients  who  would  ordinarily  be 
classified  Stage  I or  II  on  clinical  grounds  are  in  actuality 
more  advanced  in  their  staging,  and  thus  require  a differ- 
ent approach  to  their  treatment.  Following  meticulous 
staging,  decisions  relative  to  the  choice  of  treatment 
modality  should  be  made  jointly  by  the  radiotherapist  and 


a physician  well  qualified  in  cancer  chemotherapy.  Pres- 
ent day  treatment  of  choice  in  Stage  1 and  II  disease  is 
supervoltage  radiation  to  doses  in  the  range  of  3500  to 
4000  rads  in  four  to  eight  weeks  over  wdde  fields  de- 
signed to  completely  cover  the  involved  lymph  node 
chains  in  continuity  with  each  other.  There  is  a current 
clinical  study  being  conducted  to  appraise  the  efficacy 
of  applying  the  same  philosophy  to  therapy  of  patients 
who  present  with  Stage  III  involvement,  but  early  re- 
sults are  too  indecisive  as  yet  for  universal  recommenda- 
tion that  these  Stage  III  patients  be  treated  as  vigorously 
with  radiation  as  those  with  more  localized  involvement. 
In  the  later  stages  it  is  usual  to  start  patients  on  a course 
of  chemotherapeutic  management  with  administration 
of  radiation  to  specific  areas  of  tumor  involvement  that 
remain  after  or  appear  during  chemotherapy.  A com- 
bination of  chemotherapy  and  radiation  applied  con- 
comitantly or  consecutively  can  provide  excellent 
palliation  as  well  as  substantial  increase  in  longevity  of 
most  patients  with  advanced  Hodgkins  disease. 

Summary 

We  have  attempted  to  summarize  a philosophy  of 
treatment  of  some  cancer  patients  utilizing  radiation 
therapy,  and  have  given  a general  outline  of  the  methods 
of  management  of  patients  with  a few  specific  types  of 
cancer. 
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The  Serum  CPK  Levels  in  Postoperative 
Patients  Over  Forty 

Harry  W.  Bennert,  Jr.,  M.D.*  and  Anthony  Betts,  M.D.** 


The  enzyme,  Creatine  Phosphokinase,  is  increased  in 
the  serum  under  conditions  involving  muscle  necrosis. 
In  1959,  Ebashi'  reported  a rise  in  serum  creatine  phos- 
phokinase in  patients  with  progressive  muscular  dys- 
trophy. Dreyfus'-  in  I960  described  a series  of  patients 
with  established  acute  myocardial  infarction  with  ab- 
normally high  CPK  levels.  It  soon  became  evident  that 
the  CPK  was  a more  specific  and  sensitive  enzyme  for 
the  detection  of  myocardial  necrosis  than  the  SCOT, 
which  might  be  augmented  and  confused  with  SGPT 
released  from  the  liver. 

Since  cardiac  failure  involving  hepatic  congestion  is 
a common  occurrence  incidental  to  myocardial  infarction, 
reliance  on  the  SCOT  as  the  sole  enzyme  determination 
can  be  misleading.  Dependence  on  LDH  levels  is  equally 
hazardous,  where  slight  necrosis  of  other  organs,  or  he- 
molysis, can  cause  it  to  rise.  Apparently  the  CPK  is  free 
from  these  influences  and  is  unaffected  by  hemolysis; 
nevertheless,  the  CPK  level  does  rise  following  skeletal 
muscle  necrosis  or  violent  exercise.’  In  view  of  the  po- 
tential diagnostic  use  of  CPK,  it  appeared  important 
to  know  to  what  extent  the  level  was  affected  by  minor 
muscle  necrosis,  especially  intramuscular  injections.  It 
also  appeared  necessary  to  know  the  interval  in  man 
between  the  onset  of  known  muscle  necrosis  and  the  rise 
in  serum  CPK. 

In  order  to  examine  these  factors,  50  randomly  se- 
lected men  and  women  in  the  age  range  commonly 
associated  with  myocardial  infarction,  and  undergoing 
various  operations,  were  studied  for  CPK  levels  at  in- 
tervals before,  during  and  after  surgery. 

Method 

Fifty  patients,  all  over  age  40,  were  divided  into  2 
groups  of  27  males  and  23  females.  All  patients  were 
scheduled  for  a variety  of  operations,  which  are  listed 
in  Table  I,  varying  from  relatively  minor  short  pro- 
cedures such  as  an  inguinal  hernia  repair  to  major  sur- 
gery involving  destruction  of  considerable  amounts  of 
muscle;  for  example,  insertion  of  an  Austin-Moore  hip 
prosthesis.  All  operations  were  elective.  At  least  2 hours 
before  the  operation  all  the  patients  received  an  intra- 
muscular injection  for  premedication.  These  premedica- 
tions are  listed  in  Table  1. 

Twenty-four  hours  prior  to  operation  10  c.c.  of  blood 
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were  drawn  from  each  patient’s  arm  and  the  serum  was 
immediately  taken  off  and  estimated  for  the  creatine 
phosphokinase  level.  One  hour  postoperatively,  while 
the  patients  were  still  in  the  recovery  room,  blood  was 
again  drawn  for  a further  estimation  of  the  serum  crea- 
tine phosphokinase.  A third  and  final  sample  was  taken 
as  near  as  possible  to  24  hours  following  the  operation, 
and  again  the  creatine  phosphokinase  was  determined. 
The  method  for  determining  the  creatine  phosphokinase 
is  that  described  in  the  Sigma'  Modification  Technical 
Bulletin  661.  It  is  a colorimetric  procedure  where  ATP 
together  with  creatine  is  converted  under  the  influence 
of  creatine  phosphokinase  to  ADP  and  phospho-creatine. 
The  phospho-creatine  is  hydrolized  to  creatine  and  inor- 
ganic phosphate.  The  inorganic  phosphate  is  then  meas- 
ured by  the  Fiske  and  SubbaRow ' procedure.  The  method 
has  been  used  extensively  during  the  last  two  years  in 
this  laboratory  and  the  results  have  been  consistently 
reliable.  A specific  study  correlating  established  diagnoses 
of  myocardial  infarction  both  clinically  and  at  autopsy 
correlated  well  with  the  CPK  levels.  A normal  value  for 
the  CPK  in  our  laboratory  lies  between  0 and  12  units. 

Results 

Of  the  50  patients,  only  3 males  showed  above  normal 
CPK  levels  preoperatively.  One  hour  postoperatively,  7 
males  and  1 female  had  CPK  levels  above  normal.  See 
Table  I.  The  length  of  operation  for  these  patients  varied 
between  1 hour  and  hours.  There  was  no  specific 
operative  procedure  which  correlated  with  the  rise  in 
CPK.  Twenty-four  hours  postoperatively,  a further  9 
men  and  9 women  had  abnormally  high  CPK  levels. 
Again,  the  operative  procedure  for  these  patients  lasted 
between  i/j  hour  and  Gy<y  hours,  and  no  specific  pro- 
cedure tended  to  give  a higher  rise  of  CPK.  It  is  of 
interest  that  of  the  50  patients  surveyed,  4 had  episodes 
of  hypotension  during  the  operation  lasting  more  than 
15  minutes,  and  of  these,  3 showed  a rise  in  CPK  at 
the  end  of  24  hours.  Nine  patients  out  of  10  who  had 
a previous  history  of  arteriosclerotic  heart  disease  showed 
increased  CPK  levels  at  24  hours. 

Discussion 

It  has  been  reported"  that  the  CPK  level  rises  within 
6 to  8 hours  following  acute  myocardial  infarction,  and 
remains  at  a peak  level  for  36  hours.  Other  studies’  have 
indicated  that  severe  athletic  exercise  causes  a transient 
ri.se  in  CPK,  which  disperses  within  24  hours.  There 
have  been  suggestions  that  minor  procedures  involving 
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TABLE  I 


CPK  Level  in  Males 


Age 

Incidental 

Pathology 

Premedi- 

cation 

Operation 

Length  of 
Operation 

Anes- 

thetic 

Cotnpli. 

cations 

During 

Operation 

CPK  Levels 
Preop.  1 hr.  24  hrs. 
post-  post- 
op. op. 

1. 

44 

D.M.  LVH 
Chronic  bron- 
chiectasis 

M.  S. 
Atropine® 

Reduction  of 

fractured 

mandible 

2 hrs. 

PNF 

Anect. 

0 

4 

6 

4 

2. 

47 

0 

Seconal® 

Demeral® 

Atropine 

Anterior 

cervical 

fusion 

2 '/a 

PNE 

Anect. 

0 

4 

8 

64 

3. 

48 

0 

Demeral 

Phenergan® 

Cystoscopy  & 
pyelogram 

'/a 

Spinal 

0 

8 

3 

4 

4. 

49 

0 

Seconal 

Demeral 

Atropine 

Lumbar 

laminotomy 

1% 

PNF 

0 

3 

24 

92 

5. 

52 

Previous  MI 

Angina 

Anti-coag. 

Seconal 

Demeral 

Atropine 

Exodontia 

1 

PNF 

Anect. 

0 

3 

6 

0 

6. 

54 

0 

Seconal 

Scope 

Cystoscopy  & 
pyelogram 

Vz 

PN 

0 

5 

8 

3 

7. 

54 

Chronic  obst. 
lung  disease 

M.  S. 
Scope 

Inguinal 

herniorrhaphy 

1 '4 

PNF 

0 

0 

6 

42 

8. 

54 

0 

Seconal 

Demeral 

Atropine 

Resection  distal 
R.  ulnar 

‘/2 

PNF 

0 

10 

10 

8 

9. 

55 

Adenoca.  R. 
kidney 

Demeral 

Atropine 

R.  Nephrectomy 

U/2 

PN 

Anect. 

0 

4 

10 

48 

10. 

56 

0 

Seconal 

Demeral 

Atropine 

Insertion  of 
Mackler  tube 

'/4 

PN 

Anect. 

Considerable 

coughing 

0 

3 

18 

11. 

57 

0 

M.  S. 

Atropine 

Nembutal® 

L.  hemilaryngec- 
tomy 

2Vt  hrs. 

PN 

0 

6 

5 

3 

12. 

57 

ASCVD-severe 
D.  M. 
Emphysema 

Seconal 

Demeral 

Atropine 

Saphenous  vein 
by-pass  graft 

6!/o 

PNF 

0 

6 

8 

20 

13. 

57 

Hypertension 

ASCVD 

M.  S. 

Carotid  endarter- 
ectomy 

2 

Local 

Xylo- 

caine® 

0 

18 

40 

58 

14. 

59 

0 

Nembutal 
M.  S. 
Scope 

L.  inguinal 
herniorrhaphy 

1 

Spinal 

0 

0 

3 

10 

15. 

61 

Latent 

diabetic 

Demeral 

Atropine 

Moore  prosthesis 
L. 

21/2 

PNF 

Anect. 

0 

3 

12 

58 

16. 

65 

Angina;  hyper- 
tension; thor- 
acic aortic 
aneurysm 

Seconal 

Demeral 

Atropine 

L.  anterior 
thoracotomy 

1 

PNF 

Anect. 

5 min.  hypo, 
tension 

3 

3 

36 

17. 

67 

Pernicious 
anemia  — hgb. 
14.4  gms. 

Demeral 

Atropine 

R.  inguinal 
herniorrhaphy 

l'/2 

PNF 

0 

8 

3 

10 

18. 

67 

Severe  ASCVD 

Hypertension 

Emphysema 

Demeral 

Atropine 

Excision  thoraco- 
abdominal 
aneurysm 

3/2 

NF 

Anect. 

0 

0 

28 

53 

19. 

68 

Angina  in 
past 

Elavil® 

Atropine 

L.  nephro- 
lithotomy 

2 

NF 

Anect. 

0 

6 

23 

30 
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Age 

Incidental 

Pathology 

Premedi- 

cation 

Operation 

Length  of  Anes- 
Operation  thetic 

Compli. 

cations 

During 

Operation 

CPK  Levels 
Preop.  1 hr.  24  hrs. 
post-  post- 
op. op. 

20. 

68 

ASCVD 

Emphysema 

Nembutal 

M.S. 

Femeral-popliteal 
by-pass.  Dacron 

4%  Spinal 

0 

23 

18 

198 

21. 

70 

0 

Seconal 

Demeral 

Atropine 

Ant.  colon 
resection 

2 hrs.  PNF 

Anect. 

0 

5 

8 

39 

22. 

72 

ASCVD 

Demeral 

Atropine 

TUR  prostate 

1 

Spinal 

30  min.  of 
bradycardia 
& hypotens. 

24 

26 

23 

23. 

73 

0 

Demeral 

Atropine 

R.  inguinal 
herniorrhaphy 

1 

Spinal 

Hypertensive 

6 

3 

3 

24. 

^5 

Previous  myo- 
card.  ischemia 
ASCVD 

Demeral 

L.  inguinal 
herniorrhaphy 

2'/l> 

Spinal 

Vomiting 

during 

procedure 

3 

6 

40 

25. 

77 

0 

Demeral 

S.P.  cystotomy, 
meatotomy  & bilat. 
orchiectomy 

2 

Spinal 

0 

3 

4 

11 

26. 

77 

Emphysema 

Demeral 

Atropine 

T.U.R.  prostate 

1 

Spinal 

0 

5 

5 

8 

27. 

82 

Adenoca. 

stomach 

Demeral 

Atropine 

Exploratory  lap. 
stomach  biopsy 

1 

PNF 

0 

3 

4 

32 

CPK  Level  in  Females 


1. 

43 

0 

Nembutal 
M.  S. 
Scope 

D & C and  complete 
abdominal  hysterec- 
tomy 

2 hrs. 

PN 

Anect. 

0 

6 

3 

12 

2. 

44 

Epidermal  Ca 
of  bladder 

Nembutal 
M.  S. 
Atropine 

Cystectomy  & 
ilial  loop 

51/2 

PNF 

Anect. 

0 

0 

10 

24 

3. 

45 

0 

Demeral 

Atropine 

Incision  of  com- 
mon flexor  tendon 
of  R.  elbow 

1 

PNF 

0 

8 

6 

28 

4. 

47 

0 

Demeral 

Atropine 

Abdominal  hyster- 
ectomy 

3 

PNF 

Anect. 

Curare 

0 

0 

8 

8 

5. 

51 

0 

Nembutal 
M.  S. 
Scope 

Cystoscopy  & 
excision  of 
urethral  caruncle 

v% 

PNF 

0 

5 

5 

3 

6. 

52 

0 

Nembutal 

Demeral 

Phenergan 

Excision  lipoma 
of  R.  flank 

Vt 

PN 

0 

3 

5 

3 

7. 

53 

0 

Seconal 

Demeral 

Atropine 

Transphenoidal 
cryo  hypophysec- 
tomy 

5 

PNF 

Anect. 

0 

3 

6 

8 

8. 

54 

0 

Seconal 

Demeral 

Atropine 

Arthrotomy  R. 
knee  (removal 
loose  bodies ) 

H/2 

PNF 

0 

6 

0 

3 

9. 

55 

0 

Seconal 

Demeral 

Atropine 

Biopsy  L.  breast 
mass 

V2 

PNF 

0 

5 

11 

3 

10. 

55 

0 

Nembutal 

Demeral 

Atropine 

Nephro-ureter- 

ectomy 

1% 

PNF 

Anect. 

SI.  drop  B.P. 
during  op. 

6 

11 

32 

11. 

56 

0 

M.  S. 
Scope 

Excision  of  R. 
leg  varices 

1/2  hr. 

Spinal 

0 

5 

8 

3 
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TABLE  1 


CPK  Level  in 

Males 

Age 

Incidental 

Pathology 

Premedi- 

cation 

Operation 

Length  of 
Operation 

Anes- 

thetic 

Compli. 

cations 

During 

Operation 

CPK  Levels 
Preop.  I hr.  24  hrs. 
post-  post- 
op. op. 

12. 

56 

Ca.  rectum 

Seconal 

Dcmeral 

Atropine 

Lysis  of  adhesions; 
gastrostomy;  resec- 
tion of  cecum 

41/2 

PNP 

Hypotensive 
1 hr. 

3 

3 

10 

13. 

56 

Obesity 

Seconal 

Demeral 

Atropine 

Cholecystectomy; 

cholangiogram 

2 

PNF 

Anect. 

0 

3 

3 

20 

14. 

60 

D.  M. 
A.S.P.V.D. 

Demeral 

Atropine 

Abdominal  hysterec- 
tomy 

5 

PNF 

Anect. 

Curare 

15  min.  hypo- 
tension 

5 

11 

28 

15. 

61 

0 

Nembutal 

Demeral 

Excision  basal  cell 
ca.  upper  lip 

1 

Local 

Xylo- 

caine 

0 

3 

3 

3 

16. 

62 

0 

Nembutal 
M.  S. 
Scope 

Thyroidectomy 

1 

PNF 

Anect. 

0 

6 

11 

32 

17. 

62 

0 

Demeral 

Atropine 

Sigmoidoscopy  & 
repair  anal  fissure 

'/2 

Spinal 

0 

10 

8 

10 

18. 

63 

A.S.H.D. 

C.A.F. 

Nembutal 
M.  S. 
Scope 

Umbilical  herniorr- 
haphy 

1 

PNF 

Anect. 

0 

11 

20 

24 

19. 

63 

0 

Seconal 

Demeral 

Atropine 

Cholecystectomy; 

appendectomy 

2>/t 

PNF 

Anect. 

0 

3 

3 

36 

20. 

66 

0 

Demeral 

Compaine 

Cataract  removal 

1/2  hr. 

Local 
Xylo.  & 
epi. 

0 

0 

5 

8 

21. 

78 

0 

none 

Gastrostomy 

1 

Local 

Xylo- 

caine 

0 

3 

3 

23 

22. 

79 

A.S.H.D. 

Angina 

Demeral 

Atropine 

L.  hip  nailing 
& plating 

21/2 

PNF 

Rising 

pulse 

6 

3 

8 

23. 

84 

0 

Nembutal 

Demeral 

Comp. 

Cataract 

removal 

'/2 

Local 
Xylo- 
caine  & 
epi. 

0 

8 

8 

5 

muscular  trauma,  such  as  intramuscular  injection,  could 
cause  a false  elevation  in  CPK  levels.®  From  our  studies, 
if  would  seem  that  this  is  an  unusual  event.  Only  3 males 
out  of  50  patients  had  a rise  in  CPK  6 hours  after  having 
received  an  intramuscular  injection.  It  is  of  considerable 
interest  that  in  spite  of  traumatic  operative  procedures 
involving  destruction  of  muscle,  47  out  of  50  patients 
failed  to  show  any  change  in  CPK  levels  at  periods  of  2 
to  3 hours  or  more  following  the  operation,  and  in  sev- 
eral instances  the  operation  had  lasted  more  than  3 
hours.  The  cause  for  the  delay  of  CPK  appearing  in  the 
serum  is  not  clear,  especially  as  in  some  of  the  opera- 
tive procedures  there  was  massive  damage  to  muscle  at 
the  commencement  of  the  operation.  Anesthesia  ap- 
parently has  no  effect  on  the  CPK  level. 

From  these  results  it  would  seem  that  an  estimation 
of  the  CPK  level  in  a postoperative  patient  may  be  of 


some  value,  especially  should  an  acute  myocardial  in- 
farction be  suspected  in  the  early  preoperative  phase 
and  manifested  during  operation.  It  is  of  further  interest 
that  in  spite  of  traumatic  procedures  with  obvious  muscle 
destruction  there  is  virtually  no  rise  in  CPK  before  at 
least  6 hours  elapse.  The  leaking  of  this  enzyme  through 
the  muscle  membrane  into  the  serum  may  be  delayed 
for  reasons  which  are  not  clear,  or  the  enzyme  itself  is 
not  detectable  in  it’s  initial  form  if  it  is  immediately 
present  in  the  serum.  It  is  of  incidental  interest  that  in 
the  few  cases  which  have  come  under  investigation  in 
this  laboratory,  the  CPK  level  does  not  rise  following 
death  until  at  least  6 hours.  This  finding  may  be  of  some 
forensic  use.  It  appears  that  single  intramuscular  injec- 
tions have  no  effect  on  the  CPK  level.  Finally,  the  con- 
sistent CPK  rise  in  the  postoperative  period  in  nearly  all 
patients  with  a previous  history  of  arteriosclerotic  heart 
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disease  strongly  suggests  a cardiac  muscle  component  in 
addition  to  CPK  released  due  to  skeletal  muscle  trauma. 

Synopsis  Absiract 

Fifty  patients  over  the  age  of  40  undergoing  surgery 
were  examined  to  determine  CPK  levels  at  1 hour  and 
24  hours  after  operation.  Eight  patients  showed  an  ab- 
normal serum  CPK  at  intervals  between  2 and  7 hours 
from  the  start  of  their  operations.  Fifty-two  percent  of 
patients  showed  abnormal  CPK  levels  24  hours  post- 
operatively.  Nine  (tf  the  LO  patients  having  previously 
documented  arteriosclerotic  heart  disease  showed  high 
CPK  levels  at  24  hours  after  operation. 

The  length  and  type  of  anesthesia  had  no  correlation 
with  the  CPK  levels.  Intramuscular  premedication  had  no 
effect  on  the  serum  CPK. 


Index  Terms 

CPK 

Postoperative-patient 
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A Regional  Medical  Program  for  Maine 

Merle  S.  Bacastow,  M.D.* 


Introduction 

Buried  in  the  pages  close  to  the  Sport’s  Section  of  the 
Saturday,  May  6,  1967  Portland  Press  Herald,  was  an 
almost  insignificant  twelve-line  item.  It  was  headlined: 
Medical  Care  Group  Granted  $193,909.  The  grant  made 
by  the  Department  of  Health,  Education  and  Welfare  in 
Washington  designated  funds  to  Medical  Care  Develop- 
ment, Inc.,  of  Augusta,  Maine.  Its  purpose  was  "to  im- 
prove the  diagnosis  of  heart  disease,  cancer  and  stroke  ” 
under  a two-year  program.  Thus,  with  little  fanfare  and 
no  particular  flourish,  began  Maine's  Regional  Medical 
Program. 

Insufficient  facts  to  describe  fully  the  true  nature  of 
the  grant  were  included  with  the  brief  news  item.  Poten- 
tially, some  unique  opportunities  exist  through  it.  The 
creation  and  development  of  an  application,  evolved 
from  many  meetings  and  dedicated  efforts  by  a group 
of  people  interested  in  a Regional  Medical  Program 
for  Maine.  It  was  a significant  step  to  achieve  cooperative 
agreements.  Joint  arrangements  among  divergent  groups 
are  always  a significant  accomplishment.  To  be  sure, 
some  dedication  stemmed  from  the  fact  that  many  in 
the  group  preferred  to  have  Maine  develop  its  own  Re- 
gional Medical  Program  rather  than  be  included  as  part 
of  a New  England-wide  agency  based  outside  of  Maine. 

How  the  interested  people  came  together,  how  the 
application  was  developed,  and  how  the  numerous  meet- 
ings progressed  is  a saga.  It  is  important,  however,  to 

*President,  Medical  Care  Development,  Inc.,  July  1967. 


point  out  that  this  achievement  was  developed  with  at 
least  one  flaw  - communications  to  grassroot  participants 
should  have  been  more  extensive.  Since  the  application 
w'as  developed  by  individuals  on  a volunteer  or  part-time 
basis,  much  communication  was  neglected  of  necessity. 
With  the  appointment  of  a full-time  coordinator,  this 
phase  of  Maine's  program  will  be  thoroughly  considered. 

In  effect,  the  Regional  Medical  Program  offers  to  the 
medical  and  allied  health  care  professions  an  opportunity 
to  make  available  to  all  citizens  the  latest  methods  in 
diagnosis  and  treatment  of  heart  disease,  cancer  and 
stroke.  The  program  by  design  shall  be  accomplished  by 
establishing  cooperation  on  a regional  basis  with  im- 
provement in  related  programs  of  research  training,  con- 
tinuing education  and  patient  care,  irrespective  of 
whether  these  activities  are  carried  out  by  medical 
schools,  clinical  research  institutions  or  hospitals.  The 
primary  objective  defined  by  President  Johnson  was  to 
seek  a means  whereby  the  achievements  of  research  and 
the  gains  from  new  medical  knowledge  were  translated 
to  a uniform  delivery  of  quality  patient  care. 

The  legislative  authorization  was  deliberately  made 
broad,  permitting  flexibility  and  innovations.  It  was 
made  adaptable  to  permit  regional  programs  to  fit  local 
needs  and  resources  within  existing  patterns  of  medical 
care  for  different  communities  in  different  parts  of  the 
nation.  Because  of  the  lack  of  rigid  structure  and  be- 
cause of  wide  flexibility.  Public  Law  89-239  has  been 
taunted  and  criticized  in  some  circles.  In  essence,  the 
Law  provides  for  two  types  of  grants  - Planning  and 
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It’s  clear — Dimetapp  lets  your  “stuffed-up”  patients 
breathe  easy  again.  Each  hard-working  Extentab 
brings  welcome  relief  from  the  stuffiness,  drip  and 
congestion  of  upper  respiratory  conditions  for  up 
to  10-12  hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  Its  key  to  success 
is  the  Dimetapp  formula:  Dimetane  (brom- 
pheniramine maleate)  — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done... in  a hurry. 
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Preludin  is  indicated  only  as  an  anorectic  agent  in  the  treatment 
of  obesity.  It  may  be  used  in  simple  obesity  and  in  obesity 
complicated  by  diabetes,  moderate  hypertension,  or  pregnancy. 

For  use  in  pregnancy,  see  Warning. 

Dosage:  One  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one  75  mg.  Endurets® 
prolonged-action  tablet  a day,  taken  by  midmorning. 
Contraindications:  Severe  coronary  artery  disease,  hyperthyroidism, 
severe  hypertension,  nervous  instability,  and  agitated  prepsychotic 
states.  Do  not  use  with  other  CNS  stimulants,  including  MAO 


Warning:  Do  not  use  during  first  trimester  of  pregnancy  unless 
potential  benefits  outweigh  possible  risks.  There  have  been  clinical 
reports  of  congenital  malformation,  but  causal  relationship  has  not 
been  proved.  Animal  teratogenic  studies  have  been  inconclusive. 
Precautions:  Use  with  caution  in  moderate  hypertension  and 
cardiac  decompensation.  Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have  been  reported.  In  general, 
these  cases  were  characterized  by  excessive  consumption  of  the 
drug  for  its  central  stimulant  effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood  or  behavior  changes, 
hallucinations,  or  delusions.  Do  not  exceed  recommended  dosage. 
Side  Effects:  Dryness  or  unpleasant  taste  in  the  mouth,  urticaria, 
overstimulation,  insomnia,  urinary  frequency  or  nocturia,  dizziness, 
nausea,  or  headache.  (B)R46-560-A 

Geigy  Pharmaceuticals,  Division  of  Under  license  from 

Geigy  Chemical  Corporation.  Ardsley,  N.Y.  Boehringer  Ingelheim  G.m.b.H. 


even  in 
ulcerative 


characterized  by: 

— diarrhea,  cramps,  tenesmus 
bloody,  mucoid,  purulent  stools 


I 

) 


LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  . . . .2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

controls 

diarrhea 


In  six  published  studies^  *^  detailed  results 
are  given  on  the  use  of  Lomotil  in  111 
patients  with  chronic  ulcerative  colitis. 
They  show  that  Lomotil  gave  satisfactory 
to  “excellent”  control  of  diarrhea  in  more 
than  two-thirds  of  these  patients.  As  the 
disorder  advances  and  destroys  bowel 
musculature,  the  motility-lowering  ac- 
tion of  Lomotil,  understandably,  has  less 
effect. 


The  successful  use  of  Lomotil  in  a 
disorder  as  exceedingly  difficult  to  treat 
as  moderate  ulcerative  colitis  empha- 
sizes again  its  unsurpassed  antidiarrheal 
effectiveness  in  these  more  common 
conditions : 

• Gastroenteritis  • Acute  infections 

• Spastic  colon  • Drug  induced  diarrhea 

• Functional  hypermotility 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are : 

Children:  Total  Daily  Dosage 

3-6  mo. . . V2  tsp.’t.i.d,  (3  mg.)  i \ i 
6-12  mo. . V2  tsp.  q.i.d.  (4  mg.)  | 1 | | 

1- 2  yr. . . . V2  tsp.  5 times  daily  (5  mg.)  | i i I 1 

2- 5  yr. . , . 1 tsp.  t.i.d.  (6  mg.)  I | | 

5-8  yr. . . . 1 tsp.  q.i.d.  (8  mg.)  1 1 1 | 

8-12  yr. ..  1 tsp.  5 times  daily  (10  mg.)  1 1 | 1 | 

Adults:  2 tsp.  5 times  daily  (20  mg.)  ilUii  lUi 
or  2 tablets  q.i.d.  ee  oe  ee  ee 

‘Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  dosage. 


Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive  po- 
tential. Recommended  dosages  should  not  be 


exceeded,  and  medication  should  be  kept  out 
of  reach  of  children.  Should  accidental  over- 
dosage occur  signs  may  include  severe  respira- 
tory depression;  flushing,  lethargy  or  coma, 
hypotonic  reflexes,  nystagmus,  pinpoint  pupils 
and  tachycardia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function 
or  those  taking  addicting  drugs  or  barbiturates. 


Side  Effects:  Side  effects  are  relatively  uncom- 
mon but  among  those  reported  are  gastrointes- 
tinal irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness,  insomnia,  numb- 
ness of  the  extremities,  headache,  blurring  of 
vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 

1.  Barowsky,  H.,  and  Schwartz,  S.  A.:  J.A.M.A.  180.1058- 
1061  (June  23)  1962.  2.  Cayer,  D.,  and  Sohmer,  M.  F.: 
N.  Carolina  Med.  J.  22.-600-604  (Dec.)  1961.  3.  Hock, 
C.  W.:  J.  Med.  Ass.  Georgia  50:485-488  (Oct.)  1961.  4. 
Van  Derstappen,  G.,  and  Vandenbroucke,  G. : Med.  Klin. 
56.962-964  (June  2)  1961.  5.  Merlo,  M.,  and  Brown, 
C.  H.:  Amer.  J.  Gastroent.  34.-625-630  (Dec.)  1960.  6. 
Weingarten,  B.;  Weiss,  J.,  and  Simon,  M. : Amer.  J. 
Gastroent.  35;628-633  (June)  1961. 


SEARLE 


Research  in  the  Service  of  Medicine 


at  the  site  of  infection 
(where  it  counts)...  I 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^*^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^’® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone* 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 


IlosoneV  the  most  active  oral  form  of  erythromycin  ' I 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared  to  f 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  were  il 
characterized  by  increased  direct-reacting  bilirubin,  elevated .. 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephalin  r 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic  li 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nor-  ' 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not 
been  reported  in  other  patients  taking  prolonged  courses  of  the 
medication.  Patients  with  chronic  infection  have  been  given  Ito  ' 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  of 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  of 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaun- 
dice was  noted.  It  was  of  interest  that  members  of  six  of  these 
patients’  families,  who  were  not  taking  the  drug,  had  episode; 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were 
determined  in  a group  of  fifty-four  adults  and  children  who  toot 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  with 
those  of  a similar  group  of  forty-four  patients  who  received  pen- ' 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevation 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  course 
of  treatment  was  observed  in  one  patient  treated  with  Ilosone 
and  in  two  patients  treated  with  penicillin.  Seven  other  patients 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicillin 
group  showed  elevations  in  one  of  the  tests  at  some  time  during ' 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were 
reported  in  102  pediatric  patients  who  received  short-term  (ten- 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec- 
tions. Results  of  liver  function  tests  in  these  patients  were 
comparable  to  those  in  a similar  control  group  who  had  received 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ef- 
fects are  observed  in  a small  proportion  of  individuals  as  a result 
of  a local  stimulating  effect  of  the  medication  on  the  alimentary 
tract;  however,  the  normal  intestinal  gram-negative  bacterial 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria, 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  Ora! 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  body' 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  and 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythro- 
mycin drugs  have  not  had  adequate  evaluation  in  all  stages  oi 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  parlj 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  art 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoulo 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250 mg 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivalei 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packages 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-sizt 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base) 
in  bottles  of  50.  [032767 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am,  J.  M.  Sc., 

2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother.,  J2;398,  19^ 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am,  J,  M.  Sc., 

239:\^^,  1960. 
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Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  If6206, 


NINETEEN  HUNDRED  AND  SIXTY-SEVEN— OCTOBER 

Operational.  The  present  grant  of  $193,909  is  for 
planning  development  in  Maine. 

A successful  program  for  Maine  will  require  efforts  on 
three  fronts.  First,  it  is  necessary  that  all  Maine’s  phy- 
sicians and  citizens  have  some  knowledge  of  the  law. 
Second,  it  is  necessary  to  know  how  Maine’s  Regional 
Medical  Program  reached  the  point  it  is  today.  Third,  it 
is  important  to  outline  briefly  proposed  next  steps. 

Summary  of  PL  89-239 

PL  89-239  was  enacted  by  the  Congress  in  October 
1965.  It  is  today  commonly  spoken  of  as  the  Regional 
Medical  Program  Law.  In  the  past,  it  has  been  variously 
labeled  as  The  Heart  Disease,  Cancer  and  Stroke  Law, 
The  Debakey  Law,  and  CASH. 

The  purposes  of  the  Law  are: 

1.  To  encourage  and  assist  in  the  establishment  of 
regional  arrangements  among  medical  schools,  re- 
search institutions,  hospitals  for  research  and  train- 
ing and  for  related  demonstrations. 

2.  To  afford  an  opportunity  to  make  available  to  pa- 
tients the  latest  in  diagnosis  and  treatment  of  these 
diseases. 

3.  To  improve  the  health  manpower  facilities  in  co- 
operation with  practicing  physicians,  medical  cen- 
ter officials,  hospital  administrators  and  representa- 
tives from  voluntary  agencies.  This  improvement 
is  to  be  accomplished  without  interfering  with 
the  patterns  of  professional  practice,  the  methods 
of  financing  patient  care  and  the  administration  of 
hospitals. 

When  enacted,  the  federal  budget  authorized  the  ex- 
penditure of  $340  million  dollars  over  a three-year 
period:  $50  million  dollars  for  the  fiscal  year  ending 
June  30,  1966,  $90  million  dollars  for  the  year  ending 
June  30,  1967,  and  $200  million  for  the  year  ending 
June  30,  1968. 

These  budgeted  grants  were  designed  to  assist  health 
care  institutions  and  agencies  provide  for  planning, 
feasibility  studies,  operational  (pilot)  projects  including 
necessary  remodeling  and  built-in  equipment  and  lastly 
to  assist  with  patient  demonstration  activities  but  only 
when  referred  by  physicians  in  practice. 

For  simplicity  grants  may  be  identified  in  broad  terms 
as:  Planning  and  Operational  Grants.  Both  categories  of 
grants  are  made  by  the  Surgeon  General  with  the  guid- 
ance of  the  National  Advisory  Committee.  Planning 
Grants  will  be  made  to  appropriate  institutions  and 
agencies  but  only  under  stipulations  that  the  funds  will 
be  used  as  prescribed  in  the  Act,  that  the  applicant  gives 
assurance  of  fiscal  control  and  fund  accounting,  that 
the  applicant  will  make  appropriate  reports  and  that 
the  applicant  will  operate  with  a designated  local  ad- 
visory group  to  include  practicing  physicians,  medical 
center  officials,  hospital  administrators,  medical  society 
representatives,  voluntary  health  agencies  and  citizens. 

Operational  grants  follow  similar  stipulated  guidelines 
in  expenditure  of  funds,  fiscal  control  and  maintenance 


219 

of  required  records  and  reports.  It  adds  two  points:  One 
relates  to  an  administrative  regulation  regarding  labor- 
ers; the  other  to  the  need  for  a built-in  system  of  evalu- 
ating work  done.  There  must  be  evidence  of  the  circum- 
stances in  existence  prior  to  the  project  and  how  the 
circumstances  are  modified  by  achievement  of  the  proj- 
ect’s objectives. 

The  Development  of  Maine’s  Regional 
Medical  Program 

After  passage  of  the  Regional  Medical  Program  Law 
in  October  1965,  a group  interested  in  the  implications 
of  the  legislation  for  Maine  met  at  the  State  House  on 
December  1,  1965.  Those  in  attendance  at  that  meeting 
were:  Daniel  F.  Hanley,  M.D.,  Executive  Director  of 
the  Maine  Medical  Association;  Roswell  O.  Bates,  D.O., 
Executive  Director  of  Maine  Osteopathic  Association; 
Milan  A.  Chapin,  M.D.,  practicing  internist,  Lewiston; 
Harold  N.  Willard,  M.D.,  Director  of  Rehabilitation, 
Thayer  Hospital,  Waterville;  Dean  H.  Fisher,  M.D., 
Maine  Commissioner  of  Health  and  Welfare;  Richard 
C Wadsworth,  M.D.,  Pathologist,  Eastern  Maine  Gen- 
eral Hospital,  Bangor;  Brinton  T.  Darlington,  M.D., 
practicing  internist,  Augusta;  Ernest  W.  Stein,  M.D., 
practicing  physician,  Pittsfield;  Norman  O.  Gauvereau, 
M.D.,  practicing  physician,  Lewiston;  John  Truslow, 
M.D.,  Consultant  for  a Feasibility  Study  for  a Medical 
School  for  Maine;  Mr.  Alan  Bridges,  Executive  Director 
of  Maine’s  Health  Facilities  Planning  Council,  Augusta; 
George  J.  Robertson,  M.D.,  Medical  Director,  Bingham 
Associates  Fund,  Boston;  Mr.  George  T.  Nilson,  Field 
Director,  Bingham  Associates  Fund,  Augusta;  Merle  S. 
Bacastow,  M.D.,  Director  of  Medical  Education,  Maine 
Medical  Center,  Portland. 

After  several  meetings,  it  was  decided  conclusively 
that  Maine  would  attempt  to  develop  its  own  Regional 
Medical  Program.  While  a New  England  program  would 
likely  include  Maine,  it  might  not  represent  Maine’s  par- 
ticular interests  whicli  may  have  been  overshadowed  in 
the  larger  effort. 

Subsequently,  ten  major  meetings  of  the  Ad  Hoc 
Committee  were  held  from  January  through  June  1966. 
The  discussions  at  these  meetings  were  long  and  some- 
times tedious.  The  principle  developments  included  con- 
tributions by  Richard  B.  Stephenson,  M.D.,  former  prac- 
ticing physician  in  Maine  and  presently  Research  Grants 
Officer,  National  Institutes  of  Health.  He  assisted,  en- 
couraged and  supported  the  group  from  Maine  to  secure 
information  and  guidance  on  the  Regional  Medical  Pro- 
gram. 

On  May  18,  1966,  Medical  Care  Development,  In- 
corporated officially  became  a corporation  under  the  laws 
of  Maine.  The  corporation  became  the  applicant  agency 
and  at  an  organizational  meeting  on  June  30,  1966,  the 
following  officers  were  elected:  Merle  S.  Bacastow,  M.D., 
President;  Richard  C.  Wadsworth,  M.D.,  Vice  President; 
Roswell  O.  Bates,  D.O.,  Treasurer;  and  Mr.  George  T. 
Nilson,  Secretary.  The  elected  officers  were  empowered 
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to  act  as  a Board  of  Directors  to  develop  an  application 
for  Maine's  Regional  Medical  Program  and  to  take 
measures  necessary  to  have  the  application  approved  by 
the  Regional  Medical  Program's  office  in  Washington. 

After  several  meetings  within  the  State  and  two  in 
Washington,  the  acting  Board  of  Directors  completed 
the  application  for  Maine's  program  on  schedule  for 
the  December  10,  1966  deadline.  During  the  period  of 
December  15,  1966  and  January  15,  1967,  the  drafted 
application  was  to  have  been  returned  from  Washing- 
ton with  suggested  revisions  and  a corrected  copy  to  be 
resubmitted  for  the  January  15  review.  When  no  official 
word  was  received  from  the  Regional  Medical  Programs 
office  in  Washington,  it  was  learned  that  Maine's  ap- 
plication would  not  be  returned.  It  had  passed  the  staff 
review  and  received  the  first  review  committee’s  endorse- 
ment. It  was  on  its  way  to  final  review  by  the  National 
Advisory  Committee. 

At  a meeting  on  April  4,  1967,  in  Washington,  the 
officers  of  Medical  Care  Development,  Inc.  met  with 
representatives  of  the  staff  of  the  Regional  Medical 
Programs.  At  that  meeting  it  was  learned  Maine's  pro- 
gram would  be  approved  with  certain  conditions,  and 
further  that  conditional  approval  was  the  rule  rather 
than  the  exception. 

On  May  6,  1967,  Maine's  Regional  Medical  Program 
w'as  announced  officially.  It  was  approved  and  funded 
with  a beginning  date  for  funding  as  of  May  1,  1967. 

Possible  Next  Steps 

With  the  appointment  on  June  6,  1967  of  Manu 
Chatterjee,  M.D.  as  the  Program  Coordinator  for  Maine’s 
program,  a necessary  first  step  was  taken.  No  doubt  Dr. 
Chatterjee  may  choose  to  modify  the  conditional  plan- 
ning measures  suggested  by  the  applicant  agency.  His 
projected  schedule,  however,  will  include  the  funda- 
mental steps  of  planning  in  which  he  will  seek  basic 
data.  These  data  will  need  to  be  scientifically  collected 
and  analyzed.  The  data  may  include  an  estimate  of 
Maine’s  health  care  resources  in  the  following  categories: 
Health  care  personnel  ( physicians  - both  allopathic  and 
osteopathic  - dentists,  nurses,  physical  therapists,  occu- 
pational therapists,  technologists  and  others ) , hospital 
facilities  and  services,  ambulance  services,  current  hos- 
pital planning,  continuing  professional  and  public  edu- 
cation and  research  efforts. 

The  data  will  then  require  collation  and  interpreta- 
tion in  terms  of  patient  needs,  morbidity,  and  mortality 
for  heart  disease,  cancer  and  stroke. 

The  final  process  will  assist  Maine’s  program  define 
its  needs,  determine  its  strengths  and  ascertain  the  most 
desirable  approaches. 

Both  planning  and  operational  projects  are  permitted 
to  be  developed  concurrently.  Planning  need  not  begin 
and  continue  to  completion  before  instituting  pilot 
studies  consistent  with  future  planning.  To  isolate  plan- 
ning without  developing  a limited  number  of  pilot  proj- 
ects suggests  planning  isolated  from  reality.  It  is  recog- 


nized that  simultaneous  development  of  planning  and 
operational  projects  may  subsequently  lead  to  mistakes 
- common  to  situations  when  learning  is  by  experience. 
The  approach,  however,  is  logical  to  acquire  necessary 
experience  in  a field  where  few  have  first-hand  knowl- 
edge. 

During  the  developmental  phase  of  Maine’s  program, 
considerable  effort  will  be  directed  toward  establishing 
lines  of  communication.  Cooperation  will  be  absolutely 
essential  among  institutions,  organizations  and  individu- 
als. This  cooperation  will  require  both  improved  commu- 
nication as  w'ell  as  tolerance  among  groups  where  pre- 
viously tolerance  has  not  always  existed. 

A system  of  on-going  education  for  all  elements  for 
the  health  profession’s  team  has  been  a primary  and  im- 
portant objective  of  Maine’s  Regional  Medical  Program. 
President  Johnson  has  indicated  that  efforts  to  translate 
the  achievements  of  medical  research  to  patient  care 
through  education  must  be  attained.  Several  methods  of 
continuing  education  will  involve  different  groups  in- 
volved in  health  care. 

Dr.  Charles  L.  Hudson,  president  of  the  American 
Medical  Association,  in  an  address  to  the  Conference  on 
Regional  Medical  Programs  on  January  15,  1967,  pointed 
out  that  the  American  Medical  Association  assisted  in 
the  revision  of  the  original  Heart  Disease,  Cancer  and 
Stroke  Program.  Revision  became  the  current  law.  Dr. 
Pludson  reported  that  he  had  recommended  the  program 
to  the  constituents  of  the  American  Medical  Association 
in  counties  and  states  and  that  they  have  responded  not 
only  as  members  of  local  advisory  groups,  but  also  by 
leading  in  the  application  for  approval  of  programs.  He 
pointed  out  that  a cooperative  effort  on  the  part  of  all 
segments  of  the  profession  was  essential  to  the  success  of 
the  program.  He  pleaded  for  open,  free,  mutually  re- 
spectful and  multi-directional  communication  within 
the  program. 

Representatives  of  the  community  hospitals  and  other 
community  agencies  will  be  called  upon  throughout  the 
State  to  participate  and  assist  in  the  planning  activities 
with  other  groups  in  this  cooperative  effort. 

Community  hospitals  will  form  a focus  of  interest 
as  the  frequent  site  of  therapy  during  the  acute  phase 
of  illness.  Attention  will  be  given  to  the  problem  of  con- 
tinuity of  care  and  communication  w'hen  the  patient 
transfers  from  a community  hospital  to  another  facility 
or  home. 

Some  of  the  followdng  programs  have  been  suggested; 
Television  and  radio  programs  for  physicians,  nurses,  and 
other  health  care  personnel;  creation  of  central  reference 
centers  where  a physician  may  call  for  assistance  and  be 
given  references  to  articles  and  current  journals;  im- 
proved hospital  libraries;  expansion  of  programs  which 
interchange  interns  and  residents  between  hospitals  like 
New  England  Center  Hospital  and  Maine  hospitals;  and 
use  of  films  and  teaching  machines  with  courses  of  pro- 
grammed instruction  related  to  heart  disease,  cancer  and 
stroke. 
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An  expanded  population,  extensive  growth  of  scien- 
tific knowledge  and  technology  and  an  increased  pur- 
chasing power  among  other  factors,  have  imposed  un- 
usual demands  for  all  categories  of  health  care  personnel. 
I'o  meet  these  deficiencies,  efforts  will  be  made  to  at- 
tract more  young  people  to  careers  in  medicine,  nursing, 
physical  therapy,  public  health,  occupational  therapy,  so- 
cial service,  etc. 

Increased  availability  and  accessibility  of  high  quality 
medical  care  is  a basic  goal  of  the  program.  Specialty 
skills  may  not  be  available  at  all  community  hospitals. 
Cooperative  arrangements  among  groups  of  hospitals 
and  other  health  agencies  with  the  sharing  of  resources 
and  skills  by  preserving  existing  patient-physician  rela- 
tionships might  well  accomplish  this  goal.  Easy  commu- 
nication with  medical  centers,  skills  and  resources  for 
patient  benefit  should  be  built  into  community  hospital 
planning. 

It  is  proposed  that  each  community  hospital  and  other 
health  care  agencies  form  a committee  whose  objective 
is  to  become  knowledgeable  in  the  intent  of  the  Region- 
al Medical  Program  and  assist  in  the  development  of  a 
regional  plan.  Interested  parties  will  be  invited  to  par- 
ticipate in  intra-regional  meetings  with  other  commu- 
nity representatives  forming  a large  representation  of 
community  physicians.  The  planning  staff  of  Medical 
Care  Development,  Inc.  would  bring  programs  for  dis- 
cussion and  receive  programs  suggested  by  this  group. 
The  community  hospital  is  chosen  as  a source  for  prac- 
ticing physicians  because  it  is  a practicing  unit  more 
than  any  other  medical  organization.  Other  agencies  in- 
teresred  in  medical  care  and  education  will  be  urged  to 
become  involved  in  this  program  with  the  community 
hospital. 

Further,  through  cooperative  efforts  on  the  part  of 
the  official  and  voluntary  agencies  already  active  in  these 
categorical  disease  areas,  health  education  and  informa- 
tion programs  may  be  developed  for  the  public.  These 
programs  might  include  efforts  to  teach  the  danger  sig- 
nals of  cancer,  stress  periodic  complete  physical  examina- 


tions which  emphasize  studies  for  cancer  and  heart 
disease,  etc.  Efforts  will  be  made  to  achieve  better  com- 
munity health  by  assisting  in  the  establishment  of  such 
features  as  model  intensive  care,  coronary  care  and  re- 
habilitation units  for  smaller  community  hospitals,  the 
expansion  of  ambulance  service  and  training  and  the 
development  of  homemakers  service,  home  health  aid 
services  and  home  care  services.  Hopefully,  this  type  of 
program  might  also  assist  in  school  health  programs  by 
creating  demonstration  projects  in  communities  where 
indicated. 

Federal  legislation  for  health  care  ( including  the 
Medicare,  Regional  Medical  Programs,  Comprehensive 
Health  Planning)  may  seem  to  be  less  than  ideal,  but  the 
Federal  Government  is  in  medicine  to  stay.  Passage  of 
the  Medicare  Faw  itself  marked  a point  from  which 
there  is  no  return.  To  oppose  Regional  Medical  Pro- 
grams now  or  in  the  future  ( as  the  Medicare  law  was 
opposed  in  the  past ) may  place  physicians  in  a position 
of  wanting  to  deny  "the  best"  medical  care  to  "poor 
people."  Needless  to  say,  this  is  a difficult  position  to 
defend.  Organized  medicine's  opposition  to  Medicare  in 
toto  has  placed  physicians  in  a bad  light,  ironic  though 
it  may  seem  for  a profession  that  has  the  greatest  tradi- 
tions of  assuming  responsibility  for  the  indigent,  save 
any  other  profession  than  the  ministry. 

The  opportunities  afforded  by  features  of  these  pro- 
grams may  be  one  of  the  last  chances  physicians  have  to 
solve  their  own  problems.  To  be  sure,  these  problems 
have  not  been  entirely  of  the  physicians’  making,  neither 
are  physicians  withour  responsibiliry.  As  far  as  Maine’s 
Regional  Medical  Program  is  concerned,  either  we  do  it 
ourselves,  or  another  group  may  do  it  for  us.  Creative 
federalism,  to  use  the  "in”  phrase  (cooperation  between 
federal  government  and  voluntary  agencies  in  health 
care  enterprises)  may  be  a transient  phase.  Either  we 
work  with  the  federal  government  or  there  may  be  a 
different  order  of  things  in  which  we  have  less  to  say 
about  what  is  done  in  health  care.  This  would  not  be  in 
the  best  interest  of  the  nation  nor  its  health. 
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The  Health  Consequences  of  Smoking 

Stanley  C.  Beckerman,  M.D.* 


In  January  1964,  an  Advisory  Committee,  appointed 
by  the  Surgeon  General  of  the  Public  Health  Service, 
issued  its  report  on  the  relationship  between  smoking 
and  health.**  The  conclusion  reached  by  that  committee 
was  that  "cigarette  smoking  is  a health  hazard  of  suffi- 
cient importance  in  the  United  States  to  warrant  appro- 
priate remedial  action.” 

In  the  12  years  which  preceded  that  report,  there  were 
some  3,000  research  articles  related  to  cigarette  smoking, 
while,  in  only  3 years  following  the  report,  more  than 
2,000  additional  studies  have  already  been  documented. 

In  addition  to  epidemiological  studies,  the  investiga- 
tions carried  on  since  1964  have  included  a vast  amount 
of  expetimental,  clinical,  pathological,  and  behavioral 
research,  all  of  which  has  significantly  contributed  to 
our  knowledge  of  the  precise  ways  in  which  smoking 
affects  the  body,  as  well  as  to  other  related  areas  of  in- 
formation. 

This  research  has  been  reviewed  and,  according  to  the 
Public  Health  Service,  no  evidence  has  been  revealed 
which  brings  into  question  the  conclusions  of  the  1964 
report.  On  the  contrary,  the  reports  published  since  1964 
have  strengthened  these  conclusions,  and  have  extended, 
in  several  respects,  our  knowledge  of  the  health  con- 
sequences of  smoking.  These  health  consequences  can  be 
summarized  as  follows; 

1.  Cigarette  smokers  have  substantially  higher  rates 
of  death  and  disability  than  do  non-smokers.  This  means 
that  cigarette  smokers  tend  to  die  at  an  earlier  age  and 
experience  more  days  of  illness  than  comparable  non- 
smokers. 

2.  A substantial  portion  of  earlier  deaths  would  not 
have  occurred  if  those  affected  had  never  smoked. 

3.  If  it  were  not  for  cigarette  smoking,  practically 

* Director,  Division  of  Cancer  Control. 

**"Smoking  and  Health.  Report  of  the  Advisory  Committee 

to  the  Surgeon  General  of  the  U.S.  Public  Health  Service.” 


none  of  the  earlier  deaths  from  lung  cancer  would  have 
occurred,  nor  a substantial  portion  of  earlier  deaths  from 
chronic  bronchopulmonary  diseases  as  well  as  from  car- 
diovascular diseases.  Excess  disability  from  chronic  bron- 
chopulmonary and  cardiovascular  diseases  would  also 
have  been  less. 

4.  Cessation  or  appreciable  reduction  of  cigarette 
smoking  could  delay  or  avert  a substantial  portion  of  all 
these  deaths  and  significantly  diminish  the  excess  dis- 
abilities from  chronic  bronchopulmonary  and  cardio- 
vascular diseases. 

The  economic  consequences  of  cigarette  smoking  are 
also  quite  clear.  Seventy-seven  million  days  of  work 
are  lost  each  year  in  the  United  States  for  reasons  which 
are  attributable  to  cigarette  smoking.  This  represents 
almost  20%  excess  work  days  lost  among  cigarette 
smokers.  Translated,  this  means  that  non-smokers  are 
significantly  better  risks  to  employers.  They  lose  sig- 
nificantly less  time  from  work,  are  therefore  capable  of 
increased  work  output,  and  are  paid  for  productivity 
rather  than  sick-leave. 

Recently  published,  and  worthwhile  reading,  has  been 
a review  of  this  subject  by  the  Public  Health  Service 
(Publication  No.  1696)  and  much  of  the  above  infor- 
mation appears  in  that  report.  Regaining  these  seventy- 
seven  million  work  days  lost  each  year,  and  that  portion 
of  the  gross  national  product  which  it  represents,  might 
well  be  worth  the  loss  of  the  tobacco  industry  to  our 
economy. 

The  health  consequences  of  smoking  are  being  clarified 
and  confirmed  with  each  passing  of  time.  The  health 
consequences  of  apathy  are  equally  clear.  The  role  of  the 
physician  as  health  educator  is  unique  and,  as  such,  he 
can,  in  this  instance,  prevent  untold  suffering  and  misery, 
save  innumerable  lives,  and  eradicate  the  health  conse- 
quences of  smoking.  If  he  will  only  talk  up  . . . and  be 
heard. 


one  step 
aheaa 


Times  change  and  classic  lobar  pneumonia 
is  rare.  Your  next  pneumonia  patient  may  have 
an  atypical  clinical  picture  and  perhaps  a 
pathogen  in  his  sputum  such  as  H.  influenzae 
or  Mycoplasma  pneumoniae  (Eaton  Agent], 
which  is  believed  to  be  responsible  for  one  out 
of  every  five  cases  of  pneumonia.  That’s  why  it 
makes  sense  to  keep  one  step  ahead— and  pre- 
scribe the  true  broad-spectrum  antimicrobial 
activity  of  DECLOMYCIN. 

With  DECLOMYCIN,  you  get  effective  ac- 
tion against  both  H.  influenzae  and  Mycoplasma 
pneumoniae,  plus  prolonged  high  levels  of  anti- 
biotic activity  in  the  blood  and  the  lung  tissue. 
You’re  one  step  ahead  with... 

IOECIX)MY(  IN 

DEMETHYLCHLORTETRACYCLINE 


For  a wide  range  of  everyday 
infections — respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 

For  common  and 
unusual  pneumonias 

DECLOMYCIN  Demethylchlortetracycline  should  be  ; 
equally  or  more  effective  therapeutically  than  other  tetra-  ij 
cyclines  when  the  offending  organisms  are  tetracycline-  jj 
sensitive.  ; 

Contraindication:  History  of  hypersensitivity  to  demethyl-  [ 
chlortetracycline.  j 

Warning— In  renal  impairment,  usual  doses  may  lead  to  ' 
excessive  accumulation  and  liver  toxicity.  Under  such  ' 
conditions,  lower  than  usual  doses  are  indicated,  and,  if  ; 
therapy  is  prolonged,  serum  level  determinations  may  be  ■ 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin— maculopapular  and  erythematous  rashes. 

A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions— urticaria,  angioneurotic 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow- 
brown)  in  children  of  mothers  given  this  drug  during  the 
latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med- 
ication and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage;  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and  , 
some  dairy  products.  Treatment  of  streptococcal  infec-  ■ 
tions  should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg.  and  75  mg  of  demethylchlortetracycline  HCI.  i 

IOECIuOMYCiN 

DEMETHYLCHLORTETRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 
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Maine  Heart  Association  Notes 

116  State  Street,  Augusta,  Maine 


Reappraisal  of  Digitalis 
Part  X.  Treatment  of  Digitalis  Toxicity 

At  present,  no  specific  antidote  for  digitalis  counteracts  all  of  the  physiologic  ef- 
fects of  digitalis  ^vdthout  introducing  effects  of  its  own.  . . . 

The  safest  and  most  consistent  method  of  treatment  is  withdrawal  of  digitalis  as 
soon  as  toxicity  is  detected.  . . . 

Digitalis  should  be  completely  withdrawn  rather  than  reduced  in  dosage.  . . . ad- 
ecpiate  tissue  saturation  will  remain  until  after  the  last  toxic  sign  disappears.  At  that 
lime,  digitalis  may  be  administered  in  a dose  loAcer  than  that  previously  used. 

More  urgent  treatment  is  necessary  ^vhen  toxicity  results  with  arrhythmias  that  in- 
terfere wdth  function  of  the  heart.  1 hese  fall  into  two  categories:  tachycardia  and 
slow  heart  rate  due  to  sinus  bradycardia  or  heart  block.  . . . d he  treatment  of  choice  for 
heart  block  or  marked  sinus  bradycardia  ...  is  the  temporary  installation  of  an  endo 
cardial  catheter  pacemaker  . . . 

The  treatment  of  toxic  arrhythmias  manifested  by  a rapid  heart  rate  is  much  less 
satisfactory.  . . . khe  most  specific  treatment  is  the  administration  of  potassium  either 
intravenously  or  orally.  . . . 

•\nother  agent  ...  is  diphenylhydantoin.  . . . Clinical  studies  on  its  effectiveness 
in  digitalis  intoxication  are  fcuv,  hut  some  successes  are  reported.  Its  major  hazard  is 
pacemaker  depression. 

. . . Although  cases  of  prompt  and  permanent  remission  of  digitalis-induced 
tachycardia  wdthout  side  effect  from  synchronized  precordial  shock  have  been  re- 
ported, it  has  also  been  shown  that  shock  is  less  likely  to  revert  tachycardia  due  to 
digitalis,  and  that  tachycardia  is  more  likely  to  recur  rapidly.  The  incident  of  shock 
toxicity,  is  also  greatly  increased.  It  is  now  generaliy  considered  that  synchronized 
precordial  shock  is  contraindicated  in  digitalis  toxicity. 

(hunidine  or  procainamide  w ill  be  eff  ective  in  most  ventricular  tachycardias,  but 
in  the  presence  of  digitalis  intoxication,  there  is  a higher  incidence  of  ventricidar  fi- 
brillation. . . . Nonetheless  . . . they  remain  the  drugs  of  choice  for  life-threatening 
tachycardia  due  to  digitalis  in  which  . . . potassium  is  considered  to  be  too  slow’  and  un- 
predictable. 

Propranolol  . . . , is  now’  undergoing  intensive  study  in  the  treatment  of  digitalis 
intoxication.  Preliminary  reports  suggest  that  this  agent  is  very  effective  in  the  con- 
trol or  arrhythmias  due  to  digitalis.  ...  it  seems  to  be  possible  that  this  drug  may  be 
the  best  treatment  a\ailable  for  tachycardias  due  to  digitalis. 


Sul)iiiittcd  Ijv  Jacol)  H.  Dana,  Maine  Heart  Association. 

Reference  — Lyon,  A.  F.  et  al,  American  Heart  Journal,  \'olninc  7:5,  [)ages  835-837,  1967. 


224 


THh  JOURNAL  OI-  TUH  MAINL  MLUICAL  ASSOCIATION 


AMERICAN  CANCER  SOCIETY -MAINE  DIVISION,  INC. 

Brunswick,  Maine 

The  “Iniase”  of  Cancer'^ 

nff®  Stanley  Warri-;n** 

To  what  extent  tire  people  tiware  of  the  first  signs  of  cancer?  How  deep  in  the  public  consciousness  is  the  penetra- 
tion of  the  heavy  emphasis  piticed  on  Cancer’s  Seven  Warning  Signals  by  the  American  Cancer  Society?  How  many 
people,  for  example,  know  ail  the  signs?  Or  two  or  three?  Or  even  one? 

The  answers  to  these  questions,  ticcording  to  an  ACS  nation-wide  survey  last  year,  lies  somewhere  between  an 
"overt"  or  "Ititent"  knowledge  of  the  signs.  By  "overt"  is  meant  direct  knowledge  against  "latent”  awareness,  as  revealed 
by  a check-list  type  of  question. 

The  ACS  probe  revealed  that  while  spontaneous  recall  of  the  danger  alarms  was  not  high,  latent  knowledge  of  can- 
cer's tell-tale  signs  was  much  more  widespread.  In  either  case,  three-quarters  said  that  when  they  had  a symptom  they 
thought  might  be  cancer,  they  went  promptly  to  a doctor. 

lust  whiit  are  cancer's  warning  signais?  They  are:  I)  Unusual  bleeding  or  discharge;  2)  A lump  or  thickening  in 

the  breast  or  elsewhere;  .1)  A sore  that  does  not  heal;  4)  Change  in  bowel  or  bladder  habits;  5)  Hoarseness  or  cough; 

6)  Indigestion  or  difficulty  in  swallowing;  7)  Change  in  a wart  or  mole. 

Why  is  it  of  the  utmost  urgency  to  see  a doctor  if  a signal  lasts  longer  than  two  weeks? 

Cancer  begins  typically  as  a localized  disease.  At  the  start  a single  cell  — or  perhaps  two  or  three  — becomes  can- 

cerous and  reproduces  itself  by  dividing  into  two  cells.  The  process  is  repeated  over  and  over.  A great  many  cancers 
originate  in  one  spot  but,  if  left  unchecked,  tend  to  spread  via  the  lymph  glands  or  blood  vessels  to  other  parts  of  the 
body.  It  is  to  prevent  this  spreading  that  prompt  action  must  be  taken  once  a warning  sign  is  discovered.  And  prompt 
action  means  an  immediate  visit  to  a doctor,  for  the  longer  the  ctmcer  is  allowed  freedom  to  spread  the  more  dangerous 
the  case  becomes. 

Every  year  the  American  Cancer  Society  distributes  some  50, 01)0, ()()()  copies  of  cancer's  warning  signals.  How  well 
does  the  public  know  these  warnings?  Almost  70%  of  those  queried  mentioned  at  letist  one  correct  cancer  symptom. 
This  is  a welcome  total;  but,  looking  at  the  other  side  of  the  coin,  it  is  disturbing  to  note  that  31%  — or  roughly  60 
million  Americans  still  do  not  know  a single  cancer  symptom.  And  one-third  of  all  surveyed  mentioned  a cancer  symptom 
that  is  incorrect. 
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By  contrast,  answers  to  the  “check-list 

question" 

' revealeJ 

existence  of  considerable  amount 

of  "latent,”  or 

beneath 

the  surface  knowledge  of  the  signals.  These  findings  suggest  that  the  public  is  more  knowledgeable  about  cancer's  first 
signs  than  previously  suspected;  they  indicate  that  while  people  may  not  walk  around  with  the  warning  signals  at  their 

finger-tips,  they  recognize  a sign  once  it  appears.  This  is  indeed  encouraging. 

In  many  cases,  cancers  can  be  cured  when  it  is  possible  to  remove  or  destroy  all  of  the  cancerous  cells  existing  in 
a patient’s  body.  This  is  accomplished  either  by  surgery  or  radiation.  Some  forms  of  cancer  can  be  treated  by  drugs.  But 
once  the  cancer  has  arrived  at  an  advanced  stage  — i.e.,  spread  throughout  a person’s  body  — then  cures  are  virtually 

impossible.  Early  diagnosis,  followed  by  speed  of  treatment,  is  the  proper  course  for  an  individual  to  take  to  fight  off  the 

dread  disease. 

More  women  (82%)  than  men  (58%),  the  ACS  survey  showed,  were  able  to  mention  at  least  one  symptom  of 
cancer.  Interesting  is  that  the  man-woman  relationship  for  those  mentioning  an  incorrect  cancer  signal  was  almost  equal, 
33%  of  the  females  to  32%  of  the  males  queried.  And  women  in  the  30-40  year  age  group,  the  probe  further  revealed, 
were  the  most  knowledgeable,  some  73%  of  this  category  correctly  identifying  at  least  one  correct  symptom  of  cancer. 

Based  on  educational  lines,  nearly  82%  of  the  college-trained  respondents  named  a cancer  symptom,  as  against 
69%  for  high  school  graduates  and  48%  for  grade  school  members.  The  high  income  group  just  did  nose  out  the  medium 
bracketed  by  76%  to  73%. 

The  ACS  survey  consistently  brought  out  that  women  were  more  aware  of  cancer  and  its  signals  and  the  need  for 
taking  regular  cancer  checkups.  And  of  these  women,  it  was  invariably  the  college  educated  and  the  upper  middle  income 
bracket  groups  that  led  the  field. 

In  the  area,  for  example,  of  the  famous  Pap  test,  67%  of  the  women  queried  said  they  have  had  such  a test,  proof 
that  this  life-saving  technique  is  gaining  wide  acceptance.  For.  in  1961.  only  30%  of  women  reported  having  had  the  test. 
In  1963,  the  figure  had  risen  to  48%. 

The  effectiveness  of  the  Pap  test  can  be  seen  from  the  decline  of  the  death  rate  from  uterine  cancer  over  the  past  25 
years.  In  1943,  the  fatality  rate  from  uterine  cancer  was  24.2  per  100,000  females.  By  1948,  this  had  fallen  to  21.4.  And 
in  1963  the  figure  sank  to  12.6. 

As  we  have  seen  previously,  many  reasons  are  advanced  by  the  public  for  not  going  for  tests.  These  have  ranged 
from  the  “I'm  healthy”  to  the  hidden  fear  expressed  in  the  answer  one  person  gave:  “If  1 had  cancer  — the  outcome  of 
it  — I'd  be  upset.”  Another  found  it  troublesome:  "There’s  too  much  time  involved  in  getting  appointments,  finding  out 
where  to  go,  and  getting  there.”  was  the  answer. 

*l’aii  two  of  a six-part  series  Ironi  .\merican  Cancer  .Society  News  Service  Release. 

**\ews  Kdiioi.  .American  Cancer  Society,  Inc. 
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Necrologies 


John  R.  Sullivan,  M.D. 

1911-1967 

John  R.  Sullivan,  M.D.,  56,  of  Brewer,  Maine  died  on  July 
12,  1967.  He  was  born  in  McAdam,  New  Brunswick,  July  5, 
1911,  the  son  of  James  and  Stella  Sullivan. 

Dr.  Sullivan  graduated  from  St.  John’s  Prep  School  in  1930, 
Holy  Cross  College  in  1934  and  received  his  medical  degree 
from  Dalhousie  University  Faculty  of  Medicine  in  1943.  He 
was  a Captain  in  the  Royal  Canadian  Army  during  World  War 
II  and  formerly  practiced  medicine  in  Centerville,  New  Bruns- 
wick and  Millinocket,  Maine  before  locating  in  Brewer  in 
1954. 

He  was  a member  of  the  Penobscot  County  Medical  Asso- 
ciation, the  Maine  Medical  Association  and  the  American  Med- 
ical Association.  Dr.  Sullivan  had  served  as  a Penobscot  County 
medical  examiner,  a Federal  Aviation  Agency  medical  examin- 
er, Brewer  city  health  officer,  physician  to  the  city,  county  and 
state  police  officers,  the  Eastern  Division  Standard  Packaging 
Corporation  and  the  Bangor  and  Aroostook  Railroad.  He  was 
a staff  member  of  St.  Joseph  Hospital  and  the  Eastern  Maine 
General  Hospital  and  a fourth  degree  member  of  the  St.  Mar- 
tin of  Tours  Council,  Knights  of  Columbus. 

Surviving  are  his  widow,  Mrs.  Ruth  Sullivan;  one  daughter, 
Sharon;  two  sons,  John,  Jr.  and  James;  his  mother  of  Brown- 
ville  Junction;  three  brothers,  Walter  and  Lawrence,  both  of 
Brownville  Junction  and  James  of  Boston,  Massachusetts;  four 
sisters.  Miss  Marguerite  Sullivan  of  Washington,  D.C.,  Miss 
Mary  Sullivan  of  New  York  City,  Miss  Ann  Sullivan  and  Mrs. 
Edward  DeYeso,  both  of  Boston,  Massachusetts. 


George  B.  Weatherbee,  M.D. 
1887-1967 

George  B.  Weatherbee,  M.D.,  80,  of  Hampden  Highlands, 
Maine  died  on  July  15,  1967.  He  was  born  in  Carroll,  Maine, 
May  22,  1887,  the  son  of  Lee  and  Daisy  Weatherbee. 

Dr.  Weatherbee  graduated  from  Lee  Academy  in  1905,  Hig- 
gins Classical  Institute  in  1908  and  received  his  medical  de- 
gree from  Tufts  University  School  of  Medicine  in  1912.  He 
interned  at  the  Boston  City  Hospital  from  1912  to  1913. 

He  began  his  practice  in  Brownville  Junction  where  he 
served  as  physician  for  the  Canadian  Pacific  Railroad  from 
1913  to  1915.  Dr.  Weatherbee  practiced  in  Danforth  from 
1915  to  1917,  Wytopitlock  from  1917  to  1923,  Springfield 
from  1923  to  1930,  when  he  located  in  Hampden  Highlands. 
In  1957  he  was  honored  by  the  citizens  of  Hampden  and  the 
highlight  of  Dr.  Weatherbee  Day  was  the  announcement  that 
Hampden's  new  school  was  to  be  named  tbe  George  B.  Weath- 
erbee Elementary  School. 

Dr.  Weatherbee  was  an  Honorary  member  of  the  Penobscot 
County  Medical  Association  and  the  Maine  Medical  Associa- 
tion, having  received  a 50-year  pin  in  1962  and  a 55-year  pin 
at  the  annual  session  in  June  of  this  year.  He  was  also  a 
member  of  the  American  Medical  Association,  served  the 
U.S.  Government  as  physician  for  the  Selective  Service  Board, 
was  a trustee  of  the  Hampden  School  District  and  of  Hampden 
Academy,  a member  of  the  Masonic  Lodge  and  a charter  mem- 
ber of  the  Hampden  Kiwanis  Club  and  one  of  its  directors. 

Surviving  are  his  widow,  Jennie  R.  Weatherbee;  two  sons, 
George  B.,  Jr.  of  Needles,  California  and  John  R.  of  Hamp- 
den; a daughter,  Hope  Lindsay  Ryan  of  Hampden;  three  broth- 
ers, Robert  and  Kenneth  of  Lincoln  and  Ralph  of  Bedford, 


Massachusetts;  three  sisters,  Mrs.  Joseph  McCarthy  and  Mrs. 
Stanley  Seabury,  both  of  Bedford,  Massachusetts  and  Mrs. 
Lester  Cobb  of  Lee. 


William  C.  Burrage,  M.D. 
1914-1967 

William  C.  Burrage,  M.D.,  53,  of  Portland,  Maine  and  his 
wife,  the  former  Martha  M.  Robinson,  drowned  in  a boating 
accident  off  Bailey  Island  on  July  30,  1967. 

Dr.  Burrage  was  born  in  Portland,  Maine  on  March  8,  1914, 
the  son  of  the  late  Dr.  and  Mrs.  Thomas  Burrage.  He  grad- 
uated from  Williams  College  in  1935  and  received  his  med- 
ical degree  from  Harvard  Medical  School  in  1939. 

He  interned  at  the  Massachusetts  General  Hospital  from 
1940  to  1941,  was  in  the  U.S.  Army  from  1941  to  1946, 
serving  with  the  Massachusetts  General  Hospital  Unit  in 
Europe  from  1942  to  1944.  He  was  an  assistant  resident  in 
medicine  at  the  Massachusetts  General  Hospital  from  January 
1946  to  July  1946  and  took  a Refresher  Course  for  Veterans 
at  Harvard  from  July  1946  to  October  1946.  Dr.  Burrage 
joined  the  Maine  General  Hospital  staff  in  1947  and  entered 
practice  in  Portland  specializing  in  internal  medicine. 

Dr.  Burrage  was  a member  of  the  Cumberland  County 
Medical  Society,  the  Maine  Medical  Association,  the  American 
Medical  Association,  the  American  Board  of  Internal  Medicine, 
the  American  College  of  Physicians  and  was  a board  member 
of  the  Boys'  Home  and  Sweetser  Home. 

He  is  survived  by  two  sons,  Thomas  and  Frederick;  a 
daughter,  Ann  and  a brother,  Henry  D.,  all  of  Portland. 


Donald  F.  Macdonald,  M.D. 
1914-1967 

Donald  F.  Macdonald,  M.D.,  52,  of  Brewer,  Maine  died  on 
August  31,  1967.  He  was  born  in  Bangor,  Maine,  September 
23,  1914,  the  son  of  Harry  Eugene  and  Gertrude  M.  Mac- 
donald. 

Dr.  Macdonald  graduated  from  John  Bapst  High  School, 
Bangor  in  1932,  the  University  of  Maine  in  1936  and  received 
his  medical  degree  from  Tufts  University  School  of  Medicine 
in  1940.  He  interned  at  the  Boston  City  Hospital  from  1940 
to  1941,  and  served  a surgical  residency  there  from  1941  to 
1942,  followed  by  a residency  in  obstetrics  at  the  Boston 
Lying-In  Hospital  from  1942  to  1943.  He  served  with  the 
USAF  during  World  War  II  attaining  the  rank  of  Major. 

He  was  a member  of  the  Penobscot  County  Medical  Asso- 
ciation, the  Maine  Medical  Association,  the  American  Medical 
Association,  the  Maine  Society  of  Obstetrics  and  Gynecology, 
the  New  England  Obstetrical  and  Gynecological  Society  and 
the  Bangor  Medical  Club.  Dr.  Macdonald  was  also  a fellow 
of  the  American  College  of  Obstetricians  and  Gynecologists 
and  the  Society  of  Clinical  Hypnosis,  chief  of  obstetrics  and 
gynecology  at  St.  Joseph  Hospital,  a senior  staff  member  of  the 
Eastern  Maine  General  Hospital  and  a consultant  at  the  Sebas- 
ticook  Valley  Hospital. 

Surviving  are  his  widow,  Mrs.  Katherine  Gross  Macdonald  of 
Brewer;  two  daughters,  Mrs.  Judith  A.  Fueyo  of  Bethlehem, 
Pennsylvania  and  Miss  Katherine  Jane  Macdonald  of  Brewer; 
three  sons,  Donald  F.,  Jr.  of  Warren,  Rhode  Island,  William 
E.  and  Robert  H.,  both  of  Brewer  and  a brother.  Dr.  Maxwell 
E Macdonald  of  Boston,  Massachusetts. 
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William  N.  Runyon,  M.D. 

1916-1967 

William  N.  Runyon,  M.D.,  51,  of  Augusta,  Maine  died 
on  August  7,  1967.  He  was  born  in  Plainfield,  New  Jersey, 
July  18,  1916,  the  son  of  William  N.  and  Florence  M.  Run- 
yon. 

Dr.  Runyon  graduated  from  Yale  University  in  1938  and 
received  his  medical  degree  from  Columbia  University  College 
of  Physicians  and  Surgeons  in  1942. 

He  interned  at  the  Bassett  Hospital  in  Cooperstown,  New 
York  from  1942  to  1943,  served  in  the  U.S.  Army  Medical 
Corps  from  1943  to  1946  and  served  a residency  at  the  Hart- 
ford Hospital  in  Connecticut  from  1946  to  1950.  In  1950 
Dr.  Runyon  was  recalled  into  the  Army  Medical  Corps  and 
assigned  to  Tokyo  Army  Hospital  for  a year  and  in  1951  was 
released  from  active  duty  with  the  rank  of  Major. 

Dr.  Runyon  opened  an  office  for  the  practice  of  general 
surgery  in  Augusta  in  1951  and  in  1966  joined  the  staff  at 
the  Togus  Veterans  Administration  Center. 

He  was  a member  of  the  Kennebec  County  Medical  Asso- 
ciation, the  Maine  Medical  Association,  the  American  Medical 
Association  and  the  American  Board  of  Surgery. 

Surviving  are  three  daughters,  the  Misses  Catherine  W., 
Elizabeth  B.  and  Emily  T.  of  Augusta;  his  mother  of  Plainfield, 
New  Jersey;  a brother,  Paul  of  Plainfield,  New  Jersey;  two  sis- 
ters, Mrs.  Jane  Randall  and  Miss  Florence  Runyon,  both  of 
Plainfield,  New  Jersey. 


News,  Notes  and 
Announcements 

A.M.A.  Lectures  in  Clinical  Nutrition 

Colby  College  in  Waterville 
Tuesday,  November  14  — 7:30  p.m. 

Lecturer:  Dr.  Clarence  Cohn,  Director,  Division  of  Nutritional 
Sciences,  Michael  Reese  Hospital  and  Medical  Center, 
Chicago,  Illinois 

Topic:  "Some  Recent  Developments  in  Clinical  Nutrition" 

University  of  Maine  in  Orono 
Monday,  November  13  — 7:30  p.m. 

Lecturer:  Dr.  Clarence  Cohn 

Topic:  "Of  Meals  and  Men  - Obesity,  Diabetes  and  Atheroscle- 
rosis” 


Civilian  Health  and  Medical  Program 
of  Uniformed  Services 

A meeting  was  held  17  August  1967  between  Drs.  Paul  S. 
Hill,  Jr.  and  Francis  A.  Winchenbach  of  the  Maine  Medical 
Association,  Mr.  Richard  F.  Nellson,  Executive  Director  of 
the  Associated  Hospital  Service  of  Maine,  and  Brigadier  Gen- 
eral Norman  E.  Peatfield,  Executive  Director  of  OCHAMPUS, 
regarding  paying  physicians  in  Maine  under  the  "reasonable 
fee  concept." 

It  was  agreed  that  the  fiscal  administrator  will  determine 
and  pay  reasonable  charges  in  keeping  with  the  fee  concept 
developed  by  the  Social  Security  Administration  in  imple- 
menting the  Social  Security  Amendments  of  1965. 

In  determining  reasonable  charges,  the  fiscal  administrator 
shall  take  into  consideration  the  customary  charges  for  similar 
services  generally  made  by  the  source  of  care  as  well  as  the 
physicians  charges  in  the  locality  for  similar  services. 


let’s  be  specific  about  Campbell’s  Soups . . . 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 


One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265.  Camden,  N.J.  08101 
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Penicillin-Sensitive 
Staphylococci 


Beta-Hemof^ic 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

\-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K'[^ 

Potassium  Phenoxymethyl  Penicillin 


701297 


Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


> V-CILLIN  K* 

POTASSIUM  PHENOXYMrrHYt. 
PtNKIUIN  TABUYS,  U.S.P. 


Description;  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stobility  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  fr/persensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  wfiich  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistarr.ines  and  corticosteroids  for  delayed 
effects, 

Pfecaohons:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  higf 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  one 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studie; 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  o 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shoulc 
be  discontinued,  and  appropriate  measures  should  be  taken.  j 

Adverse  Reactions:  Although  serious  allergic  reactions  are  much  les: 
common  with  administration  of  oral  penicillin  than  with  intramusculo  | 
forms,  manifestations  of  penicillin  allergy  may  occur.  | 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifii 
cant  index  of  sensitization.  The  following  hypersensitivity  reaction' 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashe' 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis,-  urii 
cario;  and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  cnaphylaxij 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thronf 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  am 
are  usually  associated  with  high  parenteral  dosage.  | 

AdrYiinistration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  threii 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infant'! 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  intr 
three  doses.  j 

Beta-hemolytic  streptococcus  infections  without  associated  bar 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times  i( 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prever^ 
development  of  rheumatic  fever  and/or  other  serious  complication; 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histor, 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  unit; 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  toot, 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  bj 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  fc ' 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  do 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  mode 
ately  severe  pneumococcus  pneumonia  has  been  treated  effective! 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  prod 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  f<' 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hou. 
for  six  doses  are  recommended.  Refractory  infections  generally  respon 
to  a second  treatment  three  to  four  days  following  completion  of  tf^ 
first.  Treatment  of  gonorrhea  with  severe  complications  should  b 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  j 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  b! 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum  ii 
three  months.  ; 


How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  ' 
bottles  of  50  and  100;  and  250  mg..  (400,0000  units)  and  500  ml 
(800,000  units) , in  bottles  of  24  and  100.  j 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  P', 


5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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It  was  further  agreed  at  this  same  meeting  to  modify  the 
contract  implementing  this  concept  to  a two-party  arrange- 
ment; that  is,  between  the  Associated  Hospital  Service  of 
Maine  and  OCHAMPUS.  (OCHAMPUS  is  the  Office  for 
Civilian  Health  and  Medical  Program  of  the  Uniformed  Ser- 
vices, formerly  the  program  for  care  of  dependents  of  mem- 
bers of  the  armed  forces,  or  military  medicare.) 


Book  Review 

The  Thymus:  Experimental  and  Clinical  Studies. 
Ciba  Foundation  Symposium.  Edited  by  G.  E. 
W.  VVolstenholme,  O.B.E.,  M.A.,  F.R.C.P.,  F.I. 
HIOL.,  and  Ruth  Porter,  M.R.C.F^.  Published  by 
Little,  Brown  and  Company,  Boston,  1966.  .538 
pages.  Price,  .'i515.0(). 

Thymic  immunological  function  is  the  chief  target  of  this 
symposium.  The  subjects  discussed  include  the  structure  and 
development  of  the  thymus,  the  function  of  the  lymphocyte 
and  its  relation  to  the  thymus,  the  role  of  the  thymus  in 
cellular  and  humoral  immunity,  in  production  of  leukemias 
and  carcinogenesis,  and  the  relationship  of  the  thymus  to 
autoimmune  diseases. 

The  hypotheses  and  summaries  of  several  of  the  contributors 
will  now  be  mentioned.  Mackay  describes  the  thymus  as  a 
lympho-epithelial  organ  composed  of  a loosely  cellular  medul- 
la and  a compact  lymphoid  cortex.  The  normal  human  thymus 
contains  no  germinal  centers  and  few  plasma  cells.  In  thymic 
hyperplasia,  as  represented  by  thyrotoxicosis  there  are  usually 
many  germinal  centers.  Thymic  aplasia  is  associated  w'ith  a 
lymphopenic  subtype  of  agammaglobulinemia  and  can  be  sec- 
ondary to  malnutrition  or  severe  disease. 

Thymic  dysplasia  is  associated  with  the  presence  of  lymph 
follicles  in  the  medulla  as  seen  in  myasthenia  gravis.  These 
changes  are  thought  to  be  due  to  an  immunological  response 
to  an  antigen.  In  30%  of  patients  with  myasthenia  gravis  there 
is  an  auto-antibody  to  the  A-bands  of  skeletal  muscles.  Thy- 
momas are  associated  with  myasthenia  gravis  with  bone  mar- 
row aplasia,  and  with  adult  acquired  agammaglobulinemia. 

Clark  presents  convincing  evidence  that  in  the  mouse  thymic 
medullary  epithelial  cells  secrete  a sulfated  acid  mucopoly- 
saccharide which  is  probably  the  humoral  factor  regulating  im- 
munogenesis.  This  heat-labile,  water-soluble  material  induces 
proliferation  of  lymphocytes  in  other  lymphoid  organs.  The  ad- 
renal cortex  may  play  a regulating  role. 

Good  discusses  the  comparative  anatomy  and  physiology  of 
lymphoid  tissue  and  speculates  that  thymus-dependent  lympho- 
cytes influence  delayed  type  of  hypersensitivity  and  cellular 
immunity  in  both  chickens  and  mammals. 

Miller  stresses  the  importance  of  the  integrity  of  the  thymic 
epithelial-reticular  cells  for  the  differentiation  of  immunologic- 
ally  competent  cells  from  non-competent  precursors.  He  points 
out  that  the  thymus  plays  a central  role  in  the  development 
of  immunological  capacity.  Thymectomy  at  an  early  age  inter- 
feres with  the  normal  and  complete  development  of  the  lym- 
phoid system  and  impairs  various  immunological  capacities 
such  as  delayed  sensitivity,  homograft  rejection  and  antibody 
formation  to  some,  but  not  all,  antigens.  Thymectomy  in  adult 
life  leads  to  no  immediate  significant  impairment  of  immune 
capacity  unless  the  lymphoid  system  is  damaged  or  destroyed 
by  ionizing  irradiation  in  which  instance  the  anatomical  and 
functional  regeneration  of  this  system  is  thymus-dependent. 

Law  indicates  that  thymectomy  at  three  days  of  age  in  several 
inbred  strains  of  mice  resulted  in  a strikingly  increased  inci- 
dence of  neoplasms  following  parenteral  injections  of  various 
strains  of  virus.  He  speculates  that  cellular  immuniry  is  in- 
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Parepectolin  for  quick  relief  of  acute  diarrhea 
...soothes  colicky  pain  with  paregoric 
...consolidates  fluid  stools  with  pectin 
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Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 
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voked  against  virus  specific  tumor  in  the  intact  animal.  This 
is  absent  in  the  thymectomized  animal. 

Ford  and  Gowans  show  that  small  lymphocytes  evolve  into 
large  pyroninophilic  cells  which  in  time  produce  more  small 
lymphocytes.  The  latter  may  carry  immunological  information. 
Lymphocytes  have  to  be  confronted  with  antigen  laden  macro- 
phages in  order  to  produce  antibodies. 

Dameshek  speculates  that  so-called  immunocytes  (plasma- 
cytes,  lymphocytes,  immunoblasts ) may  proliferate  and  give 
rise  to  leukemia,  lymphosarcoma,  Hodgkin’s  disease,  multipie 
myeloma,  and  become  associated  with  abnormal  immunological 
reactions. 

Nossal  and  Mitchell  indicate  in  rat  experiments  that  toler- 
ance occurs  when  there  is  diffuse  dissemination  of  the  antigen 
around  the  whole  lymphoid  system  including  the  thymus;  im- 
munity is  associated  with  phagocytosis  and  specific  retention  of 
antigen. 

Strauss  and  van  der  Geld  speculate  that  the  concurrent  im- 
mune reactivity'  against  striated  muscle  and  thymic  epithelial 
cells  noted  in  patients  with  thymomas,  who  do  not  necessarily 
have  myasthenia  gravis,  is  a protective  mechanism  rather  than 
a cause  for  disease. 

Dr.  Burnet  summarizes:  the  thymus  is  the  center  of  lymphoid 
cell  differentiation.  Multipotential,  undifferentiated  cells  from 
the  bone  marrow,  and  elsewhere,  are  differentiated  in  the 
thymus  into  immunocytes.  At  least  95%  of  the  cells  produced 
in  the  thymus  are  destroyed  there.  Those  cells  that  emerge 
migrate  to  second-level  lymphoid  organs  and  represent  the 
main  or  only  source  for  the  introduction  of  new  immune 
patterns  into  the  organism.  Plasma  cells  are  derived  from  lym- 
phocytes. Several  hormonal  factors  are  associated  with  the 
thymus.  These  regulate  lymphopoiesis,  maintain  the  viability' 
of  the  immunocytes  which  leave  the  thymus,  and  involve  plasma 
cells. 

The  symposium  brings  thymic  immunological  function  up 
to  date  to  August  1965.  This  is  a well-written,  intellectually 
challenging  book.  The  printed  discussions  at  the  end  of  each 
paper  are  well  worth  reading  as  they  illuminate  and  unify  the 
text.  This  symposium  will  be  thoroughly  enjoyed  by  the 
immunologist  and  internist. 

Peter  F.  Lansing,  M.D. 

Augusta,  Maine  04330 


Letters  to  the  Editor 

Sept.  29,  1967 

To  the  Editor: 

I would  like  to  introduce  you  to  Maine's  Regional  Medical 
Program  for  Heart,  Stroke,  Cancer  and  Related  Diseases.  First 
of  all,  how'  did  it  come  into  being?  About  a year  and  a half 
ago  a group  of  interested  persons  including  representatives  from 
the  Maine  Medical  Association,  Maine  Osteopathic  Association, 
Maine  Hospital  Association,  Department  of  Health  and  Welfare, 
Nurses,  and  other  agencies  interested  in  the  field  of  health  along 
with  private  citizens  got  together  to  form  a new  corporation 
called.  Medical  Care  Development,  Inc.  In  a word,  the  purpose 
of  this  agency  is  to  help  in  any  way  possible  with  the  delivery 
of  high  quality  medical  care  to  all  the  citizenry  of  Maine,  with- 
out interfering  with  the  patterns,  or  the  methods  of  financing, 
of  patient  care  or  professional  practice  or  with  the  administra- 
tion of  hospitals. 

Prompting  the  formation  of  this  committee  w'as  an  enactment 
by  the  Congress  of  the  United  States  establishing  a program  for 
Heart,  Cancer,  Stroke  and  Related  Diseases,  nationwide  in  scope 
but  tailored  to  regional  needs  and  resources.  Medical  Care  De- 
velopment, Inc.  then  applied  to  the  Federal  Government  for  a 
planning  grant  for  the  State  of  Maine  as  a region  to  study  un- 
Continued  on  page  XVIII 
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met  needs  relative  to  a wide  range  of  health  concepts.  The  ap- 
plication was  approved  in  May  of  1967  under  the  name  of 
Maine’s  Regional  Medical  Program  for  Heart,  Cancer,  Stroke 
and  Related  Diseases  and  the  program  is  now  underway.  1 was 
appointed  by  the  Board  of  Directors  to  be  program  coordinator 
and  our  staff  at  the  present  moment  consists  of  George  Nilson, 
assistant  program  coordinator,  Justin  Cowger  as  the  third  mem- 
ber of  our  planning  staff  and  Mrs.  Phyllis  Simmons,  R.N.,  nurse 
consultant.  We  have  reached  the  stage  of  obtaining  some  office 
space  located  at  295  Water  Street,  Augusta  which  is  overlook- 
ing the  Kennebec  River  and  arc  in  the  process  of  getting  un- 
derway. Looking  at  the  river  for  any  length  of  time  will  make 
conservationists  of  us  all! 

Okay,  so  what  s the  point  and  what's  the  program?  The  prin- 
ciple of  the  program  simply  stated  is:  to  provide  the  medical 
professions  and  the  medical  institutions  of  this  State  a greater 
opportunity  to  make  available  to  their  p:  'ients  the  latest  ad- 
vances in  the  diagnosis  and  treatment  of  I .art  Disease,  Cancer, 
Stroke  and  Related  Diseases.  This  objective  is  to  be  accom- 
plished through  the  planning  and  establishment  of  cooperative 
arrangements  among  medical  institutions  for  linking  programs 
of  Research,  Professional  Training  and  Continuing  Education. 
It  is  hoped  that  through  this  linkage,  new  medical  knowledge 
will  be  rapidly  translated  into  high  quality  patient  care.  What 
this  means  is  that  here  is  a program  tailored  to  defining  and 
helping  to  solve  problems  in  the  whole  field  of  health  care 
existing  in  our  State.  To  accomplish  these  objectives,  the  co- 
operation and  interest  of  all  physicians  in  the  State  is  of  course 
necessary.  This  is  a physician-oriented  program  and  without 
physician  cooperation,  the  program,  in  effect,  cannot  exist. 

Our  first  objective  is  to  define  local  and  regional  needs  rela- 
tive to  high  quality  patient  care.  We  plan  to  approach  this  by 
contacting  as  many  physicians  as  possible  for  their  thoughts  on 
these  matters.  Many  areas  lie  within  the  scope  of  this  program 
such  as  coronary  care  units,  professional  education,  guest  resi- 
dency programs,  consultation  services,  medical  library  programs 
and  research  efforts,  to  name  a few. 

We  would  very  much  like  to  meet  with  each  hospital  staff 
relative  to  this  program  in  an  effort  to  explain  in  detail  what 
it  is  all  about  and,  hopefully,  engage  their  interest  and  participa- 
tion. If  this  program  has  any  interest  for  you,  and  we  certainly 
hope  that  it  does,  please  drop  us  a line  or  call  collect  622-7566 
relative  to  scheduling  a mutually  convenient  meeting. 

Manu  Chatterjee,  M.D. 

Program  Coordinator 
Maine's  Regional  Medical  Program  for 
Heart,  Cancer,  Stroke  and  Related  Diseases 
Augusta,  Maine  04330 

The  above  letter  has  been  sent  to  Chairman,  Board  of  Trus- 
tees Hospital  Administrator. 


To  the  Editor: 

The  greatest  benefits  in  medicine  would  seem  to  be  found 
in  preventive  medicine.  One  of  the  more  effective  measures  of 
prevention  of  disease  has  been  the  immunization  of  children 
and  adults.  However,  despite  often  a fine  effort,  there  seems 
to  be  confusion  as  to  status  of  immunization  in  many  indi- 
viduals with  resultant  only  partial  protection  or  total  lack  of 
protection. 

A plastic,  wallet  size  card  perhaps  like  the  one  used  in 
New  Hampshire,  but  perhaps  without  using  the  IBM  system 
as  was  used  there,  would  seem  most  helpful  particularly  in 
letting  people  know  their  needs  and  their  children's  needs. 
There  are  available  cards,  but  these  are  either  too  bulky  or  not 
durable.  A single  uniform  system  using  a wallet  size  durable 
card  would  seem  to  be  a great  aid  in  being  sure  everyone  was 
protected. 

Rowland  B.  French,  M.E 
Eastport,  Maine  04631 
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DON'T  BE  LULLED  BY 

RELATIVE  LACK  OF  FLU  LAST  WINTER. 

THIS 

WINT'ER  BE  PREPARED;  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED  - RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  Z4  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic'®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 
Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  The  Wander  Company 
Lincoln,  Nebraska  68501 


clip  and  file  under  ''flu'’ 


For  relief  of  “flu-llke"  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 
Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 


when  he  just  can’t  sleep  | 

Tuinal] 

( 

One-Half  Sodium  Amobarbit:al  and  i 
One-Half  Sodium  Secobarbital  | 
supplied  in  1%,  and  3-grain  Pulvules^l 


ITuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
ered  to  anyone  with  a history  of  porphyria,  nor  should 
hey  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

A/arning;  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
ients  with  decreased  liver  function,  since  prolongation 
if  effect  may  occur. 

\dverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
langover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation], 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage:  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (V4-3  grains]  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  . Indianapolis,  Indiana  46206 
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INFLAMMATION: 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therajjeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
he  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 

[ have  been  postulated,  although  it  is 
j quite  likely  that  there  are  more 
j similarities  than  differences  among 
1 the  various  theoretical  models.) 

; The  inflammatory  wave 
' of  destruction 

J In  this  investigation  an  injurious  in- 
I jection  of  gelatin  is  used  to  set  off  an 
j inflammatory  reaction  in  living 
i mouse  tissue.  What  follows  is  a wave 
j of  destructive  cellular  activity  that 
I comprises  the  inflammatory  re- 
•|  sponse  to  injury.  Mast  cells  (which 
i|  contain  heparin,  serotonin  and  hista- 
i;  mine)  take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 

iare  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
, gration  of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
j toxic  material.  Capillaries,  too,  take 
jup  water  and  leak  unformed  blood 
[elements,  causing  edema.  And  poly- 
Imorphonuclears,  lymphocytes  and 
iperithelial  cells  invade  the  inflamed 
isite.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fdbroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
lave  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

c:HjOh 


Hydrocortisone 


CHjOH 


Fluocinolonc  Acetonide 
(Synalar) 

□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay*"* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
pboto,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
d rocortisone  — show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay*  * also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
j Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thjmius 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current  | 
clinical  use.  | 


Worldwide 
clinica 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
j Cream  0.01%,  15  and  45  Gm.  tubes,  120 
j Gm.  jars;  for  intertriginous  or  hairy 
i sites:  Solution  0.01%,  20  cc.  and  60  cc. 

I plastic  squeeze  bottles;  for  infected  in- 
j flammatory  dermatoses:  Neo-Synalar® 

1 Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications;  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions;  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
I some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
I itching.  While  topical  steroids  have  not 
I been  reported  to  have  an  adverse  effect 
' on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
■ not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


Hcprcscntativc Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

♦Complete  bibliography  on  request. 


tExpressed  by  the  authors  as  excellent,  very  good, 
good,  complete  remission  of  inflammation,  etc. 


longed  periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects;  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A.. 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids;  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964  . 3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  publish^. 


Muoclnolone  acetonide  — an  original  steroid  From 

SYNTEXS 

LABORATOPIES  INC.,  PALO  ALTO.  CALIF. 


For  inflammatory 
dermatoses. . . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Smalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 
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a stuffy  nose 
is  no 

laughing  matter 


Before  prescribing,  see  complete  prescribing 
information  in  SKiF  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  1'^*  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


Ornade*.dem..K 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule®  Capsules 

brand  of  sustained  release  capsules 


each  one  can 
give  him  all-day 
or  all-night  relief 


Smith  Kline  & French  Laboratories 


A 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN 

brand 


7 


POLYMYXIN  B-BACITRACIN 


NEOMYCIN 

OINTMENT 


J 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y 


The  full  V4  grain  of  phenobarb  in  the  formyl^  - 

takes  the^nervbus  edge  off  the  pain 


Phenaphen 
with  Cot  oino 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate !4  gr.  (No.  2), 


V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


= the  only  leading  compound 
analgesic  that  calins 
instead  of  caffeinates 

Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation. 


and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


XXIII 


ENDORSED  BY  THE  MAINE  MEDICAL  ASSOCIATION 

For  Its  Members 


MALPRACTICE  INSURANCE 

HARTFORD  INSURANCE  GROUP 

Noyes  & Chapman 

General  Insurance 

465  Congress  St. 

Portland,  Maine 

Serving  Maine  doctors  for  over  90  years 

LAWRENCE  D.  CHAPMAN  772-2841 


k 


I 


i 


The  Utterback  Private  Hospital 

31  Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine 

Beautiful  Grounds,  Large  Rooms  with  Bath.  Mental  Health,  Care  for  the  Aged  and  Convalescent  Care. 

Reasonable  Rates 


BLUE  CROSS  AND  OTHER  INSURANCES  ARE  ACCEPTED 


ANDREW  FERGUS,  M.D. 
Diplomate,  American  Board  of 
Psychiatry 
Chief  of  Staff 

PHILIP  BLINDER,  M.D. 
Psychiatrist 
Sec.  of  Staff 


• Utilizing  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 
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From  a continuing  study  on  nasai  congestion  . . . 


made  in  U.S.A, 


B>E^FoR£  TR(AMINIC 


J2  hr.  AFTER  TRlAMlNlC. 


timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic", 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50mg.  Pyrilamine  maleate 25mg.  Pheniramine  maleate 25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  * LINCOLN,  NEBRASKA  essoi 


Unique  Nitrospan  micro-dialysis  process* 
important  dimension -TIME -to  nitroglycerin  therapy 


ivith  ^ 

riitroglycerin  b.i.d 


(lelps  decrease  frequency  and  severity  of  attacks;  often 
hcreases  exercise  tolerance.  Decreases  need  for  sub- 
ingual  nitroglycerin,  increases  patient  confidence, 
iimooth,  continuous  release  independent  of  gastrointes- 
linal  functions  reduces  headache  and  other  side  effects 
I'tat  might  result  from  peak  concentrations  of  tablet  or 
jitermittent-release  preparations. 

iidication  and  Dosage:  For  prophylactic  use  only  in  an- 
!ina  pectoris,  1 capsule  every  12  hours.  Precautions:  For 
rophylaxis  only,  not  for  relief  of  acute  anginal  attacks, 
olerance  to  nitrites  may  develop  on  long-continued  use. 
contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
■‘arly  myocardial  infarction.  Side  Effects:  With  use  of 
itrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


'The  micro-dialysis  celi.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


^NITROSFV^ 

nitroglycerin 


brand  of 


2.5  mg.  in  micro-dialysis  cells 


^ For  a starter  supply  of  NITROSPAN,  write^USVPHARMACEUTICALCORPORATION^JOOS^ 
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ABBOTT 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


lA 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 


Once  a day,  every  day 


ENDURON* 

MEIHyCLOTHIAZIDE 


iiiincu) 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

JJ 

JJ  J 

JJJJ 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmony!®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL! 

MEIHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLDTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


DAILY 

DOSAGE 

Minimum 

Usual 

Intermediate 

Maximum 

RANGE 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

5 mg.  methyclothiazide 
0.25  mg.  deserpidine 

7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 

10  mg.  methyclothiazide 
0.5  mg.  deserpidine 

DAILY 

DOSAGE 

RANGE 

J 

2.5  mg.  methyclothiazide 

u 

5 mg.  methyclothiazide 

D J 

7.5  mg.  methyclothiazide 

‘'1  I \ 

10  mg.  methyclothiazide 

0.25  mg.  deserpidine 

0.5  mg.  deserpidine 

0.75  mg.  deserpidine 

1 mg.  deserpidine 

See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance. ’-2 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 

Once  a day,  every  day 

EUTONYi: 

PARGYLINE  HyOROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

-r-v 

DOSAGE 

RANGE 

..J 

y ^ ^ ^ 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg 

7.  Brest,  A.  N.,  et  a/..  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  In  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment ) was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 

Once  a day,  every  day 

EUTRON” 

PARGYLINE  HYDROCHLORIDE  25  MG. 

WITH  METHYCLOTHIAZIDE  5 MG. 


Minimum 

Usual  starting 

Intermediate 

; Maximum 

DAILY 

DOSAGE 

RANGE 

12.5  mg.  pargyline 

25  mg.  pargyline 

37.5  mg.  pargyline 

• 50  mg.  pargyline 

hydrochloride  and  2.5  mg. 

hydrochloride  and  5 mg. 

hydrochloride  and  7.5  mg.  I hydrochloride  and  10  mg. 

methyclothiazide 

methyclothiazide 

methyclothiazide 

; methyclothiazide 

See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON 


ENDURONYL 


METHyClOT8l«2IDE 


Each  tablet  contains 
Methyclothiazide  5 mg,  with 
Deserpidine  0,25  mg,  or  0,5  mg. 


Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension,  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides, 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended, Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been;  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanoed 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
("low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude; anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYL 


EUTRON™ 


PAICnlNE  HVDROCHLOIIIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  In 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  ("low  salt”  syndrome). 

Reported  thiazide  reactions  also  Include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  h ave  to  measure  up  to  th  e same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  j)eople  say  about  as|urin. 
Namely:  since  all  aspirin  is  at  least  supjiosed  to 
come  up  to  certain  required  standards,  then  all 
as])irin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
as])irin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn’t  so. 

\ou  might  also  say  that  all  registered  nurses 
aren't  alike,  either. 


BAYER  .1 

CHILji>RIEN  )| 

L lttW  I 


“George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o clocks 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVlHISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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REPORT#  7 


Insure  Prompt  Claim  Processing 

In  order  to  insure  the  prompt  processing  of  claims, 
please  take  an  extra  minute  to  be  sure  the  following 
information  is  shown: 

1 . Contract  k:  group  numbers 

2.  Dates  of  services 

3.  Physician’s  charge  not  the  scheduled  fee 

4.  Physician’s  signature 

5.  Sidjscriber’s  or  spouse’s  signature 


Recommend 


With  Over  800 
Participating  MDs 


ASSOCIATED  HOSPITAL  SERVICE  OF  MAINE 
509  FOREST  AVENUE 
PORTLAND,  MAINE  04 10 1 


A BLUE  SHIELD  REPORT  to  DOCTORSI 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes!  Arthritis^  and  Peripheral  Vascular  Disorders^ 


now  •••  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


TM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information;  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.;  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 


When  the 
agitated  geriatric 
disrupts  the 
home... 

His  teen-age 
granddaughter 
won’t  invite 
friends 
home 
because 
of  his 
outbursts 


for  moderate  to  severe  anxiety 

MeUaril' 

(thioridazine) 
25  mg.  t.Ld»A 


SANDOZ 


His  slovenly  room 
and  habits  create 
^ more  tension. 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him.” 


See  following  page  for  prescribing  information. 


When  the  agitated  geriatric 
disrupts  the  home... 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe  . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 

MellariF 

(thioridazine)  a 
25  mg.  t.i.d. 

/zL^^  \\ 

SANDOZ 


Tiujdiiane 


• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tabid  contains: 

Potassium  Iodide 19.')  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution;  May  bcliabit  f., ruling.  . . 21  lUg. 

Ephedrine  HCl 16  mg. 

FEDFR.riL  L.^\V  PROHIBITS 
DISPENSING  WEITIOUT  PRESCRIP  HON 


Precautions;  Usual  for  arninophylline-cphedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications;  tuberculosis,  pregnancy. 

DOS.4GE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  tOOO  tablets. 

MUDRANE  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  w'eight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  w'ho  think  they  cannot  swal- 
low' tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRE.SS  & CO.,  INC. 

RICHMOND,  VIRGINI,\  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


EMPHYSEMA 


dntions:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
's ve  organisms. 


iHfects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
onal  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
)philia,  reversible  subjective  visual  disturbances  (overbrightness  of 
change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
acuity  and  double  vision),  and  reversible  photosensitivity  reactions, 
d overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
onvulsions  in  a few  patients. 


Jtlons:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
uring  prolonged  treatment.  Pending  further  experience,  like  most 
(therapeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
gnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
> impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
cijed  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
essary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
acjn  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
Jits  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
I supervision  of  a physician.  Bacterial  resistance  may  develop. 


he  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
i3'  nt  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
Isoositive  reaction. 


e:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
lilSfor  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  Is  indicated, 
e >sage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
ipKimalely  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
vivd  doses.  The  dosage  recommended  above  for  adults  and  children 
loil  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
(yician.  Until  further  experience  is  gained.  Infants  under  1 month 
not  be  treated  with  the  drug. 

OTjupplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
'err  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
Jtt ; of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

ehsnces:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
sqiist.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
ntiicrobial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
ocly  for  Microbiology,  1965,  p.  722. 


1^7/i^rop 


Viihrop  Laboratories,  New  York,  N.  Y.  10016 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 

NegGram’ 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  In 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.^ 


:|=As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


Tears 
without 
grief 

l \ Crying  Spells-psychic  tension 
! with  depressive  symptoms  ? 

“I  do7i’t  know  what’s  the  viatter 
with  y)ie  lately  ...I  cry  and  I cry... 
andl  really  don  t know  why  I do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself.  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
Valium  (diazepam)  tor  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  %ur  patient 

ability  toVunction.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 


needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  hazardous  procedures  reijuiring  complete  men- 
tal alertness  or  physical  coordination.  Driving  during  therapy, 
not  recommended.  In  general, concurrent  use  with  other  psycho-' 
tropic  agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects  — 
particularly  with  known  compounds  which  may  potentiate  ac- 
tion of  Valium  (diazepam),  such  as  phenothiazines,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres- 
sants. Safe  use  in  pregnancy  not  established.  Kmploy  usual 
precautions  In  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects:  Side  effects  (usu- 
ally dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache,  in- 
continence, slurred 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCl. 

Dosage : dJa/tj-.-  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  1C 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  21 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  witi 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatru 
-patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needec 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg' 
bottles  of  SO  and  500.  I 

Roche  Laboratories,  Division  of  Hoffmann-La  Roche  Inc.  j 
Nutley,  N.J.  07110  ] 


(diazepam)  Roche® 


Valiunr 


nsejiil for  the  relief  of 
psychie  tension  with  associated 
depressive  symptoms 
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Among  the  adjuncts  to  the  physician’s  skill 


Darvon®  Compound-65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to  the  medical  profession  upon  request. 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^’ 


References: 
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Frykman,  H.  H.:  Minn. 
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D.  J.:  N.Y.  State  Jour. 
iMed.,  58:2672-2673, 
August  1958.  (6) 
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December  1963.  (7) 
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Levine,  W.  I.:  Oral 
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November  1965. 


No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 
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DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 


the  defoaming  action  of  simethicone— \o  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Division  of /ATLAS  CHEMICAL  INDUSTRIES.  INC.  / Pasadena,  Calif. 
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Ill 

chronic 

illness 


B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-solnble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STUESSCAPS  capsules,  con- 
taining therapeutic  (piantitics  of  vitamins  B and  C,  are  iormnlated  to  meet  the 
increased  metabolic  demands  of  patients  w ith  pln  siologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCJAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  (Riboflavin)  10  mg 

Vitamin  06  (Pyridoxlne  HCI)  2 mg 

Vitamin  0,2  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ''reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pear!  River,  New  York 


Dulcolax* 

)isacodyl 


•ew  drugs  work  as  predictably 
IS  Dulcolax.You  can  expect 
at  when  your  office  patient 
kes  Dulcoiax  at  home,  it  wiil 
>e  as  effective  as  you  said  it 
vould  be.Your  patient  will  be 
iratified.too. 

'he  reliability  of  Dulcolax 
items  from  its  unique  mode  of 
iction.  The  drug  works 
lirectly  on  nerve  endings  in 
he  colonic  mucosa,  producing 
lormal  peristalsis  throughout 
he  large  intestine.  It  does 
lot  rely  on  systemic  absorption 
or  its  effect. 

'his  reiiable  action  provides 
)rompt  relief  of  constipation, 
taiso  makes  Dulcolax  par- 


ticularly useful  forpreppingthe 
bowel  for  special  procedures. 
In  short,  it  makes  Dulcolax 
ideal  for  your  office  practice. 


Dulcolax  acts  so  surely  that  the  time  of  evacuation  can  often  be 
closely  predicted,  Dulcolax  tablets  taken  at  night  almost  invariably 
result  in  a bowel  movement  soon  after  waking  the  following  morning. 
Dulcolax  suppositories  generally  work  in  15  to  20  minutes,  almost 
always  within  the  hour. 


sneral  Dosage  Information:  Adults:  When  an  ordinary  laxative  effect  severely  constipated  persons.  High  dosage  may  result  in  loose, 

. desired.  1 to  3 tablets  or  1 suppository  usually  suffices.  Tablets  unformed  stools.  Contraindication:  Contraindicated  only  in  acute  sur- 

iust  be  swallowed  whole,  not  chewed  or  crushed,  and  should  not  be  gical  abdomen.  Availability:  Tablets  (5  mg.)  and  suppositories  (10  mg,). 

;ken  within  one  hour  of  antacids  or  milk.  Children:  1 or  2 tablets.  By  prescription  or  recommendation, 

spending  on  age  and  severity  of  condition.  Tablets  must  not  be  given 

■ a child  too  young  to  swallow  them  whole.  For  infants  and  children  Under  license  from  Boehringer  Ingelheim  G.m.b.H. 

ider  2 years  of  age,  half  a suppository  is  usually  effective.  Above  this 

'le  a whole  suppository  is  usually  advisable.  Side  Effects:  As  with  any  Geigy  Pharmaceuticals  ^ 

xative,  abdominal  cramps  are  occasionally  noted,  particularly  in  Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.Y. 


'EMPIRIN’® COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 

Each  tablet  contains;  Codeine  Phosphate  gr.  Vi  (Warning- May  be  habit  forming), 

Phenacetin  gr.  21-2,  Aspirin  gr.  3Vi,  Caffeine  gr.  Vi. 

I Despite  introduction  of  synthetic  substitutes,  efficacy  of  Empirin 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  iNC.,Tuckahoe,  N.Y. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  O.OSmg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications:  Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings : Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  v^ell  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidence 
in  patients  receiving  oral  contracep-i 
tives : nausea,  vomiting,  gastrointes-i 
tinal  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema,j 
chloasma  or  melasma,  breast  change^ 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects  | 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  and 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  function 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  in 
FBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T’ 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC., PALO  ALTO.  CALIF. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous— with  Spinn- 

Spinnbarkeit  (stretchability)  of  IS  to  20  cm.  barkeit  of  1 cm.  or  less. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


Untreated  Patient 


Norinyl-1  Patient 


NonnyFl 

^tablets 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Synalarp.or^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Injormalion 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0252  — 3,15  and  60  Cm.  tubes  and  425 
Cm.  jars.  Cream  0.012  — 15,  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.012  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  1 5 and 
60  Gm.  tubes.  Neo- Synalar*  (neomycin  sulfate 
0,52  [0.332  neomycin  base],  fluocinolone  acetonide 
0.0232)  Cream  — 5,13  and  60  Gm.  tubes. 


fluocinolone  ecetomde  — an  original  eteroid  from 
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This  Syntex  man  serves  the  physician 


JOHN  PERRONl 
Derry,  New  Hampshire 
432-3509 
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VIII 


From  a continuing  study  on  nasal  congestion  . . . 


gEFORe  triaminic 

\^(»R 


z HR. after,  triaminic 
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timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic", 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride 50mg.  Pyrilamine  maleate 25mg.  Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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ABBOTT 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 

Once  a day,  every  day 

ENDURON* 

METHYCLOIHIAZIOE 


«IHTClO 


DAILY 

DOSAGE 

Minimum 

Usual 

Intermediate 

Maximum 

i ^ 
J_J 

Ji 

ii 

m 

RANGE 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 

shift  to  Enduronyl 

1 ABBOTT  1 

The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®'),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL* 

METHYCLOIHIAZIDE  b MG.  WITH  DESERPIDINE  0.25  MG. 


ENDURONYL  FORTE 

METHYCLOIHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 


Usual 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


F 

!. 


2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 


5 mg.  methyclothiazide 
0.25  mg.  deserpidine 


7.5  mg.  methyclothiazide  ! 10  mg.  methyclothiazide 

0.375  mg.  deserpidine  ; 0.5  mg.  deserpidine 


DAILY 

DOSAGE 

RANGE 


J 

2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 


5 mg.  methyclothiazide 
0.5  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance. 


In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 

Once  a day,  every  day 

EUTONYi: 

PARGYLINE  HYDROCHLORIDE 


- PWC'llIf 
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Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

TV 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg 

1.  Brest,  A.  N.,  et  a!..  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


■ The  combining  of  Eutonyl  and  Enduron  in  Eu- 
i tron  permits  a significantly  greater  antihyper- 
I tensive  effect  than  with  either  agent  used 
:i  alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 


/j  A significant  finding  in  clinical  trials  was  the 
i!  drug’s  action  in  lowering  blood  pressure  to 
ii  nearly  equal  levels  in  all  body  positions.  Total 
I-  average  spread  between  standing  and  recum- 
i bent  readings  (after  treatment  ) was  only  7/4 
i|  mm.  Hg. 


l|  Thus,  in  your  moderate  to  severe  cases,  Eutron 
ifi  affords  a usually  smooth  course  of  therapy, 
tt  often  with  reduced  likelihood  of  orthostatic  ef- 
3 fects.  (The  usual  precautions  against  rising 
«!  suddenly,  of  course,  will  always  apply.)  And, 
(I  because  of  the  thiazide  component,  Eutron 
i!  may  be  used  in  the  presence  of  congestive 
ri  heart  failure. 


“J  Once  a day,  every  day 

! EUTRON” 

'.!  PARGYLINE  HYDROCHLORIDE  25  MG. 
WITH  METHYCLOTHIAZIDE  5 MG. 


I 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 


TM— Trademark 


707075-R 


ENDURON  ENDURONYL 

niEiHreniHwnt  Each  tablet  contains 

Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused,  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
(“low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYL 


EUTRON™ 


FMCniNE  HniOCHlORIEIE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  'A 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Cl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been;  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt"  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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^nitroglycerin  b.i.d 


Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension -TIME -to  nitroglycerin  therapy 


'elps  decrease  frequency  and  severity  of  attacks;  often 
icreases  exercise  tolerance.  Decreases  need  for  sub- 
ngual  nitroglycerin,  increases  patient  confidence, 
imooth,  continuous  release  independent  of  gastrointes- 
inal  functions  reduces  headache  and  other  side  effects 
liat  might  result  from  peak  concentrations  of  tablet  or 
jitermittent-release  preparations. 

jidication  and  Dosage:  For  prophylactic  use  only  in  an- 
ina  pectoris,  1 capsule  every  12  hours.  Precautions:  For 
Irophylaxis  only,  not  for  relief  of  acute  anginal  attacks, 
blerance  to  nitrites  may  develop  on  long-continued  use. 
lontraindications:  Idiosyncrasy  to  nitroglycerin,  and 
drly  myocardial  infarction.  Side  Effects:  With  use  of 
'itrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


"The  micro-dialysis  cell.  Nitrospan’s  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


^ITROSnVN 

....nitroglycerin 


2.5  mg.  in  micro-dialysis  cells 

For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 
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Drixoral^” 


we  know 
that  you  won^t 
be  convinced 
until  you  try 
Drixoral 
yourself 


More  details 
on  DHxoral  and 
this  mechanical  man 
next  month. 


Ian  paga  ot  advartlaamant  lor  clinical  conaldarallona. 


Most  oral  decongestants  produce  adequate  or  good  results 
in  most  patients  with  rhinitis  and  other  U.R.I.  disorders. 

An  oral  decongestant's  bid  for  superiority 
must  be  justified  by  a demonstrated  increase  in  excellent 
results  in  more  patients.  And  that  is  exactly  what 
double-blind  and  crossover  studies  have  indicated 
about  a coming  entry  Into  the  oral  decongestant  field  from  Sobering 


Next  month,  you  will  be  able  to  prescribe 
DRIXORAL  Sustained-Action  Tablets  twice  daily  for 
24-hour  relief  of  upper  respiratory  mucosal  congestion 
in  seasonal  and  perennial  nasal  allergies,  acute 
rhinitis  and  rhinosinusitis,  acute  and  subacute  sinusitis, 
eustachian  tube  blockage,  and  secretory  otitis  media. 


available 
from  Schering 
next  month 
Drixoral" 

Sustained-Action  Tablets 
brand  of  dexbrompheniramine  maleate 
and  d-isoephedrine  sulfate 

Each  tablet  contains 
dexbrompheniramine  maleate  6 mg., 
and  d-isoephedrine  sulfate  120  mg. 

hut  you  can 
try  it 
sooner 
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CHAMPUS  On  Prevailing  Fee  Basis 

Services  rendered  from  Xo\einber  I,  1967  on 
under  CHAMPUS  (Civilian  Healtli  and  Medical 
Program  oi  the  Unilorined  Services)  are  being  paid 
on  a “nsnal-ensLomary-prevailing  tee”  basis.  Con- 
,se(|nently,  be  sure  regnlar  charges,  not  lee  schedule 
amounts,  are  shown  on  the  claims. 


ASSOCIATED  HOSPITAL  SERVICE  OF  MAINE 
509  FOREST  AVENUE 


PORTLAND,  MAINE  04101 


Recommend 


With  Over  800 
Participating  MDs 


I 


Schering 

introduces 

Drixoral" 


Double-blind 
and  crossover  studies* 
show  superior  results 
with  an 

oral  decongestant, 
but... 


See  last  page  of  advertisement  lor  clinical  considerations. 


previous  page 
for  special 
pre-introductory 
sample  offer  for 
New  Drixoral " 

Sustained-Action  Tablets 
brand  of  dexbrompheniramine  maleate 
and  d-isoephedrine  sulfate 

Each  tablet  contains  dexbrompheniramine  maleate  6 mg., 
and  d-isoephedrine  sulfate  120  mg. 

Clinical  considerations:  Contraindications— DRIXOHAL  should 
not  be  given  to  children  under  12  years  of  age.  Until  animal 
studies  support  the  safety  of  this  preparation  for  use  during 
gestation,  DRIXORAL  should  not  be  administered  to  preg- 
nant women.  Precaufrons  — Although  isoephedrine  causes 
practically  no  pressor  effect  in  normotensive  individuals,  it 
should  be  used  with  caution  in  patients  with  hypertension, 
coronary  artery  disease  and  hyperthyroidism.  Dexbromphenir- 
amine maleate  may  cause  infrequent  and  usually  mild  drows- 
iness; should  this  occur,  the  patient  should  not  engage  in 
mechanical  operations  that  require  alertness.  Side  efiects  — 

Mild  drowsiness  has  been  observed  in  occasional  patients 
receiving  DRIXORAL.  Although  very  infrequent  complaints 
suggestive  of  sympathomimetic  side  effects  have  been  noted, 
possible  side  effects  of  sympathomimetic  origin  include  anxi- 
ety, tension,  restlessness,  nervousness,  tremor,  weakness, 
insomnia,  headache,  palpitation,  tachycardia,  angina,  eleva- 
tion of  blood  pressure,  swealing,  mydriasis,  anorexia,  nau- 
sea, vomiting,  dizziness,  constipation,  and  dysuria  due  to 
vesical  sphincter  spasm.  For  more  complete  details,  consult 
package  insert  or  Schering  literature  available  from  your 
Schering  Representative  or  Medical  Services  Department, 

Union,  New  Jersey  07083. 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

A ristocorf  Topical 

Triamcinolone  Acetonide 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  he  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  strreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established. Thus, do  notuse  in  largeamounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Cm.  and  15  Cm.  tubes  and  Va  lb.  jars. 

PHOTOGRAPHS  COURTCSY  OF  M.  M.  NIERMAN,  M.O. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 
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Parathyroiel  Function 
Mentally  Retarded  Children 

Erlinda  C Roldan, 


Studies  In 
With  Convulsions* 

M.D.** 


Convulsions  have  always  puzzled  both  lay  persons  and 
students  of  medical  science  and  have  been  responsible 
for  a great  amount  of  research  work.  Controversy  about 
its  etiology  has  raged  for  a long  time  in  the  past  and  at 
present  despite  recent  advances  in  the  understanding  of 
this  subject,  workers  in  this  field  could  still  not  definite- 
ly boast  of  a cure,  even  with  the  innumerable  drugs  at 
their  command. 

No  more  hopeless  and  depressing  a situation  could 
beset  the  parents  and  perhaps  the  physician,  too,  to  find 
out  that  the  child  besides  being  mentally  retarded  has 
convulsions  as  well.  The  importance  of  seizures  as  a 
cause  of  further  deterioration  of  the  intellect  is  being 
hailed  with  more  recognition  at  the  present  time  and 
there  are  also  scattered  reports  incriminating  seizures 
as  cause  of  death.  With  these  problems  in  mind,  the 
clinician  should  make  an  attempt  to  find  the  explanation 
for  the  variability  in  the  response  of  patients  to  therapy 
- why  one  responds  while  the  other  does  not.  Are  there 
some  inaccuracies  in  the  diagnosis  or  is  there  some  other 
factor  that  has  not  been  discovered? 

During  the  past  few  years,  emphasis  has  been  placed 
on  a well-known  but  perplexing  problem  — - that  of  pa- 
rathyroid insufficiency.  Case  reports  abounding  in  the  lit- 
erature have  suggested  the  association  between  convul- 
sions and  hypoparathyroidism,  idiopathic  or  postopera- 
tive and  many  investigations  have  demonstrated  that  it 
is  not  a mere  association  but  that  a low  serum  calcium 
concentration  could  induce  a seizure  in  a person  already 

*From  the  Department  of  Research,  Pineland  Hospital  and 
Training  Center,  Pownal,  Maine  04069  (Peter  W.  Bowman, 
M.D.,  Director). 

* ‘Director,  Pediatric  Service,  Pineland  Hospital  and  Training 
Center,  Pownal,  Maine  04069- 


predisposed  to  epilepsy.'  They  have  attempted  to  eluci- 
date biochemical  and  physiological  mechanisms  by  which 
hypoparathyroidism  could  provoke  a true  seizure  be- 
sides the  commonly  known  manifestation  of  hypocal- 
cemic  "tetany.”  It  is  not  within  the  scope  of  this  paper 
to  discuss  such  biochemical  and  physiological  mecha- 
nisms. It  would  be  worth  noting  in  passing  that  very 
often,  patients  with  seizures  are  treated  for  years  with 
one  or  more  anticonvulsants  before  the  metabolic  cause 
is  unravelled;  many  present  an  array  of  symptoms  and 
signs  so  bizarre  that  the  true  diagnosis  remains  unsus- 
pected for  long  periods. 

The  purpose  of  this  communication  is  to  present  the 
results  of  studies  done  to  determine  the  presence  of  para- 
thyroid hypofunction  in  mental  retardates  with  convul- 
sions. We  had  no  definite  clinical  reasons  to  think  that 
these  patients  had  an  uncommon  endocrinopathy.  How- 
ever, the  study  was  undertaken  because  a high  proportion 
of  the  previously  reported  cases  were  not  suspected  clin- 
ically either.  Some  patients  in  our  study  group  did  not 
respond  to  adequate  doses  of  drugs.  Because  of  this,  plus 
the  well-known  response  of  hypoparathyroidism  to  a 
specific  treatment,  it  was  deemed  worthwhile  to  go  on 
with  the  study. 

Materials  and  Methods 

Seventy-seven  children  (35  males  and  42  females)  ages 
ranging  from  6-16  years,  institutionalized  at  Pineland  Hospital 
and  Training  Center  ( the  only  institution  for  the  retarded  in 
the  State  of  Maine)  were  included  in  the  study.  Seventy-five 
patients  were  white,  1 was  colored  and  1 was  an  American 
Indian. 

Of  the  77  patients,  2 were  of  borderline  intelligence  ( IQ 
”0-84),  5 were  in  the  mild  range  (IQ  55-69),  13  in  moderate 
range  (IQ  40-54),  40  were  severely  retarded  (IQ  25-39)  and 
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Table  1 


Etiologic;  Factors  (Patterned  after  AAMD 
Classification,  1961)" 

Factor  Involved 

M 

F 

Unknown 

With  Structural  Reaction  Manifest 

2 

9 

With  Functional  Reaction  Manifest 

2 

1 

Prenatal  Factors 

7 

4 

Prenatal  Factors  and  Birth  Injury 

7 

2 

Birth  Injury 

5 

8 

Post-Natal  Factors 

Infections 

4 

5 

Injury 

0 

1 

Electrolyte  Imbalance 

1 

0 

Repeated  Seizures 

1 

0 

Cranial  and  Intracranial  Abnormalities 

6 

4 

Disorder  of  Metabolism 

Galactosemia 

1 

1 

Genetically  Determined 

1 

0 

Cultural-Familial 

1 

0 

Chromosomal  Aberration 

Dowm's  Syndrome 

0 

1 

Environmental  Deprivation 

2 

1 

40 

37 

Total 

77 

1^  were  considered  profound  (IQ  0-24)  (based 

on  the  AAMD 

rating ) . 

All  available  case  records  were  reviewed.  The  following 
data  were  obtained  - etiologic  factors  involved  in  the  retardation 
and/or  convulsion;  the  associated  physical  handicaps,  type  of 
seizure,  age  of  onset,  severity,  frequency  and/or  severity  of  the 
attack,  medications,  electroencephalographic  tracings  and  skull 
x-rays. 

Blood  was  drawn  from  the  77  children  in  the  fasting  state 
and  chemicals  tests  for  calcium,  total  proteins  (taken  in  con- 
junction with  calcium  levels!,  phosphorus,  alkaline  phos- 
phatase and  magnesium  were  performed  in  either  fresh  or 
quick  frozen  serum.  Calcium  w'as  determined  by  the  modifica- 
tion of  Wallach  et  al  fluorometric  method.-  Phosphorus  was 
determined  using  the  method  of  Fiske  and  Subbarow;^  alkaline 
phosphatase  by  the  method  of  Bessey,  Lowry  and  Brock.'*  Mag- 
nesium levels  though  not  a real  test  for  parathyroid  function 
were  also  obtained  because  the  manifestations  of  hypomag- 
nesemia could  mimic  that  of  calcium  deficiency.  The  method 
ol  Schachter  was  used. ' Total  proteins,  using  the  Biuret  method 
of  Kingsley’’  was  determined  in  conjunction  with  calcium  val- 
ues. 

The  chemical  analyses  were  done  by  only  one  person  and 
under  the  same  standards  and  conditions. 

Results 

The  etiologic  factors  responsible  for  the  retardation  are 
shown  in  Table  1. 

Aside  from  the  convulsive  seizures,  varied  physical  handi- 
caps were  present.  Table  2 shows  the  type  of  physical  handi- 
cap among  the  77  patients  in  this  study. 

As  shown  in  the  Table  2,  most  patients  had  more  than  one 
physical  handicap.  Minor  abnormalities  like  meatal  stenosis, 
undescended  testicles,  etc.  were  not  included. 

Type  of  Seizure  — Table  3 shows  the  type  of  convulsions. 
As  will  be  noted,  some  patients  had  more  than  one  type.  Grand 
mal  has  the  greatest  incidence.  The  exact  type  of  seizure  is  a 
very  hard  thing  to  determine.  Usually  the  information  is  ob- 
tained from  the  parents,  in  most  cases  the  mother,  who  often 
times  is  unable  to  make  any  differentiation  between  the  different 
minor  motor  seizures  and  the  other  uncommon  forms.  The 


Table  2 

Associated  Physical  Handicaps 

M 

F 

Motor  disability  alone  ( Spasticity,  athetosis,  etc.) 

0 

1 

Eye  Defects  Alone 

0 

0 

Hearing  Impairment  Alone 

0 

0 

Speech  Impairment  Alone 

7 

3 

Skeletal  Abnormalities  Alone  ( Inch  Cranial 

Anomalies ) 

4 

0 

Skin  Abnormalities  ( Large  Hemangioma ) 

1 

0 

Combined  Motor  Disability  & Speech  Impairment 

4 

5 

Combined  Motor  Disability,  Speech  Impairment 

& Skeletal  Abnormalities 

5 

5 

Combined  Motor  Disability  & Eye  Defects 

1 

4 

Combined  Hearing  & Speech  Impairment 

2 

1 

Combined  Speech  & Eye  Defect 

3 

5 

Combined  Speech  Impairment  & Skeletal 

Abnormalities 

3 

1 

Combined  Eye  Defects  & Skeletal  Abnormalities 

1 

0 

Combined  Motor  Disability,  Speech  Impairment, 

Eye  & Skeletal  Defects 

4 

3 

Combined  Speech  & Hearing  Impairment  & 

Eye  Defects 

1 

0 

Combined  Motor  Disability,  Skeletal  Abnormalities 

& Speech  & Hearing  Impairment 

0 

2 

Combined  Motor  Disability,  Speech  Impairment 

& Eye  Defects 

2 

3 

No  Abnormalities  Recorded 

2 

4 

40 

37 

Total 

77 

Table  3 

Type  of  Seizure 

Af 

F 

Grand  Mal  alone 

26 

18 

Petit  Mal  alone 

2 

1 

Combined  Grand  Mal  and  Petit  Mal 

4 

6 

Infantile  Spasms 

1 

0 

Myoclonic  Seizures 

1 

4 

Psychomotor 

0 

1 

Petit  Mal  & Myoclonic  Jerks 

1 

0 

Grand  Mal,  Petit  Mal  & Akinetic 

0 

1 

Grand  Mal  & Myoclonic 

1 

1 

Petit  Mal  Variant 

1 

0 

Non  Specific 

4 

4 

41 

36 

77 

Table  4 

Age  of  Onset  of  Seizures 

Approximate  Age  of  Onset 

Al 

F 

Infancy 

25 

21 

PreSchool  Age 

12 

10 

Later  than  pre-school  age 

4 

1 

Not  Specified 

1 

3 

42 

35 

Total 

77 

layman  could  very  well  recognize  a grand  mal 

attack; 

some 

would  be  able  to  recognize  even  a petit  mal,  though  the  latter 
is  usually  confused  with  myoclonic  jerks  or  psychomotor  at- 
tacks. In  our  study  group,  the  type  of  seizure  was  obtained 
from  the  history  of  the  social  worker  and/or  the  admitting 
physician,  from  the  report  of  the  referring  agency  or  physician 
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who  might  have  observed  a typical  attack  in  his  office  or  while 
on  a house  call,  from  the  description  of  the  building  personnel 
and  some  from  the  interpretation  of  the  EEG  tracing. 

Age  of  onset  of  seizures  - Table  4 shows  the  age  of  onset. 
This  again  is  an  objective  thing.  What  may  be  a seizure  to 
one  mother  may  not  be  to  the  father  or  to  a neighbor  or  even 
to  the  physician.  A black-out  spell  or  a terrible  temper  tan- 
trum w'ith  breath  holding  may  be  interpreted  by  the  nervous 
mother  as  an  attack. 


Table  5 


EEG  Tracings 

M 

f 

Very  abnormal  tracing 

18 

13 

Moderately  abnormal 

8 

7 

Mildly  abnormal 

4 

4 

Borderline 

7 

4 

Normal 

5 

5 

42 

33 

Total  75 


Table  6 

Blood  Levels  of  Calcium,  Proteins  (Total), 


Phosphorus,  Alkaline  Phosphatase  and  Magnesium 


Case 

So. 

•9,v 

Agt 

(,'al(  iinn 

Total 

Proteins 

{Gms.) 

Alkaline 

Ph  OS'  J*h os ph atase  Aiag- 
phoriis  (Sifima  nesium 

(Mgs.%)  Units)  (Mgs.%) 

1 

M 

12 

9.6 

7.2 

4.4 

9.8 

2.3 

2 

M 

9 

9.6 

8.0 

4.2 

5.4 

1.8 

3 

F 

91/2 

9.6 

7.6 

4.4 

8.0 

2.2 

4 

M 

121/2 

9.2 

7.4 

4.3 

9.4 

1.9 

5 

M 

8/2 

9.2 

7.0 

4.0 

10.0 

2.4 

6 

M 

8/2 

9.6 

6.9 

3.6 

8.4 

2.1 

7 

M 

9 

9.6 

7.9 

3.8 

6.9 

1.9 

8 

F 

11 

9.6 

7.6 

4.4 

4.2 

2.1 

9 

M 

8 

8.8 

7.6 

4.0 

4.3 

2.6 

10 

M 

71/2 

10.0 

7.0 

3.8 

7.2 

2.6 

11 

M 

121/2 

9.6 

7.2 

2.8 

9.2 

2.8 

12 

M 

15 

8.8 

7.8 

3.0 

7.6 

2.2 

13 

M 

11 

8.8 

7.4 

3.1 

10.8 

1.9 

14 

M 

12 

10.0 

8.2 

2.7 

4.4 

2.6 

15 

M 

13 

8.8 

7.6 

3.1 

7.0 

2.8 

16 

M 

12 

10.0 

8.0 

3.3 

10.4 

2.3 

17 

M 

12 

9.4 

7.4 

3.3 

11.7 

2.6 

18 

M 

12 

8.8 

8.2 

3.6 

9.8 

2.8 

19 

M 

151/2 

9.6 

7.6 

2.7 

6.2 

2.4 

20 

M 

61/2 

9.4 

7.0 

3.5 

6.5 

2.2 

21 

M 

71/2 

9.8 

7.9 

4.2 

5.2 

2.1 

22 

F 

111/2 

9.6 

6.6 

4.4 

8.5 

2.1 

23 

F 

13 

9.6 

7.4 

3.5 

4.9 

1.8 

24 

M 

12 

10.0 

7.4 

4.0 

7.0 

2.1 

25 

F 

1 1 

10.4 

7.2 

3.8 

8.5 

2.1 

26 

M 

10 

10.4 

7.5 

4.2 

9.0 

2.0 

11 

M 

13 

9.8 

7.4 

3.8 

9.0 

2.1 

28 

M 

15 

9.1 

7.0 

4.5 

9.4 

2.0 

29 

F 

151/2 

9.7 

7.6 

3.3 

3.1 

2.8 

30 

F 

9 

8.9 

7.4 

3.5 

6.2 

1.9 

31 

F 

9 

9.7 

7.8 

4.5 

8.0 

2.4 

32 

F 

141/2 

9.8 

8.0 

3.6 

11.4 

2.1 

33 

F 

91/2 

9.3 

6.8 

3.6 

6.7 

2.2 

34 

M 

141/2 

9.8 

7.6 

3.8 

7.4 

1.8 

35 

M 

16 

9.8 

8.5 

3.8 

7.7 

2.1 

36 

F 

12 

10.2 

7.9 

3.5 

2.8 

2.3 

37 

M 

15 

9.1 

7.6 

4.4 

8.0 

2.4 

38 

F 

10 

9.5 

7.6 

3.8 

8.0 

2.2 

39 

M 

81/2 

8.6 

7.4 

3.1 

6.0 

2.3 

40 

F 

15 

9.5 

7.4 

3.8 

3.2 

2.3 

Case 

So. 

Srx 

■ Is- 

Calciu  m 
Mgs.^/r 

'Total 
Pi  oteiris 
( a ms.) 

Alkaline 

Phos-  Phosphata'‘ 
phot  us  (Sigma 
l.\fgs//c)  Units) 

( Mag- 
n esiu m 
(■^lgs.%) 

41 

F 

141/2 

8.4 

7.0 

1.7 

3.8 

2.3 

42 

F 

11 

9.1 

7.5 

2.2 

9.4 

2.6 

43 

F 

141/2 

9.1 

7.3 

3.7 

3.3 

2.8 

44 

F 

13 

8.9 

7.8. 

3.5 

6.0 

2.3 

45 

M 

13 

8.0 

7.7  - 

7.2* 

7.7 

2.0 

46 

M 

1 1 

9.2 

6.6 

3.1 

5.2 

2.4 

47 

M 

12/2 

10.0 

7.0 

4.2 

3.1 

2.1 

48 

M 

13 

9.2 

7.4 

4.5 

6.5 

2.4 

49 

M 

10 

9.5 

7.6 

4.0 

4.5 

2.1 

50 

M 

9 

9.5 

7.9 

2.8 

9.5 

2.1 

51 

F 

11 

9.2 

7.2 

3.6 

7.0 

2.2 

52 

M 

8/2 

10.0 

7.4 

3.6 

6.6 

2.0 

53 

M 

11 

8.4 

6.6 

5.9 

4.9 

1.9 

54 

M 

12 

10.0 

7.6 

4.4 

9.5 

2.1 

55 

M 

131/2 

10.4 

7.9 

3.0 

10.1 

2.1 

56 

M 

14 

9.5 

6.8 

3.5 

5.4 

2.2 

57 

F 

11 

10.1 

6.8 

3.1 

6.9 

2.2 

58 

F 

91/2 

9.8 

7.2 

2.8 

7.9 

2.1 

59 

F 

15 

9.6 

7.9 

2.5 

4.9 

2.0 

60 

F 

12 

9.8 

7.0 

3.6 

8.4 

2.1 

61 

F 

141/2 

10.0 

7.4 

3.6 

7.6 

2.1 

62 

F 

13 

10.1 

7.2 

3 5 

9.6 

2.4 

61 

F 

151/2 

10.1 

7.3 

2.8 

3.3 

2.1 

64 

F 

13 

10.0 

7.0 

3.5 

6.2 

2.3 

65 

F 

14 

9.7 

7.1 

lA 

3.6 

2.2 

66 

F 

16 

9.7 

7.4 

2.8 

2.9 

1.9 

67 

F 

14 

9.9 

7.0 

2.8 

2.4 

2.1 

68 

F 

131/2 

9.4 

6.4 

2.8 

4.5 

2_2 

69 

F 

151/2 

9.5 

6.9 

3.3 

2.6 

2.3 

70 

F 

141/2 

9.9 

7.7 

2.8 

5.1 

2.5 

:^i 

F 

16 

9.4 

7.7 

3.3 

3.4 

2.4 

72 

F 

111/2 

9.8 

8.5 

3.8 

5.4 

2.0 

73 

M 

14 

10.1 

8.5 

3.6 

5.2 

2.2 

74 

F 

15 

10.1 

6.8 

2.8 

2.2 

2_2 

75 

M 

1 1 

10.1 

7.4 

4.1 

4.1 

2.1 

76 

M 

16 

8.7 

7.2 

4.0 

3.7 

1.9 

77 

M 

13 

9.17 

7.2 

4.0 

3.8 

2.0 

Range 

9-10 

6.9-T< 

) 2. 8-4.4  4-9 

1.9-8.5 

Mean 

9.5 

7.4 

3.6 

6.5 

2.21 

LSD. 

-0.5 

-0.5 

-.74 

-2.5 

-.25 

Published 

Norma 

1 Values 

_9-ll  _ 

6-8 

1.2-4.4  2.8-6.- 

7 2.1-2.6 

* slightly  hemolyzed 


Frequency  of  Seizures  — The  frequency  of  seizures  before 
admission  to  Pineland  Hospital  and  Training  Center  could 
not  be  ascertained  in  most  patients  and  even  at  this  institution 
only  an  approximation  could  be  arrived  at  by  the  Building 
personnel.  A patient  may  have  an  unrecorded  seizure  during 
the  day  while  at  school,  at  work  or  attending  paramedical  clin- 
ics. This  is  more  frequent  with  the  minor  motor  seizures  and 
other  rare  forms.  At  sleep,  a patient  could  even  have  a grand 
mal  seizure  without  being  noticed  by  the  night  attendants. 

Nineteen  out  of  our  cases  had  no  record  of  seizures  since 
admission.  Pour  patients  were  reported  to  have  had  seizures 
during  home  visits.  It  is  possible  that  the  mother  may  not  have 
given  the  medication  faithfully  or  there  might  have  been  an 
emotional  factor  that  could  have  triggered  the  attack. 

Five  cases  have  had  frequent  episodes  on  certain  months  of 
the  year  despite  adequate  medication.  Four  had  approximately 
2 seizures  a month  and  the  rest  only  sporadically. 

Anticonvulsant  medications  — At  the  time  of  the  drawing 
of  blood  specimens,  21  of  the  77  patients  were  not  on  medica- 
tion. The  other  patients  were  on  adequate  doses  of  either  Di- 
lantin® alone,  phenobarbital  alone  or  a combination  of  the 
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two,  Mysolinc®  alone  or  with  Dilantin,  Tridione®  alone  or 
with  phenobarbital,  Zarontin®  alone  or  with  phenabarbital. 

Electroencephalograms  — 75  out  of  77  had  EEG  tracings 
taken  shortly  after  admission.  The  results  noted  down  according 
to  the  degree  of  tracing  abnormality  are  shown  in  Table  5.  The 
5 patients  mentioned  earlier  having  frequent  seizures  despite 
adequate  medication  had  very  abnormal  tracings. 

Skull  x-rays  - 69  patients  had  skull  x-rays  taken  shortly  after 
admission  or  sometime  during  the  institutionalization.  Forty- 
three  showed  nothing  of  significance  in  the  skull  and  26  showed 
some  abnormalities  in  the  bones  of  the  calvarium  or  intracra- 
nially.  Not  one  of  the  26  who  had  abnormal  skull  x-rays 
show'ed  any  intracranial  calcihcations. 

Results  oj  chemical  analysis  of  blood  specimens  — The  blood 
levels  of  calcium,  total  protein,  phosphorus,  alkaline  phos- 
phatase and  magnesium  are  recorded  in  Table  6.  Shown  also  are 
the  range,  mean,  standard  deviation  and  published  normal  val- 
ues for  each  item  analyzed. 

Calcium  Levels  — 55  cases  or  12%  were  w'ithin  the  normal 
range  of  9-11  mg.%;  12  cases  or  15%  and  10  cases  or  13% 
were  below  and  above  the  range,  respectively.  Of  the  1 2 cases 
below'  the  range,  9 cases  were  1 S.D.  and  3 were  2 S.D.  below'. 
The  values  of  the  10  cases  above  the  range  still  were  within 
limits  of  the  published  normal. 

Total  Proteins  — This  w'as  determined  in  conjunction  with 
serum  calcium.  The  concentration  of  serum  proteins  influences 
the  level  of  calcium  in  serum  because  part  of  the  calcium  is 
associated  or  bound  to  proteins.  Of  the  77  cases,  61  or  85% 
were  within  the  range  ( 6.9-7. 9 Gms. ) 8 cases  were  below  the 
range  but  still  within  the  limits  of  the  published  normal  val- 
ues. Eight  cases  fell  above  the  range;  5 cases  were  1 S.D.  and 
3 were  2 S.D.  above  the  upper  limit. 

Phosphorus  Levels  — 67  cases  or  88%  were  within  the  range 
of  2.8  - 4.4  mg. '"7.  Five  cases  or  6%  were  below  and  5 cases 
or  6%  were  above  the  range  of  the  latter,  3 cases  were  1 S.D., 
1 was  2 S.D.  above.  Tw’o  were  almost  4 S.D.  abtjve  the  range. 
The  value  of  7.2  mg.,  the  highest  was  obtained  from  a hemo- 
lyzed  specimen. 

Alkaline  Phosphatase  Levels  — 47  cases  or  61%  were  with- 
in the  range  mentioned  in  Table  6.  Fifteen  cases  fell  below  and 
1 5 cases  above  the  range.  ( The  range  for  1 S.D.  is  4-9  Sigma 
Units).  As  shown  in  Table  6 the  published  normal'^  is  2.8  - 
6.7  Bessey  - Lowry  - Brock  or  Sigma  Units.  NeLson’s  Text- 
book of  Pediatrics  mentions  that  in  children  the  alkaline  phos- 
phatase values  utilizing  this  method  could  have  9 Sigma  Units 
as  the  maximum  value. 

Magnesium  Levels  — As  mentioned  earlier  in  the  text,  deter- 
mination of  magnesium  levels  is  not  a test  for  parathyroid 
function  but  was  included  here  because  deficiency  of  this  ion 
could  mimic  calcium  deficiency  tetany. 

Of  the  77  cases,  64  or  83%  were  within  1 S.D.  Only  3 
cases  or  4%  were  below  and  10  or  13%  were  above  the  range 
of  1.9  to  2.5  mgs.%. 

An  analysis  of  the  figures  in  the  table  revealed  no  signifi- 
cant deviations  from  the  normal. 

Discussion 

Hypoparatliyroidism,  idiopathic  or  postoperative  is  a 
somewhat  unusual  but  an  important  cause  of  convulsions. 
It  is  usually  not  suspected  because  very  often  obvious 
symptoms  of  tetany  are  minimal  or  absent.  Glaser  and 
Levy  report  that  seizures  occur  in  70%  of  cases  of  idio- 
pathic hypoparathyroidism."  Steinberg  and  Waldron  gave 
a figure  of  52%.'"  Other  authors  mention  that  about 
40%  of  hypoparathyroids  are  seen  in  clinics  because  of 
epileptic  seizures. 

The  clinical  picture  is  devious  and  varied.  Neurologi- 
cal manifestations  usually  dominate  the  picture.  Interest 


in  the  role  of  parathyroid  hypofunction  in  causing 
seizures  was  first  aroused  at  the  beginning  of  the  century. 
Westphal  ( 1901 Ehrhardt  ( 1902 ) and  Pineles  ( 1905 ) 
were  of  the  opinion  that  the  asstKiation  of  hypocalcemia 
and  epilepsy  are  not  mere  coincidence  and  Redlich 
( 1911  ) definitely  stated  that  diminished  serum  calcium 
concentration  is  the  causative  factor  of  epilepsy  in 
such  cases."  Epilepsy  as  a symptom  of  hypoparathy- 
roidism has  been  reviewed  by  Grant  (1953),  Sugar 
(1953)  and  by  Robinson,  Carmichael  and  Cummings 
( 1954).’- 

Although  grand  mal  seizures  are  the  most  common, 
other  types  of  convulsive  phenomena,  both  focal  and 
minor  have  been  described.''  Blanchard  reports  that  5 
or  12%  of  his  43  cases  had  focal  seizures.^'  A wide 
variety  of  epileptic  or  pseudoepileptic  manifestations 
occur  in  the  nature  of  minor  events  coming  within  the 
clinical  catagory  of  petit  mal  or  myoclonic  seizures. 
( Naef  and  Adle  1959).’  ’ 

The  electroencephalogram  may  be  normal  or  abnor- 
mal. Robinson  in  1959  summarized  the  EEG  findings 
- the  records  are  frequently  normal,  or  they  may  be 
episodic,  slow  waves  or  a continuous  dysrhythmia,  ( Ko- 
wallis,  1941;  Steinberg  and  Waldron,  1952;  Supthin  Al- 
bright and  McCune,  1943).'- 

In  the  cases  reported  in  the  literature,  the  response  to 
anticonvulsants  was  erratic,  varying  from  fair  to  poor 
control.  The  seizures  disappeared  only  when  the  hypo- 
parathyroidism was  controlled  by  adequate  treatment  - 
calcium  and  Vitamin  D preparation.  ( Holtz,  Beretervide 
and  associates;  Elliot,  Knospe,  Eaton  and  Hines,  Huns- 
worth  and  Marzels,  Gotta  and  Odoriz)."  Long  term 
treatment  may  result  also  in  reversion  of  the  EEG  to 
normal.’" 

From  our  study,  no  evidence  exists  for  the  presence  of 
parathyroid  dysfunction  in  our  total  patient  group.  These 
results,  however,  do  not  serve  to  refute  the  existing  opin- 
ion that  patients  with  hypoparathyroidism  have  mas- 
queraded as  epileptics  for  months  or  years  and  have  been 
treated  with  a number  of  anticonvulsants  with  no  im- 
provement. 

The  small  number  of  cases  in  this  study  plus  the  fact 
that  we  are  dealing  here  with  a mentally  retarded  popu- 
lation, could  account  for  the  results  obtained.  As  shown 
in  Table  1 in  a large  percentage  of  cases,  a definite  in- 
sult to  the  central  nervous  system  could  be  pin-pointed. 
This  same  etiologic  factor  responsible  for  the  retardation 
could  be  further  implicated  as  the  cause  of  the  convul- 
sion. 

The  results  of  this  study  make  the  clinician,  face  a 
problem  - whether  or  not  to  investigate  the  parathyroid 
function  of  all  patients  with  convulsions.  I would  never- 
theless go  along  with  Blanchard’s  statement"  that  it  is 
clinically  important  to  consider  a general  metabolic  dis- 
order as  a possible  etiology  of  seizures  since  the  under- 
lying cerebral  abnormality  may  be  untreatable  ( infarcted 
brain  tissue ) but  the  general  metabolic  processes  may  be 
readily  amenable  to  treatment. 
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Summary  and  Conclusions 

1.  Parathyroid  function  was  studied  in  77  children 
with  convulsions,  age  6-16  years  (35  males  and  42  fe- 
males), hospitalized  at  an  institution  for  the  retarded. 

Serum  calcium,  total  proteins  ( in  conjunction  with 
calcium  levels),  phosphorus,  alkaline  phosphatase  and 
magnesium  levels  were  determined. 

2.  Statistical  analysis  of  the  data  obtained  showed  no 
significant  deviations  from  the  normal  values. 

3.  The  clinical  data  of  the  77  patients  and  a review  of 
the  literature  are  presented. 

4.  Despite  the  results  which  are  contrary  to  existing 
reports,  the  author  believes  that  in  all  likelihood,  the 
possibility  of  parathyroid  insufficiency  should  be  looked 
for  in  all  groups  with  epilepsy,  especially  in  the  young, 
since  the  discovery  of  such  a condition  would  mean  sav- 
ing the  patient  from  further  mental  deterioration  and 
from  the  potential  hazards  of  prolonged  anticonvulsant 
therapy. 

Acknowledgement:  To  Mr.  Robert  Tanguay,  Biochemist  of 
the  Pineland  Hospital  and  Training  Center  for  performing  the 
laboratory  tests. 
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“The  Truth  About  Cancer” 

Hailed  as  an  important  weapon  in  saving  lives,  a newly  revised  book  about  cancer  w'as 
described  today  by  a local  spokesman  for  the  American  Cancer  Society  as  “the  best  possible 
guide  an  individual  can  have  in  protecting  himself  from  dying  of  cancer.” 

Dr.  Earnest  W.  Stein,  President  of  the  American  Cancer  Society,  Maine  Division,  said  the 
book.  The  Tiidh  About  Cancer,  by  Dr.  Charles  S.  Cameron,  has  received  the  endorsement  of 
the  American  Cancer  Society  and  has  now  been  termed  the  “definitive  work”  in  the  diagnosis 
and  treatment  of  this  disease  from  the  layman’s  point  of  view. 

Dr.  Stein  said,  “We  feel  the  public  should  be  informed  about  the  availability  of  The  Truth 
About  Cancer  because  it  has  already  been  shown  that  it  can  help  save  lives  through  alerting 
people  to  the  need  for  prompt  detection  of  cancer.” 

The  book,  published  as  a paperback  by  Collier  Books  of  New  York,  was  first  written 
twelve  years  ago  when  its  author  was  Medical  and  Scientific  Director  of  the  American  Can- 
cer Society.  He  is  now  President  of  Hahnemann  Medical  College  of  Philadelphia.  The  new 
paperback  publication  has  been  completely  revised  to  incorporate  new  information  about  re- 
search. diagnosis  and  treatment  of  cancer,  including  the  most  recent  developments  in  ciga- 
rette smoking  as  a cause  of  lung  cancer. 

It  presents  many  life-saving  facts  often  overlooked  by  the  public:  that  cancer  is  the  only 
major  disease  in  which  the  individual  alone  influences  the  outcome  to  so  great  a degree;  that 
of  all  the  leading  causes  of  death,  cancer  is  the  most  curable;  that  ignorance  of  cancer  is 
more  deadly  than  cancer  itself. 

It  was  announced  that  copies  of  the  new  paperback  would  be  available  at  book  stores,  pa- 
perback stores  and  transportation  terminal  stores. 

Dr.  Stein  said.  The  Truth  About  Cancer  is  the  newest  and  most  authoritative  book  on 
cancer  control  yet  published.  In  addition  it  is  reasonably  priced  and  therefore  within  reach 
of  millions  to  whom  cancer  may  some  day  become  a reality.” 
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Report  of  the  World  Conference  on  Smoking  and  Health 

Joseph  L.  Hasenfus* 


Introduction 

The  chairman  of  the  Maine  Interagency  Council  on 
Smoking  and  Health  had  the  valuable  experience  of  at- 
tending the  first  World  Conference  on  Smoking  and 
Health  and  through  the  medium  of  this  report  wishes 
to  share  with  you  selected  information  in  abstracted  form 
including  quotations  from  the  speeches  of  some  of  the 
notable  and  famous  persons  who  participated. 

The  conference  group  of  about  four  hundred  selected 
individuals  represented  all  areas  of  the  United  States 
and  the  following  foreign  countries:  Argentina,  Austra- 
lia, Brazil,  Canada,  Chile,  Colombia,  Czechoslovakia, 
Denmark,  England,  Finland,  France,  Greece,  Hungary, 
Iceland,  Ireland,  Israel,  Italy,  Japan,  The  Netherlands, 
Norway,  Peru,  Philippines,  Poland,  Roumania,  Scotland, 
Spain,  Sweden,  Switzerland,  Thailand,  Turkey,  West  Ger- 
many, Yugoslavia.  Included  were  scientists,  physicians, 
educators,  public  officials,  voluntary  agency  leaders  and 
others  in  leadership  roles  in  the  effort  to  contend  with 
what  numerous  speakers  referred  to  in  various  ways  as 
one  of  history’s  major  medical  and  public  health  prob- 
lems. 

At  some  later  date  an  official  publication  will  be  pro- 
duced containing  a detailed  report  of  the  conference  and 
the  recommendations  for  action  growing  out  of  it. 
Meanwhile,  it  is  strongly  urged  that  you  read  this  brief 
document  or  have  someone  in  your  system  or  organiza- 
tion read  it  because  it  surely  contains  some  concepts  or 
information  that  will  be  valuable  to  your  specific  role  in 
efforts  to  prevent  loss  of  life  and  human  misery  caused 
by  cigarette  smoking. 

As  to  method,  the  conference  comprised  numerous 
speeches  given  at  general  meetings  and  luncheons,  and 
thirteen  work  groups  which  met  separately  and  reported 
to  the  general  meeting  at  the  end  of  the  conference.  The 
reports  of  the  latter  are  to  be  reinforced  subsequently 
from  complete  recordings  of  discussions  in  all  work 
groups.  The  recommendations  of  the  work  groups  when 
finally  published  will  represent  the  most  valuable  prod- 
uct of  the  World  Conference  on  Smoking  and  Health. 

This  report  on  the  following  pages  is  in  the  form  of 
abstracted  information  and  direct  quotations  from  se- 
lected speeches  made  at  the  conference. 

Conference  Opening 

Luther  L.  Terry,  M.D.,  Chairman  of  the  World  Con- 
ference on  Smoking  and  Health,  opened  the  conference. 
H is  role  as  chairman  was  especially  appropriate  in  view 
of  the  fact  that  he  had  been  Surgeon  General  of  the 
United  States  at  the  time  of  the  1964  publication  of  the 

^Chairman,  Maine  Interagency  Council  on  Smoking  and  Pro- 
gram Director,  Maine  TB  and  Health  Assocation. 


Surgeon  General's  Report  on  Smoking  and  Health,  a 
document  acclaimed  throughout  the  world,  and  because 
of  his  present  voluntary  position  as  chairman  of  the  Na- 
tional Interagency  Council  on  Smoking  and  Health. 

Dr.  Terry  reviewed  the  key  facts  in  the  development 
of  events  leading  to  the  holding  of  this  first  World  Con- 
ference and  mentioned  two  major  objectives  for  the  de- 
liberations. "First,  there  is  the  interchange  of  informa- 
tion. We  are  here  to  compare  experiences,  to  exchange 
ideas,  and  to  report  new  medical  and  scientific  find- 
ings . . . The  second,  and  perhaps  most  important,  pur- 
pose of  this  conference  is  to  stimulate  action.  We  are 
here  to  recommend  programs  of  research  and  education 
as  well  as  programs  of  public  and  citizen  activity  to  con- 
trol the  smoking  problem  . . . Let  this  conference  be  the 
starting  point  for  a concerted  world  wide  attack  on  this 
menace  which  is  taking  far  too  great  a toll  of  world’s 
valuable  human  resources.” 

Address  by  Senator  Robert  F.  Kennedy 

Kennedy  referred  to  the  significance  of  the  gathering 
of  representatives  of  34  countries  in  terms  of  the  prob- 
lem confronting  them,  "All  of  you  face  mounting  death 
rates  from  cigarette  smoking  . . . and  all  of  you  share 
with  LIS  a distressing  lack  of  knowledge  about  how  to 
convince  people  — particularly  young  people  — not  only 
that  cigarettes  may  kill  them,  but  that  they  should  do 
something  about  it.”  He  went  on  to  enumerate  the  trag- 
ic facts  as  they  pertain  to  the  United  States,  acknowledg- 
ing that  similar  statistics  prevail  in  other  countries:  over 
a quarter  of  a million  premature  deaths  associated  with 
cigarette  smoking  annually;  eleven  million  extra  chronic 
disease  cases  due  to  cigarette  smoking;  one  third  of  all 
male  deaths  between  35  and  60  are  premature  and  asso- 
ciated with  cigarette  smoking;  death  from  lung  cancer 
increased  from  2500  in  1930  shortly  after  cigarette 
smoking  became  a national  habit  to  50,000  nowq  4000 
children  starting  to  smoke  every  day;  a million  children 
now  in  school  destined  to  die  of  lung  cancer,  if  present 
rates  continue;  28  million  people  now  living  in  the  U.S. 
will  die  prematurely  of  diseases  associated  with  cigarette 
smoking. 

He  continued,  'Every  year  cigarettes  kill  more  Amer- 
icans than  were  killed  in  World  War  I,  the  Korean 
Conflict,  and  Vietnam  combined;  nearly  as  many  as 
died  in  battle  in  World  War  II.  Each  year  cigarettes 
kill  five  times  more  Americans  than  do  traffic  accidents. 
Fung  cancer  alone  kills  as  many  as  die  on  the  road.  The 
cigarette  industry  is  peddling  a deadly  weapon.  It  is 
dealing  in  people’s  lives  for  financial  gain. 

"Cigarettes  would  have  been  banned  years  ago  were 
it  not  for  the  tremendous  economic  power  of  their  pro- 
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t ducers.  If  the  cigarette  industry's  economic  power  were 
I as  miniscule  as  that  of  the  marihuana  industry,  cigarettes 
! would  surely  be  illegal  now  and  their  sale  subject  to 
I severe  penalty  as  a health  hazard.” 
j Selected  additional  comments  by  the  Senator  included 
I his  belief  that  inroads  made  against  the  smoking  habit 
I will  be  difficult  while  the  industry  spends  $300  million 
j a year  in  advertising  efforts  to  "start  young  people  smok- 
ing and  continue  others  in  their  habit."  Action  is  needed 
I to  counteract  this  advertising  onslaught.  Self  regulation 

I and  public  responsibility  have  not  been  forthcoming 

i from  the  industry.  He  mentioned  favoring  current  fed- 

I eral  legislation  requiring  disclosure  of  tar  and  nicotine 

, content  of  cigarettes  on  the  packages  and  in  all  adver- 

: tising;  the  strengthening  of  the  warning  on  the  pack- 

, ages  to  read  \\' arning:  Cigarette  Smoking  is  Dangerous 

: to  Health  and  May  Cause  Death  From  Cancer  and  Other 

\ Diseases,  and  to  extend  this  warning  to  all  advertising 

as  well;  and  the  authorizing  of  the  Federal  Communica- 
j tions  Commission  to  regulate  the  time,  the  type,  and  the 
, volume  of  cigarette  advertising.  In  fact,  it  seemed  quite 
obvious  that  Senator  Kennecfy  believes  that  TV  advertis- 
y ing  of  cigarettes  should  be  banned, 
i In  closing  he  indicated  that  the  new  FCC  fairness  dex- 
trine pertaining  to  the  media,  radio  and  TV,  giving 
counter-balancing  time  to  the  health  aspects  of  cigarette 
smoking,  makes  it  all  the  more  important  that  we  in- 
crease our  knowledge  of  how  best  to  be  effective  with 
' anti-smoking  educational  efforts,  for  now  we  have  an 
increased  opportunity  to  apply  them. 

Address  by  "William  H.  Stewart,  M.D., 
Surgeon  General 
Public  Health  Service 

, United  States  Department  of  Health,  Education  and  Welfare 

Influencing  Smoking  Behavior 
Dr.  Stewart  referred  to  many  of  the  same  facts  men- 
tioned by  Senator  Kennedy,  so  these  will  not  be  re- 
peated here.  In  addition  he  added  the  encouraging  fact 
that  polls  taken  show  that  the  majority  of  Americans  do 
now  understand  the  dangers  of  cigarette  smoking  and 
are  looking  for  leadership  in  efforts  to  combat  it.  He  said 
that  now  "our  attention  is  focused  on  where  we  go  from 
here  ...  to  chart  a workable  course  for  reducing  the 
harmful  impact  of  cigarette  smoking  on  society  and  the 
individual  human  beings  who  comprise  it.  . . . Much  of 
our  educational  effort,  which  is  gaining  momentum  day 
by  day,  is  directed  toward  these  ends:  encouraging  the 
young  not  to  start,  and  encouraging  the  smoker  to  stop, 
jj  "But  since  it  is  quite  evident  that  we  are  not  going  to 
] succeed  totally  in  these  endeavors,  we  need  to  build  on 

i the  concept  of  reduced  dosage.  We  can  encourage  people 
, to  smoke  fewer  cigarettes.  We  can  encourage  them  to 
j smoke  less  of  each  cigarette  — a particularly  useful  point, 
since  it  is  abundantly  clear  that  the  last  one-third  of  a 
cigarette  contains  a concentrated  dose  of  the  total  tar 
and  nicotine  content.” 


Dr.  Stewart  mentioned  that  there  was  much  to  be 
done  in  the  area  of  developing  a less  harmful  cigarette, 
but  "Let  us  not  delude  anybody.  The  truly  and  totally 
safe  cigarette  is  still  far  off.  No  one  should  be  foolish 
enough  to  count  on  its  appearance  in  time  to  save  him 
from  the  consequences  of  smoking.  But  cigarettes  less 
hazardous  than  those  now  available  are  well  within 
reach.  Less  hazardous  patterns  of  smoking  are  within 
the  capability  of  every  smoker.  No  matter  how  the 
total  do.sage  is  reduced,  the  total  risk  declines  proportion- 
ately for  the  individual  and  for  society." 

He  also  commented  on  the  double  jeopardy  aspect  of 
cigarette  smoking  giving  the  example  that  "'.  . . For  the 
population  as  a whole,  cigarette  smoking  increases  the 
likelihood  of  death  by  coronary  disease  by  about  70%. 
But  for  those  who  already  suffer  from  high  blood  pres- 
sure, cigarette  smoking  jumps  the  risk  to  over  200%.” 
He  gave  another  type  of  example  with  the  case  of  peo- 
ple living  in  areas  of  high  levels  of  air  pollution.  Those 
who  suffer  respiratory  diseases  as  a result  of  the  polluted 
air  almost  always  are  the  cigarette  smokers. 

He  closed  by  referring  to  this  problem  as  "one  of  his- 
tory's greatest  challenges  to  public  health  and  preventive 
medicine." 

Daniel  Horn,  Ph.D. 

Director 

National  Clearinghouse  for  Smoking  and  Health 
Public  Health  Service 

U.S.  Department  of  Health,  Education  and  Welfare 

How  Did  Society  Get  Into  the  Cigarette  Mess? 

Why  Is  It  So  Hard  To  Find  a Way  Out? 

Horn  refers  to  cigarette  smoking  as  the  largest  single 
health  problem  about  which  we  can  do  something  im- 
mediately, but  it  isn't  easy  to  do  something  immediately 
because  the  silly  little  habit  is  complex  and  has  turned 
into  a monster.  He  says  we  are  hooked  individually  and 
as  a society.  The  individual  has  deeply  ingrained  the 
habit  and  society  has  developed  a mammouth  industry, 
a big  agricultural  crop,  tax  revenue  for  government,  and 
a gigantic  customer  of  the  communications  media. 

How  did  this  come  about?  Horn  says  that  historically 
men  have  searched  for  sustenance  and  shelter,  but  for 
pleasurable  effects  also.  In  search  for  the  latter  men  have 
experienced  with  "things  to  drink,  sniff,  smoke,  chew'  or 
swallow  - coca  leaf,  betel  nut,  tobacco,  alcohol,  mush- 
rooms, poppy,  hemp,  and  cactus  plants,  among  others. 
These  have  been  found  indeed  to  act  on  the  nervous 
system.”  People  have  gotten  drawn  to  these  substances 
and  have  become  addicted  and  habituated  to  them  and 
their  effects  have  been  variously  described  as  "palliative 
to  face  life,"  "an  antidote  to  stresses  and  fatigue,”  "es- 
cape from  reality,”  "refuge  from  physical  and  nervous 
frustrations  of  life,”  "soothes  the  nerves,”  "eases  anxiety.” 
Social,  cultural,  and  economic  forces  can  reinforce  these 
habits  or  as  with  tobacco  chewing  and  snuff  may  also  do 
the  contrary. 
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Smoking  is  gratification  behavior  but  it  is  undesirable 
because  it  can  harm  the  individual  himself,  and  place 
him  in  the  position  of  harming  others  by  his  example 
or  in  other  ways  in  which  he  may  not  fulfill  his  respon- 
sibilities. 

"The  initiation  of  smoking  and  similarly  the  cessation 
of  smoking  depend  on  cultural,  psychological,  and  social 
factors.  Essentially  four  elements  enter  into  these  be- 
haviors: 

1.  The  reasons  that  go  into  starting  - or  not  starting  - 
smoking.  Similarly,  the  reasons  for  giving  up 
smoking  - or  not  giving  it  up.  Cultural  factors  play 
an  important  role  here,  because  one’s  values  are 
critical  in  determining  the  outcome.  How  impor- 
tant is  health  to  the  individual?  How  does  smok- 
ing relate  to  other  goals  of  the  individual  that  may 
be  achieved  or  denied  if  one  smokes? 

2.  The  perception  of  the  health  threat.  We  are  only 
too  aware  of  the  many  gaps  in  knowledge  and  mis- 
conceptions that  exist  in  the  general  population  of 
smokers  about  the  nature  and  magnitude  of  the 
biological  effects  of  cigarette  smoking.  As  we  have 
shown,  not  only  must  one  be  aware  of  the  fact  that 
a threat  exists,  one  must  recognize  its  importance, 
see  it  as  personally  relevant,  and  admit  both  the 
possibility  of  stopping  and  the  value  to  be  derived 
therefrom. 

3.  The  psychological  use  to  which  smoking  is  put  . . . 
People  can  be  identified  as  using  the  cigarette  in 
one  or  more  of  the  following  . . .:  to  increase  posi- 
tive feelings  - such  as  stimulation,  sensorimotor 
manipulation,  or  pleasurable  relaxation,  to  decrease- 
negative  feelings  - that  is,  to  help  cope  with  feel- 
ings of  anxiety,  distress,  shame,  etc.;  habit  smoking 
in  which  the  ( above ) affective  component  has 
been  lost;  and  psychological  addiction  which  is  an 
organized  pattern  of  alternating  an  increase  of  posi- 
tive feelings  with  a decrease  of  negative  feelings. 

4.  Social  factors  which  facilitate  or  inhibit  either  con- 
tinuing smoking,  or  continued  success  as  a non- 
smoker.  Here  social  forces,  interpersonal  influences, 
mass  communications,  and  the  role  of  key  groups 
all  can  play  an  important  part.” 

The  above  is  a mcxiel  for  smoking  behavior  change 
about  which  Horn  has  written  before. 

"Since  the  problem  is  behavioral  in  origin,  much  of 
the  solution  will  have  to  come  from  a behavioral  ap- 
proach. The  values  that  are  important  to  nonsmoking 
must  be  stressed  over  those  which  are  met  by  smoking; 
clear  and  accurate  perception  of  the  threat  must  be 
achieved;  psychological  needs  and  gratifications  must  be 
achieved  through  appropriate  substitutes;  and  the  weight 
of  social  forces  - from  personal  forces  to  institutional 
forces  must  be  squarely  in  support  of  our  efforts. 

Our  task  with  the  cigarette  consuming  public  is  clear: 

1.  We  must  get  people  to  stop  ignoring  the  problem. 

2.  Then  we  must  get  them  to  initiate  the  action  to 
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Stop  - invest  the  energy  it  will  take  to  alter  their 
way  of  behaving. 

3.  We  must  maximize  the  short  term  success  — find 
the  ways  to  help  them  through  the  initial  period 
without  cigarettes;  find  substitute  gratifications 
without  serious  side  effects;  individualize  therapy  : 
to  the  individual’s  problem. 

4.  We  must  maximize  long-term  success  by  establish-  j 

ing  a climate  in  which  the  ex-smoker  has  no  desire  ! 
to  return  to  his  former  habits.’’  ' 

i 

I 

Richard  H.  Overholt,  M.D.  j 

Director,  Overholt  Thoracic  Clinic  ] 

Boston,  Massachusetts  | 

The  Physician  as  an  Exemplar  1 

In  discussing  the  importance  of  the  physician  giving 
health  instruction  to  his  patients  and  setting  a good  ex- 
ample for  them.  Dr.  Overholt  said,  "Doctors  individual- 
ly are  in  a unique  position  of  influence.  . . . On  a person 
to  person  basis  the  doctor  is  held  in  great  reverence.  The  [ 

relationship  between  doctor  and  patient  is  continuous.  j 

It  precedes  and  extends  beyond  periods  of  illness.  ...  j 

The  free  choice  of  an  advisor  in  matters  of  health  auto-  ' 

matically  secures  the  individual  doctor  in  this  unique  I 

and  top  position  of  influence. 

"If  the  epidemic  of  cigarette-caused  death  and  dis-  i 
ability  is  conquered,  it  will  be  a triumph  for  the  medi- 
cal profession  by  whose  example,  teaching  and  research, 
this  will  have  been  accomplished.  At  the  present  time,  j 
we  can  be  proud  that,  among  our  own  ranks,  the  rate  of 
smokers  had  dropped  significantly  and  probably  a greater 
drop  than  can  be  shown  in  any  other  profession  or  oc- 
cupational group." 

Dr.  Overholt  went  on  to  explain  that  there  is  another  j 

side  to  the  story.  He  feels  that  if  there  isn’t  success  the  ! 

blame  will  fall  on  the  medical  profession.  He  deplores  ! 

the  fact  that  in  spite  of  the  evidence  many  doctors  still  ! 

smoke  cigarettes,  setting  bad  examples  for  others;  some  | 

even  deny  the  evidence  and  comfort  the  interests  of  the  i 

cigarette  industry,  and  in  these  ways  discredit  the  whole  I 

medical  profession.  | 

Quoting  from  a previous  statement  he  had  made  at  j 

the  annual  meeting  of  the  New  York  Medical  Society  he  i 

said,  "If  we,  as  physicians,  are  to  lead  the  way  we  can  cer- 
tainly do  more  in  the  area  of  prevention  by  individual  | 
health  education  than  we  can  by  therapeutic  advice  after 
degenerative  changes  have  accumiflated.  These  steps  we 
can  take  now: 

1.  Advise  relatives,  friends,  and  patients  convincingly 
of  the  immediate  and  long-term  ill  effects  of  smok- 
ing. 

2.  Create  "no  smoking  ” areas  where  you  have  jurisdic- 
tion or  influence  such  as  in  your  own  offices,  hos- 
pitals and  clinics. 

3.  Participate  in  educational  programs  in  your  com- 
munities, particularly  schools,  church  groups,  and 
clubs. 
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4.  Set  an  example,  at  least  in  the  presence  of  patients 
and  nurses. 

"Unity  among  doctors  on  the  cigarette  issue  is  vital. 
Doctors  who  stop  smoking  will  help  most.  Those  who 
hide  their  smoking  will  help  a little.  And  tragically, 
many  of  those  who  continue  to  demonstrate  the  practice 
will  eventually  make  their  contribution  by  their  martyr- 
dom.” 

C.  M.  Fletcher,  C.B.E.,  M.D.,  F.R.C.P. 

Reader  in  Clinical  Epidemiology 
Royal  Post  Graduate  Medical  School 
London,  England 

Much  of  what  Dr.  Fletcher  presented  was  on  the  phy- 
sician level  of  interest  and  understanding,  but  for  all  of 
us  he  had  also  comments  of  value.  For  example,  after 
discussing  various  studies  in  England  relating  to  chronic 
respiratory  disease  he  explains  that  in  addition  to  inter- 
ference with  ventilatory  function  in  cigarette  smokers 
is  impairment  of  the  ability  of  the  systems  to  get  oxygen 
from  the  air  into  the  arterial  blood,  and  that  this  is  true 
even  in  young  and  apparently  undisabled  smokers.  One 
study  showed  that  a group  of  young  smokers  who  stop- 
ped smoking  shortly  showed  improvement  in  ventilatory 
function,  gas  transfer,  and  cardiovascular  performance 
on  exercise.  On  the  other  hand  in  established  cases  of 
chronic  bronchitis  and  emphysema  the  damage  done  to 
the  lungs  appears  to  be  irreversible  and  although  cough 
may  be  lessened  by  stopping  smoking  the  impairment 
of  pulmonary  function  is  not  lessened  much.  Dr.  Fletcher 
estimates  that  is  costs  the  smoker  from  6 to  12  thousand 
dollars  for  the  cigarettes  that  ultimately  cause  his  con- 
dition of  chronic  bronchitis  or  emphysema  and  an  addi- 
tional heavy  economic  burden  to  delay  the  final  outcome 
of  the  disease. 

He  closed  his  talk  with  the  following  hope,  "If  at  this 
conference  we  can  advance  our  understanding  of  how  to 
help  young  people  not  to  start  smoking  cigarettes  and 
their  elders  how  to  stop  we  shall  have  found  a way  to 
prevent  a lot  of  most  unpleasant  hawking  and  spitting, 
we  shall  have  countered  vast  misery  and  economic  loss 
due  to  recurrent  illnesses  and  we  shall  have  saved  future 
generations  of  doctors  contending  in  vain  with  the 
breathless  disability  which  is  the  distressing  prelude  to 
premature  death  in  so  many  cigarette  smokers  through- 
out the  w'orld  today.” 

Sir  George  E.  Godber 

Chief  Medical  Officer 
British  Ministry  of  Health 
London,  England 

The  British  Experience 

".  . . Most  preventive  medical  work  consists  of  one  of 
three  things:  either  trying  to  eliminate  something  from 
the  environment,  which  by  common  consent  should  not 
be  there;  trying  to  eliminate  an  infective  agent  or  to  con- 
fer on  the  great  majority  of  the  population  a specific  re- 
sistance to  that  agent;  or  trying  to  limit  disability  by 


early  diagnosis  and  treatment  or  by  full  rehabilitation  af- 
ter specific  treatment.  With  smoking  we  are  really  at- 
tempting none  of  these  things.  The  smoker  chooses  for 
his  own  gratification  to  introduce  into  his  own  personal 
micro-environment  the  agent  that  will  do  him  harm. 
What  we  are  trying  to  do  is  to  persuade  him  that  that 
voluntary  act  is  not  only  a long  term  threat  to  his  future, 
but  also  an  inducement  to  others  to  adopt  the  same  folly. 
We  are,  in  fact,  asking  for  an  almost  infinite  number  of 
acts  of  self-abnegation  so  that  a dirty  and  dangerous  hab- 
it can  be  eliminated  from  society.  . . ." 

H is  reference  to  the  fact  that  the  medical  profession, 
knowing  the  facts  about  cigarette  smoking  dangers,  has 
set  a good  example  in  stopping  the  habit  till  only  a third 
now  smoke,  contained  as  well  indication  that  the  fact  of 
the  third  who  still  do  smoke  shows  how  strong  is  the 
compulsion  for  so  many  people.  . . . Though  people  are 
becoming  informed  to  the  dangers,  they  do  not  relate 
the  immediacy  of  the  danger  to  themselves.  It  is  remote 
in  time He  referred  to  a report  by  the  Royal  Col- 

lege of  Physicians  on  this  problem  not  only  as  a good 
report  on  the  dangers  but  as  significant  because  it  was 
only  the  second  time  in  500  years  that  the  College  had 
attacked  a public  evil  of  this  kind.  .."...  we  have  been 
concentrating  on  the  relatively  remote  risk  of  death;  w'c 
ought  now  to  make  more  of  the  early  effects  and  the 
proven  benefits  of  stopping.  The  young  need  to  know 
the  damage  starts  now.” 

"One  thing  that  remains  abundantly  clear  is  that  the 
influence  of  adults,  and  especially  of  parents,  who  smoke 
is  real  even  at  this  age.  This  seems  to  me  the  worse  prob- 
lem that  faces  the  adult  smoker.  He  can  take  risks  for 
himself,  but  he  ought  to  face  the  fact  that  his  smoking 
affects  not  only  him.  It  may,  of  course,  be  offensive  to 
the  nonsmoker,  like  me,  who  happens  to  be  in  the  same 
room,  but  that  matters  little  compared  with  the  evil  ex- 
ample to  which  it  exposes  the  children  with  whom  the 
adult  is  connected  in  one  way  or  another.  It  is  never  too 
late  to  stop  smoking  for  one's  self;  it  is  never  too  early 
to  stop  smoking  for  those  one  may  influence  otherwise 
in  favor  of  it. 

"We  don't  want  just  to  limit  cigarette  smoking;  we 
want  it  to  stop.  If  we  can't  persuade  a man  to  stop  smok- 
ing, then  we  must  do  all  we  can  to  see  he  keeps  to  a 
cigar  or  pipe.  We  haven’t  got  time  to  look  for  a safer 
cigarette  and  spend  twenty  years  proving  it.  . . .” 

Louise  E.  Hock,  Ph.D. 

New  York  University 

The  School  and  Smoking 

”.  . . it  would  be  foolhardy  to  assume  that  teaching 
about  the  dangers  of  tobacco  in  the  schoolhouse  will 
have  an  appreciable  impact  on  behavior  in  the  home 
and  community.  I am  referring  ...  to  any  naive  belief 
that  formal  education  per  se  can  have  a successful 
countervailing  influence  on  a society  already  strongly 
seduced  by  the  "pleasures”  of  smoking  and  constantly 
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tempted  by  the  persuasive  blandishments  of  the  tobacco 
industry  and  its  advertising  associates  . . . nothing  less 
than  a systems  approach  to  the  problem  of  smoking  and 
health  is  needed. 

"Efforts  must  be  made  to  change  the  behavior  of 
adults,  to  modify  value  systems,  to  put  forth  appropriate 
models  and  exemplars  throughout  all  segments  of  soci- 
ety, to  influence  the  images  received  through  our  televi- 
sion media;  in  effect  to  modify  the  habits  of  an  entire 
people." 

Guiding  Principles 

1.  . . . not  merely  curriculum  but  the  entire  educative 
environment  - people,  physical  setting,  methodolo- 
gy, materials,  purpose,  all  are  important. 

2.  . . . the  development  of  understandings  that  arc- 
translated  into  attitudes  and  then  into  behavior  or 
lack  of  behavior. 

,3.  . . . avoid  preaching  or  moralizing. 

4.  "The  task  facing  the  school  must  be  viewed  as 
arduous,  continuous,  never-ending  and  inclusive  of 
kindergarten  through  high  school  and  college.  The 
relationship  between  smoking  and  health  must  be 
viewed  as  an  integral  part  of  the  .school's  curricu- 
lum and  environmental  settings  and  a lasting  part. 
There  is  no  place  for  crash  programs.  As  long  as 
cigarettes  are  manufactured,  advertised,  and  sold, 
the  task  remains.  There  can  be  no  end  to  it.  We 
must  exercise  the  same  scientific  patience  with 
which  the  scientist,  the  medical  researcher,  the 
physician  views  experiments  and  treatment. 

5.  "The  school  must  deal  with  the  task  honestly  in  all 
its  ramifications.  It  cannot  restrict  itself  to  teaching 
about  the  health  hazards,  if  it  is  to  have  any  effect. 
It  must  also  teach  about  the  role  of  industry  in 
American  life,  the  place  of  tobacco  in  our  economy, 
the  function  and  power  of  lobbying,  the  influence 
of  advertising.  Those  who  ask  the  school  to  assume 
any  responsibility  in  this  area  must  be  ready  to 
let  the  chips  fall  where  they  may  and  accept  the 
consequences.  This  means  a willingness  on  the  part 
of  physicians  and  scientists  in  a community  to  back 
the  superintendent,  the  board,  and  the  educators 
if  and  when  the  tobacco  interests  complain  about 
what  is  happening  in  the  schools.  ” 

Specific  Suggestions 

".  . . whatever  the  school  does  about  smoking  and 
health  must  be  of  an  on-going  nature,  must  pervade 
the  school  scene  and  curriculum,  must  permeate  the 
program  at  any  and  all  levels,  in  any  and  all  appropriate 
subject  areas.  There  are  no  magic  potions  - in  the  form 
of  tidy  little  teaching  units,  colorful  and  dynamic  mater- 
ials, <tr  literate  and  erudite  lectures  — that  will  do  the 
job  alone,  if  indeed  they  are  at  all  effective.  If  anything, 
I would  stress  subtlety  in  approach  - through  the  con- 
stant integration  of  content  into  all  relevant  aspects  of 
the  curriculum  and  through  consistent  actions  and  activi- 


ties throughout  the  educational  enterprise.  This  in  no 
way  suggests  that  we  be  evasive  or  indirect  in  our  treat- 
ment of  facts,  concepts,  and  understandings  . . . content 
must  be  concrete  and  direct,  but  our  message,  our  me- 
dium, our  "packaging”  must  be  "cool.  " 

Examples  are  then  given  about  how  to  integrate  facts 
and  concepts  in  the  different  subject  areas  throughout 
the  school  years  and  consideration  of  methodology  away 
from  the  didactic  and  featuring  the  problem  and  pupil 
involvement  approach. 

Sir  Austin  Bradford  Hill,  CBE,  F.R.S. 

Professor  Emeritus  of  Medical  Statistics 
University  of  London 
London,  England 

Problems  In  Conducting  Smoking  Research 

Controlled  experiments  are  not  practicable  and  per- 
haps not  ethical  as  they  pertain  to  determining  a safe 
cigarette  because  they  may  necessarily  extend  over  a 
prolonged  period  of  time  and  hence  encourage  people 
to  smoke  who  might  have  stopped.  It  will  be  necessary, 
therefore,  to  rely  upon  observation  of  what  people  choose 
to  do,  and  with  what  result. 

An  example  of  the  above  is  the  findings  of  Auerbach 
and  Hammond  in  which  it  was  shown  that  sections  from 
the  bronchial  tree  had  certain  atypical  cells  in  smokers 
and  those  cells  disintegrating  in  persons  who  had  given 
up  smoking.  A study  could  be  made  of  all  persons  com- 
ing into  autopsy  and  relating  findings  to  changed  or  un- 
changed smoking  habits. 

So  many  physicians  have  given  up  cigarettes  in  the 
last  few  years  that  a study  was  made  that  showed  that 
there  has  been  a fall  in  deaths  among  them  from  the 
cause  of  lung  cancer. 

A popular  study  would  be  that  of  determining  the 
physical  and  psychological  profiles  of  people  likely  to 
suffer  most  from  smoking.  Since  smoking  does  not  hurt 
all  people,  most  smokers  are  interested  in  being  assured 
that  they  are  not  among  those  who  will  get  lung  cancer 
or  the  other  ailments.  This  is  realistically  just  a will  o’ 
the  wisp  - there  is  no  hope  of  defining  persons  in  this 
way.  "The  underlying  factors  are  unlikely  to  be  simple 
factors.  Demographically  the  association  of  cigarette 
smoking  and  cancer  of  the  lung  has  been  shown  over 
an  almost  world-wide  range  of  genetics  and  environ- 
ments." 

"The  main  issue  today,  however,  is  how  do  we  teach 
children  not  to  start  smoking  and  how  do  we  help  to 
quit  those  of  the  adult  population  who  seek  to  do  so.  . . . 

" It  is  sometimes  said  that  we  may  induce  anxiety  in 
those  who  find  they  cannot  quit.  Has  anyone  tried  to 
find  out?  Are  those  unable  to  quit  any  more  anxious 
after  than  before  the  event?  And,  if  so,  are  we  to  sac- 
rifice to  them  those  whom  we  can  help  quit? 

"There  is  also  a good  deal  said  about  the  teaching  and 
propaganda  disturbing  equanimity  or  making  neurotics 
as  well  as  interfering  with  personal  freedom.  But  ad- 
vances in  public  health  have  always  interferred  with 
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personal  freedom.  We  make  the  public  drink  pasteurized 
milk  and  fluoridated  water.  We  insist  on  inoculations  - 
for  fear  of  disease  - and  on  driving  cars  at  prescribed 
speeds  and  curb  drills  for  children  - for  fear  of  sudden 
death.  There  is  really  no  dearth  of  precedent  whether 
by  dictation  or  education.  Is  this  problem  so  very  ex- 
ceptional.^” 

Lester  Breslow,  M.D. 

Director 

California  State  Department  of  Public  Health 
Berkeley,  California 

Results  of  Government  Action  and  Legislation; 
What  Other  Government  Action  Is  Needed? 

After  enumerating  the  various  things  government  has 
done,  reports,  educational  campaigns  directed  toward 
children  and  adults,  FCC  fairness  doctrine,  labeling  act, 
ban  on  advertising,  increase  of  taxes  on  cigarettes  but 
not  on  other  forms  of  tobacco  products,  he  goes  on  to 
say  that  government  should  get  serious  about  this  prob- 
lem if  it  regards  the  health  of  people  as  a primary  con- 
cern. 'Government  must  tackle  boldly  the  economic 
problem  of  the  cigarette  industry.  Substantial  capital  in- 
vestment and  large  scale  industrial  organizations  are  now 
committed  to  the  manufacture  and  distribution  of  ciga- 
rettes in  the  'developed'  nations;  the  'developing'  nations 
are  tending  to  follow'  this  same  pattern  as  one  of  the 
elements  of  the  'improvement  of  life.  Whether  in  capi- 
talist or  socialist  economy,  this  fact  overshadows  all 
other  considerations  in  dealing  with  the  problem  of 
cigarette  smoking. 

"The  test  of  seriousness  in  governmental  effort  to  con- 
trol cigarette  smoking,  hence,  becomes  the  extent  to 
which  governmental  economic  policy  is  committed  to 
the  prevention  of  growth  of  the  cigarette  industry  where 
it  is  not  yet  established  and  to  its  conversion  to  some- 
thing else  where  it  is  established.” 

".  . . Deliberate  serious  economic  planning  to  curtail 
the  production  and  distribution  of  cigarettes  would  go 
far  beyond  taxes  and  consumer  education,  although  both 
of  these  are  obviously  necessary.  Planning  and  action 
should  encompass  governmental  financial  aid  to  com- 
pensate for  capital  investment  in  the  cigarette  industry, 
where  necessary,  and  financial  aid  in  the  development 
of  alternate  economic  activity,  including  the  retraining 
and  relocation  of  agricultural  and  industrial  workers 
where  necessary. " 

Judith  S.  Mausner,  M.D. 

Assistant  Professor  of  Epidemiology 
Department  of  Preventive  Medicine 
Woman's  Medical  College 
Philadelphia,  Pennsylvania 

and 

Bernard  Mausner,  Ph.D. 

Professor  of  Psychology 
Beaver  College 
Glenside,  Pennsylvania 


The  Role  of  The  Physician  in  The  Control 
OF  Smoking 

".  . . the  work  of  experimental  social  psychologists  on 
attitude  change  suggests  that  influence  is  greatest  when 
the  source  is  perceived  as  being  expert  in  the  areas  rele- 
vant to  the  attitudes  under  attack.  (There  was  reference 
also  to  the  superiority  of  personal  influence  over  im- 
personal communications,  as  revealed  by  studies.)  On 
the  basis  of  both  of  these  concepts  it  seems  apparent 
that  the  physician  is  the  source  most  likely  to  influence 
people  in  matters  concerning  health,  and  that  personal 
contact  with  a physician  is  the  most  hopeful  technique 
for  inducing  change.” 

A research  project  wherein  a single  contact  with  a 
physician  produced  the  effect  of  helping  2A%  of  those 
interviewed  to  stop  smoking  was  adduced  as  evidence 
of  the  power  of  the  role’  of  the  physician  in  altering 
health  related  behavior.  If  this  is  true  it  is  encouraging. 
It  suggests  that  even  physicians  seeing  patients  with 
whom  they  have  no  continuous  relationship,  such  as 
physicians  working  in  industrial  settings  or  participating 
in  mass  screening  programs  or  health  fairs  may  play  an 
important  part  in  helping  individuals  to  reduce  their 
smoking. 

It  was  also  pointed  out  that  there  are  factors  working 
against  the  physician  acting  to  discourage  smoking. 
1.)  The  25%  who  still  smoke  will  have  various  weak- 
nesses in  this  respect.  2.)  Physicians  traditionally  have 
been  trained  to  focus  on  the  care  and  cure  of  sick  pa- 
tients rather  than  on  prevention  which  is  the  biggest 
aspect  of  this  health  problem.  3.)  Their  lack  of  training 
in  statistics  and  epidemiology  makes  them  prey,  some 
of  them,  for  the  cross  claims  of  the  tobacco  industry 
and  unable  to  effectively  transmit  to  the  patient  the 
full  force  of  statistical  evidence.  4.)  Formal  training  in 
behavioral  science  may  be  necessary  before  physicians 
generally  will  understand  the  extent  of  their  potential  in 
the  physician  - patient  relationship.  5.)  In  addition  to 
his  primary  role  the  physician  is  also  a subject  like  the 
rest  of  us  of  society  at  large  including  the  forces  which 
perpetuate  smoking. 

John  Wakefield,  Head,  Dept,  of  Social  Research 
Christie  Hospital  and  Holt  Radium  Institute 
Manchester,  England 

Changes  in  Advertising  Expenditures  and 
Smoking  Behavior  After  The  Ban  on 
Television  Advertising  in  The  United  Kingdom 
(Effective  August  1,  1965) 

The  content  of  his  paper  was  summarized  as  follows; 

1.  Loss  of  income  to  TV  companies  from  cigarette 
advertising  was  more  than  made  up  by  advertisers 
of  other  products. 

2.  Cigarette  advertising  switched  from  TV  to  the 
press,  while  on  TV  there  was  greatly  increased  ad- 
vertising of  cigars  and  pipe  tobacco.  The  latter 
were  increased  in  the  press  as  well. 
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3.  There  was  a great  increase  in  expenditure  for 
coupon  schemes  to  sell  cigarettes, 

i.  Among  males,  including  the  16  to  19  year  olds, 
there  was  an  increase  in  the  proportion  smoking 
only  cigars  and  pipes. 

5.  The  decline  in  cigarette  tobacco  consumption  by 
men  since  I960  continued  in  1965  and  1966.  Con- 
sumption by  women  rose  in  1966  after  declining 
in  1963. 

6.  The  number  of  nonsmokers  in  the  population  aged 
16  or  over  remained  the  same  (32%),  but  fell 
from  57%  to  55%  in  women. 

W.  T.  Robbins,  M.D.,  Director 

Student  Health  Service 
University  of  California 
Santa  Barbara,  California 

The  Present  Situation  in  Colleges  and 
Universities  And  A Look  At  The  Future 
His  paper  deals  in  the  beginning  with  the  reactions  of 
students  to  the  dangers  of  smoking.  They  generally  re- 
gard the  dangers  as  valid  but  remote  and  of  not  imme- 
diate concern  to  them  personally.  The  average  college 
smoker  resents  anyone  trying  to  get  him  to  stop  smoking 
but  is  very  willing  to  dissuade  the  potential  smoker  from 
beginning  to  smoke.  They  are  not  in  favor  of  legislating 
against  it.  Many  say  they  would  not  quit  if  they  could 
but  see  no  sensible  reason  for  those  who  are  not  smok- 
ers starting. 

On  college  campuses  across  the  country  there  have 
been  many  information-seeking  studies  made  of  college 
sttidents  regarding  whether  or  not  they  smoke  and  other 
related  information.  Some  broad  conclusions: 

Entering  freshmen  smoking, 

prior  to  64  — 20-30% 

1964-66  — 3-22% 

1 967  — beginning  increase 
Seniors  have  twice  as  many  smokers  as  freshmen. 
Smoking  behavior  of  friends  is  an  influence,  so  is 
money  to  btiy  the  cigarettes  . . . Students  who  smoke  do 


have  more  of  the  usual  types  of  illnesses  associated  with 
smoking  . . . The  college  population,  the  opinion  leaders 
(jf  tomorrow  do  not  anymore  than  any  other  group,  stop 
smoking  simply  because  they  can  perceive  the  dangers. 

The  key  challenge  is  to  come  up  with  a plan  that 
will  end  with  cigarette  smoking  regarded  as  a totally 
unacceptable  form  of  social  behavior.  "For  our  pur- 
poses, we  should  assume  that  a really  safe  cigarette  will 
not  be  in  general  use  in  the  foreseeable  future.” 

Other  Challenges: 

1.  Information  - Continue  to  gain  information  test- 
ing if  we  know  enough  about  why  people  smoke, 
don't  smoke,  start,  stop,  etc. 

2.  Education  - How  should  smoking  and  health  edu- 
cation best  be  presented  in  colleges.  Terry  thinks 
it  is  best  to  present  the  facts  without  preachment 
or  prohibition.  This  would  be  the  foundation  for 
decision  making  by  the  individual. 

3.  Campus  Climate  - The  suggestion  is  that  policies 
should  reflect  the  concern  of  the  administration  for 
the  health  of  the  students.  Selective  controls  are 
mentioned.  These  include  no  smoking  in  class- 
rooms, labs,  no  ashtrays,  no  vending  machines,  etc. 
Some  disagree  with  doing  anything. 

4.  Organization  — Consider  a way  of  an  organized  ap- 
proach to  reach  all  college  students  with  this  pro- 
gram. 

R.  T.  Ravenholt,  M.D.,  M.P.H.,  Director,  Population 
Service,  Office  of  the  War  on  Hunger,  Agency  for  Inter- 
national Development,  Dept,  of  Stare,  Washington,  D.C., 
in  his  talk,  included  two  comments  that  make  a good 
closing  for  this  report: 

"For  the  American  male  who  habitually  smokes  a 
pack  or  more  of  cigarettes  per  day,  tobacco  is  an  environ- 
mental hazard  equal  to  all  other  hazards  of  life  com- 
bined. 

"Teachers,  students,  and  practitioners  of  health  sci- 
ences have  a foremost  opportunity  and  duty  to  provide 
exemplar  leadership  toward  abatement  of  this  important 
environmental  hazard  to  health.” 


Let’s  be  specific  about  Campbell’s  Soups... 


and 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101 
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Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-Banthlne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 


• in  diagnosis 

• in  treatment 


Pro-Banthine«« 

propantheline  bromide 


calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Ban  thine  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthine  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph^  - repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthine.  The  duodenum 
was  intubated.  Pro-Banthine  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
uahzation  was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications:  Glaucoma  or  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg., as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rbsch,  J.,  and  Dot- 
ter,  C.  T.;  Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.;  Hypotonic  Duodenography,  Radiology, 
in  press. 


SEARLE 


For  complete  details, 
please  see  full 
Prescribing  Information. 


helps  keep  calories 
at  arm’s  length 


Preludin  is  indicated  only  as  an  anorectic  agent  in  the  treatment 
of  obesity.  It  may  be  used  In  simple  obesity  and  in  obesity 
complicated  by  diabetes,  moderate  hypertension,  or  pregnancy. 

For  use  in  pregnancy,  see  Warning. 

Dosage:  One  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one  75  mg.  Endurets® 
prolonged-action  tablet  a day,  taken  by  midmorning. 
Contraindications:  Severe  coronary  artery  disease,  hyperthyroidism, 
severe  hypertension,  nervous  instability,  and  agitated  prepsychotic 
states.  Do  not  use  with  other  CNS  stimulants,  including  MAO 
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Warning:  Do  not  use  during  first  trimester  of  pregnancy  unless 
potential  benefits  outweigh  possible  risks.  There  have  been  clinical 
reports  of  congenital  malformation,  but  causal  relationship  has  not 
been  proved.  Animal  teratogenic  studies  have  been  inconclusive. 
Precautions:  Use  with  caution  in  moderate  hypertension  and 
cardiac  decompensation.  Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have  been  reported.  In  general, 
these  cases  were  characterized  by  excessive  consumption  of  the 
drug  for  its  central  stimulant  effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood  or  behavior  changes, 
hallucinations,  or  delusions.  Do  not  exceed  recommended  dosage. 
Side  Effects:  Dryness  or  unpleasant  taste  in  the  mouth,  urticaria, 
overstimulation,  insomnia,  urinary  frequency  or  nocturia,  dizziness, 
nausea,  or  headache.  (B)R46-560-A 


Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N Y. 


Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


V-Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K'l^ 

Massium  Phenoxymethyl  Penicillin 
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Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever;  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uotion  of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis,- urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful).  [042567] 

Additional  information  available  to 
physicians  upon  request.  Ell  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Special  Article 


Drugs  — Judgment  or  Regulation? 


As  with  many  important  issues  today  the  subject  of 
so-called  "generic  dispensing”  is  clouded  with  a great 
number  of  confusing  and  conflicting  statements. 

Generic  prescribing  is  not  new  and  has  been  an  in- 
tegral part  of  prescribing  for  many,  many  years.  A drug 
usually  has  three  names:  a chemical  name,  which  has  sig- 
nificance primarily  to  the  chemist  and  other  scientists;  a 
generic  or  public  name,  which  is  somewhat  simpler  and 
has  greater  understanding  in  pharmacology,  medicine, 
and  pharmacy;  and  a trade  or  brand  name  which  conveys 
information  as  to  the  manufacturer  of  a particular  prod- 
uct. Thus  for  particular  generic  drug  entities  there  may 
exist  different  brand  names,  connoting  a difference  in  the 
method  of  manufacture,  controls  at  different  levels  of 
production,  and  a history  of  clinical  performance  charac- 
teristic of  that  particular  brand. 

A pharmaceutical  product  is  more  than  a drug,  and  the 
care,  skill  and  integrity  employed  in  its  manufacture  may 
make  all  the  difference  in  the  performance  of  that  prod- 
uct in  a patient.  There  are  those  who  would  have  us  be- 
lieve that  all  products  containing  the  same  generic  drug 
are  therapeutically  identical  but  this  is  not  true.  The 
Commissioner  of  the  Food  and  Drug  Administration  in 
recent  testimony  and  speeches  has  clearly  indicated  that 
although  he  might  like  to  give  the  assurance  that  all  drug 
products  are  clinically  equivalent,  at  this  point  in  time 
he  cannot  honestly  do  so. 

A great  deal  has  been  made  of  the  fact  that  the  gov- 
ernment buys  drugs  under  generic  names  only.  However, 
if  one  examines  the  bid  awards,  one  finds  that  an  over- 
whelming majority  of  products  are  supplied  by  brand 
name  manufacturers.  In  a recent  speech,  a representa- 
tive of  the  Defense  Personnel  Support  Center  indicated, 
"Basically,  our  problem  is  this:  chemically  equivalent 
items  are  not  necessarily  stable,  therapeutically  equivalent 
products  ...  45%  of  the  pre-award  samples  submitted 
by  the  low  bidder  last  year  failed  to  pass  our  tests.” 

The  truth  of  the  matter  is  that  the  technology  of  un- 
derstanding drug  action,  availability,  absorption,  excre- 
tion, binding,  partition  coefficient,  solubility,  enzymatic 
; interaction  and  a host  of  other  factors  is  still  in  its  in- 
1 fancy.  These  are  more  than  mere  technical  characteris- 
tics;  they  are  determinants  of  therapeutic  performance, 
r Thus  the  history  of  experience  by  the  physician  and 
j pharmacist  and  the  integrity  of  the  producer  to  produce 


drugs  which  result  in  consistently  reproducible  action  is 
the  most  reliable  guide  available  at  this  time.  Any  effort 
to  remove  the  prescription  decision  from  the  physician 
and  substitute  some  government  constituted  authority, 
is  a dangerous  proposal  which  could  be  detrimental  to 
the  health  of  the  patient  and  a serious  blow  to  high 
quality  medical  care  in  this  country. 

The  number  of  products  for  wdiich  generic  prescrib- 
ing might  result  in  savings  for  the  patients  represent 
less  than  20%  of  the  total  number  of  prescriptions  dis- 
pensed annually.  In  some  of  these  instances  the  real  sav- 
ings are  relatively  insignificant.  The  proposed  savings 
that  are  supposedly  available  have  been  wholly  exagger- 
ated. In  the  majority  of  instances  of  generic  prescrip- 
tions, it  has  been  the  policy  of  most  pharmacists  to  dis- 
pense only  those  products  which  experience  has  shown 
to  be  therapeutically  reliable  - generally  a branded  prod- 
uct. 

The  physician,  who  has  the  ultimate  responsibility  for 
the  treatment  of  the  patient,  should  be  constantly  aware 
of  the  drug  products  prescribed  and  dispensed  for  his  pa- 
tients. He  can  on  occasion,  by  consulting  with  his  phar- 
macist, select  products  in  which  a degree  of  confidence 
can  be  assured  with  some  cost  savings  resulting.  How- 
ever, an  understanding  of  all  parameters  involved  is 
essential.  There  have  been  too  many  instances  where 
patients  on  maintenance  therapy  with  such  drugs  as  anti- 
coagulants are  hospitalized  and  products  of  different 
manufacture  are  supplied  with  disturbing  and  even  life- 
threatening  results. 

Regardless  of  the  advancement  of  our  scientific  infor- 
mation, a great  deal  of  the  practice  of  medicine  and  of 
pharmacy  involves  the  use  of  professional  judgment.  Any 
artificial  barriers  which  interfere  with  the  exercise  of  this 
judgment  are  unwise  and  dangerous.  The  physician 
should  be  free  to  prescribe  the  products  which  he  deems 
best  for  his  patients.  Any  changes  in  the  medication 
should  only  come  about  after  proper  consultation  be- 
tween physician  and  pharmacist  and  only  effectuated 
with  the  consent  of  the  physician.  Those  who  seek  other 
approaches  should  make  certain  that  they  are  fully  aware 
of  the  consequences  that  may  result  and  determine 
whether  the  risks  involved  are  truly  worth  the  savings. 
In  the  best  interests  of  public  health,  we  do  not  believe 
that  they  are! 
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Dean  H.  Fisher,  M.D. 

COMMISSIONER 


State  Of  Maine 

Department  of  Health  and  Welfare 


Deficiencies  in  Maine’s  Mental  Health  Services 

John  B.  Lett* 


Maine’s  mental  health  planning  efforts  have  pointed 
out  that  in  each  planning  area  of  the  state  the  following 
are  the  most  significant  needs: 

1 . Manpower  trained  in  mental  health  professions. 

2.  Facilities  to  service  rural  areas. 

3.  Facilities  for  evaluation  and  research. 

Maine  has  a total  population  of  less  than  a million 
people.  The  more  populated  areas  are  in  the  southwest- 
ern part  of  the  state.  Portland,  Maine,  is  the  largest  city 
in  the  state,  having  about  75,000  population.  The  east- 
ern, central,  and  northern  parts  of  the  state  are  sparsely 
populated  and  distances  between  the  cities  and  towns 
are  great.  Rural  areas  have  a serious  problem  in  attract- 
ing and  retaining  well  trained  mental  health  personnel. 
Significant  advances  have  been  made  in  the  field  of  men- 
tal health  in  Maine  during  the  past  decade,  quite  natural- 
ly in  the  more  populated  areas.  Much  remains  to  be 
done  in  vast  areas  of  the  state  such  as  Aroostook  and 
'Washington  Counties. 

The  dearth  of  community  minded  psychiatrists  is  a 
serious  unmet  need  since  there  are  only  12  psychiatric 
specialists  in  private  practice  in  the  whole  state,  approxi- 
mately 10  of  whom  are  located  in  the  southern  part.  In 
all  of  northern  Maine,  with  a population  of  about  300,- 
000  people,  there  are  only  two  psychiatrists  in  private 
practice.  At  the  outset  of  planning,  psychiatric  services 
in  general  hospitals  in  Maine  were  almost  non-existent. 
Large  communities,  such  as  Bangor,  with  excellent  gen- 
eral hospitals  still  have  no  psychiatrists  on  their  staffs. 
Psychiatric  personnel  such  as  psychologists,  psychiatric 
social  workers,  and  psychiatric  nursing  personnel  follow 
the  same  pattern  of  scarcity  in  the  State. 

Our  institutions  and  our  community  clinics  for  the 
mentally  ill  have  never  acquired  a full  complement  of 
professionally  trained  psychiatric  personnel.  The  case- 
loads are  extremely  heavy  and  not  conducive  to  attracting 
and  holding  this  type  of  personnel.  The  superintendents 
of  our  larger  institutions  have  attempted  to  remedy  this 

'Mental  Health  Planner,  Bureau  of  Mental  Health,  Depart- 
ment of  Mental  Health  and  Corrections. 


problem  so  far  as  they  are  concerned  by  acquiring  the 
services  of  non-psychiatric  physicians  and  including 
them  on  the  staff  whenever  possible  and  also  by  allow- 
ing career  employees  with  necessary  aptitudes  and  intel- 
ligence. educational  leave  with  pay  in  those  professional 
classifications  which  are  most  difficult  to  recruit.  The 
continued  shortages  in  psychiatric  personnel  have  led 
many  other  more  prosperous  states  to  set  up  their  own 
training  programs  in  order  to  turn  out  a sufficient  num- 
ber of  personnel  to  fill  their  own  needs.  Maine  is  largely 
dependent  on  the  wealthier  states  for  providing  such 
trained  professional  mental  health  personnel. 

Approval  for  residencies  in  psychiatry  in  facilities 
which  have  inadequate  staffs  is  impossible  to  obtain. 
Maine  has  four  major  colleges  yet  does  not  offer  any 
graduate  educational  programs  in  the  various  fields  of 
mental  health  with  the  exception  of  a doctorate  program 
in  clinical  psychology  at  the  University  of  Maine.  There 
is  no  medical  school.  This  lack  adds  greatly  to  the  chron- 
ic problem  of  recruitment  of  mental  health  professionals. 
At  least  one-half  to  three-quarters  of  the  people  in  the 
field  of  mental  health  serving  in  our  state  institutions 
and  clinics  receive  their  education  outside  of  Maine.  The 
larger  number  who  have  attended  institutions  of  higher 
learning  outside  of  Maine  reflects  again  in  part  a lack 
of  local  professional  training  facilities.  Ninety-seven 
percent  of  the  recruitment  of  personnel  in  the  institu- 
tions and  clinics  is  done  directly  by  the  directors  in- 
volved, Advertising  in  the  professional  journals  and  per- 
sonal contact  at  professional  gatherings  are  the  chief 
means  of  attracting  personnel. 

We  suspected  that  in  the  future  developments  of  our 
comprehensive  community  mental  health  program  com- 
munity psychiatry  would  tend  to  be  developed  at  the 
expense  of  institutional  psychiatry.  We  thought  we 
could  foresee  professional  personnel  now  working  in 
state  institutions  leaving  these  institutions  for  community 
psychiatry  but  to  date  this  has  not  been  a significant 
problem. 

Maine  offers  an  average  salary  range  for  psychiatric 
and  allied  personnel.  Salaries  offered  federal  employees 
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with  similar  qualifications  are  significantly  higher  than 
state  salaries.  Therefore,  federal  installations  enjoy  full 
staffs  in  areas  where  state  facilities  are  still  seeking  help. 
Again,  it  is  economically  impossible  for  community  ser- 
vices in  rural  areas  to  offer  salaries  to  mental  health  per- 
sonnel commensurate  with  those  offered  in  the  more 
populated  areas. 

Some  of  the  present  state  personnel  are  not  so  experi- 
enced with  modern  methods  of  prevention,  diagnosis, 
treatment  and  rehabilitation  as  one  would  like.  The  pro- 
fessionals, both  in  private  practice  and  public  service, 
have  done  a marvelous  job  but  they  are  so  few  and  poor- 
ly distributed  that  their  effectiveness  is  not  evident  to 
all  people  of  the  state. 

Although  the  picture  of  manpower  in  our  rural  areas 
is  somewhat  dismal,  under  the  present  leadership  the 
development  of  the  community  mental  health  centers 
in  the  State  has  been  most  encouraging.  Community  in- 
terest, stimulated  by  Maine’s  Mental  Health  planning, 
has  increased  the  demand  for  mental  health  services 
throughout  the  State.  New  mental  health  clinics  have 
been  established  in  strategic  locations  and  as  noted  a 
state  matching  grant-in-aid  program  now  involves  over 
15  community  mental  health  clinic  programs. 

Another  problem  area  in  our  programming  and  plan- 
ning is  the  establishment  of  a statistical  system  to  evalu- 
ate our  treatment  programs.  When  planning  commenced 
in  1963.  the  first  step  of  the  Bureau  of  Mental  Health 
and  the  Governor's  Advisory  Committee  on  Mental 
Health  was  to  establish  a statistical  service.  The  need  was 
evident.  Planners  have  to  have  certain  data  in  order  to 
substantiate  a program  for  mental  health  facilities  and 
services.  At  present,  our  statistical  system  employs  a full- 
time statistician  and  a part-time  clerk-typist  only.  They 
have  developed  statistical  reporting  forms  for  state  hos- 
pital inpatient  admissions,  patient  movement,  and  out- 
patient clinic  terminations.  Owing  to  the  lack  of  data 
processing  equipment  and  adequate  personnel,  only  lim- 
ited arrangements  for  data  processing  have  been  made. 
We  now  need  a budget  adequate  to  retain  and  expand 
the  personnel  of  this  service  and  for  equipment  and  sup- 
plies. Such  funds  would  enable  the  service  to  collect 
data  urgently  needed  for  implementation,  program  plan- 
ning and  research.  If  the  Department  of  Mental  Health 
and  Corrections  intends  to  evaluate  programs  within  its 
jurisdiction  quantitatively,  there  is  need  of  a modern 
data  processing  system  planned  by  a trained  systems 
analyst.  A planner  can  make  no  determinations  whatso- 
ever unless  he  is  able  to  evaluate  program  weaknesses 
and  strengths. 

The  early  implementation  of  such  a program  is  in 
line  with  the  recommendations  of  the  Federal  govern- 
ment that  states  should  take  a very  careful  look  at  the 
system  of  planning,  programming,  and  budgeting  insti- 
tuted by  Mr.  Charles  Hitch,  Assistant  Secretary,  in  the 
Department  of  Defense  in  1961.  This  program  requires 
of  each  agency  certain  skills  and  activities.  The  first  of 
these  is  a permanent  specialized  staff  carrying  out  con- 
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tinning  in-depth  analysis  of  an  agency’s  objectives  and  its 
programs  to  meet  them.  We  need  a stronger  systems  pro- 
gram in  The  Department  of  Mental  Health  and  Cor- 
rections not  just  to  look  at  how  we  are  doing  our  work 
now  and  whether  our  methods  are  good  or  not  but 
whether  we  are  doing  the  things  we  should  be  doing. 
Should  we  be  doing  something  else?  Is  there  another  way 
of  getting  there  from  here?  These  are  not  just  methods 
but  objectives  and  goals. 

The  State  of  Maine  is  not  carrying  its  fair  load  of 
research  projects.  It  is  easy  to  determine  why  this  is  so. 
This  defect  should  be  corrected  by  the  procurement  of 
full-time  qualified  researchers  and  necessary  construction 
of  adequate  laboratory  facilities  and  equipment  - for 
research  - in  the  field  of  mental  health.  With  the  estab- 
lishment of  recognized  research  centers,  recruitment  of 
qualified  manpower  should  not  be  so  difficult  as  it  now 
is.  Closer  working  relationships  should  be  established 
with  the  existing  colleges  in  the  State.  The  recent  pas- 
sage of  the  law  creating  the  Maine  State  Board  of  Hu- 
man Research  and  Development  is  a step  in  the  right 
direction. 

Under  this  law  "There  is  created  the  Maine  State 
Board  of  Human  Research  and  Development  composed 
of  the  chairman  of  the  Mental  Health  Advisory  Com- 
mittee, the  chairman  of  the  Maine  Commission  on  Re- 
tardation, the  chairman  of  the  State  Board  of  Education, 
the  chairman  of  the  Advisory  Committee  on  Health  and 
Welfare,  a trustee  of  the  University  of  Maine,  to  be  ap- 
pointed by  the  Board  of  Trustees  of  the  University  of 
Maine,  a representative  of  the  Executive  Department  to 
be  appointed  by  the  Governor  and  the  chairmen  of  the 
Education,  Health  and  Institutional  Services,  and  Wel- 
fare Committees  of  the  Legislature. 

"The  board  shall  be  concerned  with  the  approval  and 
allocation  of  funds  for  research  projects,  and  for  pilot 
projects  trying  new  methods  in  the  fields  of  mental 
health,  mental  retardation,  education,  public  health,  so- 
cial welfare,  rehabilitation  and  delinquency. 

"The  board  shall  be  responsible  for  the  allocation  of 
funds  to  private  and  public  applicants  in  the  State  of 
Maine  for  human  research  and  development.  The  board 
is  authorized  to  accept  gifts  or  contributions  from  pri- 
vate individuals,  agencies  or  organizations  and  such 
others  funds  as  may  be  given  to  the  State  from  sources 
other  than  the  Federal  Government  for  such  purposes. 
The  board  shall  develop  procedures  governing  applica- 
tion to  such  funds,  for  the  evaluation  of  applications  and 
for  the  allocation  of  funds  to  applicants,  employing  such 
may  be  necessary  in  carrying  out  its  purposes.  Board 
members  shall  be  compensated  for  their  actual  expenses 
incurred  in  carrying  out  the  function  of  the  board. 

"In  research  and  pilot  projects  financed  with  funds 
granted  by  the  Board,  the  requirements  of  the  State  Per- 
sonnel Law  and  purchasing  through  bid  shall  not  be  ap- 
plicable. The  State  Auditor  .shall  be  responsible  for  re- 
viewing the  expenditures  by  applicants  receiving  grant 
funds  authorized  by  the  board. 
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"Sec.  2.  Appropriation.  There  is  appropriated  to  the 
Maine  State  Board  of  Human  Research  and  Develop- 
ment 10%  of  the  sums  collected  by  the  Department  of 
Mental  Health  and  Corrections  as  reimbursement  for 
support  furnished  patients  at  the  Augusta  State  Hospital, 
the  Bangor  State  Hospital  and  the  Pineland  Hospital  and 
Training  Center. 

"Such  percentage  of  said  receipts  shall  be  credited  to 
the  account  of  the  board  at  the  close  of  each  fiscal 
quarter.  Any  unencumbered  balance  in  excess  of  S200,- 
000  in  said  account  realized  from  such  receipts  at  the 
close  of  each  fiscal  year  shall  lapse  to  the  General  Fund. 
All  other  balances  shall  carry  and  may  be  expended  in 
accordance  with  the  purposes  of  this  Act.” 

There  have  been  other  problems  in  the  implementa- 
tion of  the  Mental  Health  Plan  but  we  think  our  prog- 
ress has  far  outreached  the  problems  that  we  have  met  to 


date.  One  of  the  more  common  problems  is  the  difficulty 
of  coordinating  agencies  which  are  more  or  less  autono- 
mous in  their  own  services;  but  interested  enough  to 
work  closely  together  to  form  the  comprehensive  com- 
munity mental  health  center  program.  We  find  a multi- 
tude of  differences  in  working  hours,  salaries,  personnel 
rules  and  regulations  etc.  especially  in  a setting  where  a 
center  is  to  house  several  state  and  local  services.  All  in 
all,  the  implementation  of  Maine’s  Mental  Health  Plan 
to  date  has  been  successful  to  a degree.  We  have  devel- 
oped strong  public  support  for  mental  health  activities 
for  many  years  to  come.  We  feel  we  have  planned  pru- 
dently and  wisely  for  the  best  use  of  the  funds  being 
placed  at  our  disposal.  Our  geographical  distribution  of 
mental  health  services  are  of  the  highest  possible  quality 
under  the  circumstances  outlined. 


PHYSICIAN  NEEDED  FOR  WINTER  CRUISE 


MAINE  MARITIME  ACADEMY 
1R68  WINTER  CRUISE 


DEPART 

DATE 

ARRIVE 

DATE 

CASTINE 

8 JAN 

EREEPORT 

12  JAN 

FREEPORT 

13  JAN 

CRISTOBAL 

17  JAN 

CRISTOBAL 

18  JAN 

BALBOA 

18  JAN 

BALBOA 

20  JAN 

ACAPULCO 

25  JAN 

ACAPULCO 

27  JAN 

SAN  ERANCISCO 

2 EEB 

SAN  ERANCISCO 

8 FEB 

LONG  BEACH 

9 FEB 

LONG  BEACH 

11  EEB 

BALBOA 

20  EEB 

BALBOA 

21  EEB 

CRISTOBAL 

22  EEB 

CRISTOBAL 

22  EEB 

KINGSTON 

24  EEB 

KINGSTON 

26  EEB 

HAMILTON 

1 MAR 

HAMILTON 

3 MAR 

CASTINE 

6 MAR 

Physicians  interested  in  all  or  part  of  the  trip  contact: 


Robert  F.  Russell,  M.D. 
Castine,  Maine  04421 
Telephone  326-8622 


ADM.  Edward  A.  Rodgers 
Maine  Maritime  Academy 
Castine,  Maine  04421 
Telephone  326-4311 
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The  “Image”  of  Cancer^ 

Stanley  Warren* ** 


DIVISION,  INC. 

Brunswick,  Maine 


While  there  is  widespread  recognition  that  cancer  plays  no  favorites  and  can  strike  anyone,  there  seems  to  exist  a 
broad  divergence  over  the  prevalence  of  the  disease.  In  general,  it  can  be  said  that  people  underestimate  the  likelihood 
of  getting  cancer  and  that  they  have  little  or  no  factual  knowledge  about  how  many  people  get  cancer.  What  are  the  figures? 


According  to  the  American  Cancer  Society,  cancer  will  strike  about  259c  of  the  population,  or  one  person  in  every 
four,  during  their  lifetimes.  A recent  ACS  survey  conducted  by  Lieberman  Research.  Inc..  New  York,  brought  out  that  a 
quarter  of  those  queried  strongly  underestimated  the  incidence  rate  of  cancer.  This  group  believes,  the  probe  found,  that 
the  chance  of  being  struck  by  cancer  is  less  than  one  in  ten.  .Another  259c  of  those  asked  felt  that  of  each  100  persons 
between  10  and  19  will  develop  the  disease.  A third  25%  of  those  queried  were  about  right  in  their  estimates,  while  the 
fourth  and  last  group  exaggerated  the  risk. 


These  figures,  then,  reveal  that  by  and  large,  the  population  of  the  United  States  tends  to  underestimate  rather  than 
overestimate  the  incidence  of  cancer. 


Asked  about  the  likelihood  of  getting  cancer,  most  people  — about  789f  — said  they  were  about  as  likely  as  other 
people  to  be  hit  by  the  disease.  Some  6%  felt  they  were  more  likely  than  other  people  to  contract  cancer,  with  the  re- 
maining 16%  feeling  they  were  less  apt  to  be  stricken. 

Of  those  who  felt  they  are  less  likely  to  get  cancer,  the  main  reasons  offered  were  "Em  healthy"  — 4192;  "I  don't 
smoke"  — 26%;  and  "cancer  does  not  run  in  my  family"  — 25%. 

The  probe  also  revealed  that  among  those  queried  about  the  incidence  of  cancer,  it  was  the  men  who  underestimated 
the  threat  to  the  nation's  health  and  women  who  overestimated  the  challenge. 

Those  who  take  physiciil  examinations  including  cancer  tests,  the  survey  showed,  differ  not  markedly  from  the  non- 
goers in  the  reasons  offered  for  believing  they  are  more  likely  to  get  cancer.  These  two  groups  do  differ  strongly  in  the 
reasons  they  cite  for  thinking  they  are  less  likely  to  become  cancer-stricken.  Takers  or  goers  feel  that  by  going  for  check- 
ups regularly,  cancer  can  be  detected  early  and  thus  can  be  "stopped  before  it  really  gets  started."  On  the  other  hand,  non- 
goers feel  they  are  less  likely  to  get  cancer  because  they  feel  “fine  and  healthy."  They  tend  to  be  skeptical  about  preven- 
tive medicine,  often  failing  to  understand  that  cancer  may  be  beginning  even  though  the  individual  feels  fine. 

On  the  matter  of  recovering  from  cancer,  about  half  the  population,  the  ACS  probe  showed,  believed  that  if  a person 
gets  cancer  he  has  a "fairly  good"  chance  of  recovery.  A smaller  group  thought  he  had  a "very  good  recovery  chance." 
At  the  other  end,  some  2.5%  think  a cancer  patient  has  "not  much  chance"  or  “no  chance  at  all"  of  ever  getting  well. 

It’s  stimulating  to  report  that  about  three-quarters  of  all  Americans  feel  that  the  discovery  of  an  over-all  cancer  cure 
is  just  around  the  corner.  With  49%  believing  the  cure  will  be  found  in  the  next  10  years,  an  additional  28%  feel  it  will 
arrive  in  the  next  10  to  20  years.  The  other  side  of  the  coin  shows  that  about  25%  r)f  the  population  is  less  sanguine 
about  the  over-all  cure.  Some  10%  feel  it  is  more  than  20  years  tiway;  892>  have  no  idea  of  when  it  will  be  found;  and  a 
pessimistic  5%  believe  the  sure  cure  will  never  be  found. 

How  much  personal  contact  do  people  have  with  cancer?  The  ACS  survey  finds  that  45%  of  those  sampled  reported 
that  someone  in  their  family  has  had  cancer.  This  includes  the  26%  who  indicate  one  person  in  their  family  has  had  can- 
cer and  19%  who  stated  that  cancer  had  struck  two  or  more  members  of  their  family.  Here’s  the  chart  of  the  extent  to 
which  family  members  have  had  cancer.  And  along  with  it  a chart  on  those  who  rect)vered. 


Current 

Past 

Non- 

Total 

Total 

Goers 

Goers 

Goers 

Had  Family  Members 

Have  Had  Cancer 

Who  Recovered  From  Cancer 

34% 

In  Family 

45% 

53% 

54% 

38% 

One  person 

28 

One  person 

26 

29 

28 

23 

Two  people 

5 

Two  or  more  people 

19 

24 

26 

15 

Three  people 

1 

Have  Not  Had 

Four  people 

>s 

Cancer  In  Family 

55 

46 

46 

61 

Five  or  more  people 

DK,  NA 

I 

I 

Have  Not  Had  Family  Members 

Eotal 

100% 

10092) 

100% 

100% 

Who  Recovered  From  Cancer 

65 

* Less  than  0.5  per  cent.  DK.  N.A  1 

Total  100% 

*Less  than  0.5  per  cent. 

It  is  worth  noting  that  those  who  go  regularly  for  cancer  checkups  have  often  had  considerably  greater  persr)nal  con- 
tact with  cancer  than  those  who  do  not  go  for  physicals.  Goers,  also,  are  more  likely,  the  survey  revealed,  to  report 
knowing  people  — either  in  their  family  or  outside  their  family  — who  have  had  cancer.  And.  similarly,  these  goers 
knew  more  cancer  patients  in  the  family  and  rtutside  it  who  have  recovered  from  cancer. 

Although  goers  and  non-goers  describe  themselves  as  “healthy,”  the  goers  see  themselves  as  healthy  because  they  do 
go  for  checkups.  Non-goers,  on  the  contrary,  feel  that  since  they  are  "healthy”  there  is  no  need  for  them  to  go  for  check- 
ups. But  fear  plays  a part  here.  One  person  gave  as  a reason  for  not  going  that  "the  doctor  might  find  something  wrong. 
What  you  don’t  know,  won’t  hurt  you,  is  my  motto."  A second  stated  there  was  little  likelihood  of  going  for  a physical 
because,  he  said,  “as  long  as  1 feel  good  and  my  health  stays  as  good  as  it  is  I have  no  reason  to  go.  I put  my  trust  in 
God  and  when  He  is  ready  to  take  you,  nrtthing  can  help  you.” 


*l’art  ihiee  of  a six-jjait  series  from  .\merican  Cancer  .Societv  News  .Seixice  Release. 

*.\cws  Editor,  Ameritan  Cancer  .Society,  Inc. 
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Maine  Heart  Association  Notes 

116  State  Street,  Augusta,  Maine 


Coronary  Heart  Disease  And  Carbohydrate  Metabolism 

. . . For  nearly  liiteen  years,  an  alinosl  embarrassingly  high  nitmher 
ol  researchers  hoarded  the  “cholesterol  hanchvagon”  in  an  approach 
ol  atherosclerosis.  Fortunately,  other  fruitlul  ajjproaehes  have  been 
made  possible  in  the  jxist  few  years  by  identiheation  of  the  fundamental 
role  ol  siuh  factors  as  triglycerides  and  carhohydrate  metabolism  in 
atherogencsis. 

Recognition  that  sttidy  of  atherosclerotic  std^jects  shotdd  iiulude 
evaluation  of  carbohydrate  metabolism  evas  jjrompied  by  epidemiologic 
analyses,  cvhich  demonstrated  high  levels  of  blood  glucose  with  signih- 
canl  freijueney  among  persons  with  atherosclerosis  . . . Ostrander  and 
associates  ha\e  described  ...  a group  of  inditiduals  tvith  coronary 
heart  disease  and  hyperglycemia,  d’hese  sidjjects  had  signilicantly 
higher  glucose  tolerance  indexes  . . . and  triglyceride  concentrations 
than  control  groujjs  . . . evith  coronary  heart  disease  and  normal  blood 
glucose  levels.  . . . 

. . . abnormal  insidin  responses  shotdd  be  included  among  the 
metabolic  defects  which  may  signify  the  presence  of  high-risk  potential 
for  the  atherosclerotic  process. 

. . . Certain  therapeutic  imj)lications  may  be  inferred,  however, 
Irom  increasing  evidence  that  atherosclerosis  is  related  to  more  than 

one  biochemical  defect A.  single  dietary  program  ^vill  not  sullice 

lor  j)roj)hylaxis  of  all  j^atients  in  the  high-risk  group.  . . . Kuo  studied 
286  hyperli{)idemic  patients  tvith  clinical  atherosclerosis.  More  than 
90%  . . . were  fotmd  to  have  hyj:)erglyceridemia,  which  was  carbohydrate 
sensitive.  . . . Use  of  a sugar-restricted,  low-carbohydrate  diet  in  these 
j^atients  exerted  a jjrofound  hypolipidemic  elfect. 

Kuo’s  data  indicate  that  sensitixity  to  simple  carbohydrate  is 
widespread  among  both  healthy  and  atherosclerotic  patients.  ...  It  is 
therefore  incumbent  ujjon  the  clinician  to  determine  xvhich  of  his 
patients  . . . have  fat-induced,  carbohydrate-induced,  or  combined  fat- 
and  carbohydrate-induced  hyperlipidemia.  Prophylactic  dietetic 
therapy  can  be  prescribed  only  after  an  exact  etiologic  classification  ol 
hyjjerlipiclemia  is  obtained. 


Submitted  liy  )a(ob  B.  l);m;i.  M l)..  .Maine  Ueait  .\ssoeiation. 
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SEND 


CHARLES 

DICKENS' 


BOY 

Pickwick  Papers 


IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 
DR.  C.  SIDNEY  BURh/ELL  COINED  THE 
TERM  "PICKVJICKIAN  SYNDROME" IN  1955 


Obese  Epitaph 

in  English  graveyard 


RECORD  FOR  EATING 


T*^Cost  of 

AMBAR  EXTENTABS 


WHO,  IN  1743, 
CONSUMED  384  LBS. 
OF  FOOD  IN 
SIX  DAYS/ 


IS  APPROXIMATELY 
ONE- HALF  THAT  OF 
OTHER  LEADING 
APPETITE 

^ SUPPRESSANTS. 


AN  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY! 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


II  One  Ambar  Extentab  before  breakfast  can 

It 

' help  control  most  patients’  appetite  for  up 
I to  12  hours.  Methamphetamine,  the  appe- 
' tite  suppressant,  gently  elevates  mood  and 
: helps  overcome  dieting  frustrations.  Pheno- 
i barbital,  the  sedative  in  Ambar,  controls  irritability  and 
:|  anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
! nimity.  Both  work  together  to  ease  the  tensions  that  erode 
I the  willpower  during  periods  of  dieting. 

'Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
! ing:  may  be  habit  forming). 


AMBAR '2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  XI.U.nnRI 

RICHMOND,  V A.  23220  /iHj^UDlrM-) 


) 
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“Breathing’s 
a snap  again, 
he  said 
gingerly. 

(tOMPLIMEiVrS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentah  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  uj)  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate  (—along 
with  phenylephrine  and  ])henylpropanola- 
mine,  two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  resj)i- 
ratory  illnesses,  such  as  the 
common  cold  and  lironchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjnncti\  ilis,  and  otitis. 

Con  I ra  i n d i ca  t i on  s:  H y pe  rsensi  t i \ i t y 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Lntil  jiatient's 
resj)Ouse  has  been  determined,  he 
should  he  cautioned  against 
(mgaging  iti  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.I. 

(I)imctane®  [broni[)lieniraniine  niuleatcl,  12  mg.; 
phenylephrine  H(JI,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hyjrertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thromlio- 
cytopenia,  have  he(‘n  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
he  encountered. 

Dosage:  1 Extentah  morning  ami 
e\  ening. 

Snj)plied : Bottles  of  100  and  50(1. 

A.H.  ROBINS  COMPANY 
RICH-MO Nl).  VA.  23220 
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Across  The  Desk 


Home  Grown  Opportunity 

There  is  a legend  that’s  well  known  to  all  'old  China 
hands”  which  has  its  counterpart  in  the  literature  of  al- 
most every  culture  of  the  world  and  it  is  certain  that 
you've  already  heard  at  least  one  version.  Three  Chinese 
gentlemen,  so  the  story  goes,  were  talking  years  ago, 
about  the  world  at  large  and  the  fortunes  in  it  waiting 
to  be  picked  up. 

These  men  lived  on  a small  island  off  the  coast  of 
China  and  they  had  seen  the  British  trading  ships  sailing 
into  Macao  and  Canton,  and  unlike  many  of  their  breth- 
ren, they  were  impressed  with  the  wealth  and  mobility 
of  the  foreign  barbarians.  So,  they  sold  their  posse.ssions 
and  left  their  island  and  went  into  the  service  of  the 
China  Traders.  One  got  to  be  a comprador,  which  is  a 
spot  half  w'ay  up  the  ladder.  The  other  two  w'ere  lesser 
assistants.  It  was  but  a short  few  years  before  they  re- 
turned to  find  their  little  island  was  now  Hong  Kong, 
the  best  deep  water  port  in  the  Orient,  and  their  land, 
a busy,  growing  city.  The  opportunities  that  were  close 
at  hand,  although  not  recognized,  were  the  best. 

Perhaps  there’s  a parallel  to  this  fable  in  the  New 
England  Physicians  Balanced  Retirement  Plan  which 
combines  the  best  of  two  mediums  — mutual  funds  and 
a unique  annuity.  This  has  something  for  doctors  of  all 
ages;  but  in  general,  the  longer  one  is  in  it,  the  better 
off  he  is.  So,  it  has  a special  attraction  for  the  younger 
physicians. 

This  New  England  doctors  plan,  set  up  by  New  Eng- 
land doctors  for  New  England  doctors,  provides  a prac- 
tical flexible  method  of  accumulating  retirement  funds. 
Both  equity  and  guaranteed  dollars  - all  facets  of  a plan 
individually  drafted  to  the  needs  of  the  individual  doc- 
tor. 

A)  Beacon  Investing  Corp.  - A no-load  mutual  fund 

B)  Annuity  at  a guaranteed  rate 

C)  All  the  Keogh  tax-sheltered  benefits  may  be  incor- 
porated in  this  plan 

This  is  in  no  w'ay  to  be  construed  as  an  advertisement. 
It  is  just  an  old  Chinese  fable  in  a modern  setting. 


Maine’s  Regional  Medical  Program 

The  Regional  Medical  Program,  at  the  national  level, 
grew  out  of  recommendations  of  a Presidential  Com- 
mission on  Heart  Disease,  Cancer,  and  Stroke;  the  Com- 
mission (often  referred  to  as  the  DeBakey  Commission) 
made  .^5  recommendations  aimed  at  reducing  the  toll  of 
these  diseases  through  the  development  of  more  effective 
means  of  making  the  latest  medical  advances  available 
to  a greater  portion  of  the  population.  The  major  recom- 
mendations of  the  Commission  are  the  basis  for  Public 
Law  89-2.f9  passed  by  Congress  in  1965.  The  intent  of 
this  Act  is  to  assist  physicians  and  allied  professions  in 
utilizing  the  rapid  advances  of  scientific  medicine  in  the 
prevention,  diagnosis,  treatment,  and  rehabilitation  of 
patients  afflicted  with  heart  disease,  cancer,  stroke,  and 
related  diseases. 

A basic  principle  of  this  legislation  is  that  its  pur- 
poses are  best  achieved  through  planning  and  implemen- 
tation of  innovative  programs  designed  to  deal  with  the 
diversity  of  needs,  resources  and  patterns  of  education 
and  service  specific  to  a region.  In  recognition  of  this 
principle,  a group  of  interested  Maine  health  leaders 
began  meeting  informally  in  November,  1965  to  discuss 
this  state’s  participation  in  Public  Law  89-2.59.  This 
group  decided  that  a new  entity  be  established  to  serve 
as  the  applicant  agency  for  a planning  grant  and  on 
May  18,  1966,  Medical  Care  Development,  Inc.  was  duly 
chartered  under  the  Laws  of  Maine  as  a private  non- 
profit corporation.  The  membership  of  Medical  Care 
Development,  Inc.  consists  of  representation  by  health 
professionals,  voluntary  and  official  health  agencies,  hos- 
pitals, and  the  public. 

Elected  officers  of  the  new  agency  are:  Merle  S.  Ba- 
castow,  M.D.,  president;  Richard  C.  Wardsworth,  M.D., 
vice-president;  George  T.  Nilson,  M.P.H.,  secretary;  Ros- 
well P.  Bates,  D.O.,  treasurer.  An  application  for  a Re- 
gional Medical  Program  for  Maine  was  submitted  to  the 
Public  Health  Service,  Bethesda,  Maryland  and  notice 
was  received  that  a grant  of  $193,909  had  been  awarded 
effecrive  May  1,  1967. 
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Necrology 

Leslie  W.  Brownrigg,  M.D. 

1902-1967 


Leslie  W.  Brownrit'g,  M.D.,  65,  of  St.  Stephen,  New  Bruns- 
wick died  on  May  1967.  He  was  born  September  1.5, 
1902  in  Bocabel  Cove,  New  Brunswick,  the  son  of  John  S. 
and  Susiey  Brownrigg. 

Dr.  Brownrigg  graduated  from  Mount  Allison  University 
in  1927  and  received  his  medical  degree  from  McGill  Univer- 
sity Faculty  of  Medicine  in  19.52.  He  interned  at  the  St.  John 
General  Hospital  in  New  Brunswick  from  1952  to  1955.  Dr. 
Brownrigg  established  a practice  in  St.  Stephen  in  1955  and 
served  the  St.  Croix  area  for  over  thirty-three  years. 

In  1966,  a testimonial  dinner  was  given  at  the  Legion  Hall 
in  St.  Stephen,  N.  B.  in  honor  of  his  retirement  from  practice 
and  in  paying  tribute  to  Dr.  Brownrigg  the  testimonial  speak- 
er said:  ”1  am  here  to  say  thank  you  for  the  sacrifice,  thank 
you  for  those  who  have  seen  and  experienced  your  work,  for 
those  w’ho  have  known  your  care  in  the  little  splinters  of  dis- 
comfort and  in  the  great  extremities  of  sickness,  for  those 
whose  closing  were  tended  by  your  vigilance,  for  those  whose 
breath  began  in  your  hands,  for  those  who  would  not  be 


here  at  all  without  the  service  you  rendered  at  some  critical 
time,  for  those  who  cannot  be  here  though  their  good  wishes 
are  — in  short,  for  those  countless  people  who  have  relied 
on  you  to  serve  them  and  their  loved  ones.” 

Dr.  Brownrigg  was  a member  of  the  Maine  Medical  Asso- 
ciation, the  Washington  County  Medical  Society,  the  American 
Medical  Association,  the  Graduates  Society  of  McGill  Univer- 
sity, and  the  Montreal  Medico-Chirurgical  Society.  He  was 
also  a past  president  of  the  St.  Croix  Medical  Association  and 
the  New  Brunswick  Branch  of  the  Canadian  Medical  Associa- 
tion, a member  of  the  advisory  board  of  the  Charlotte  County 
Hospital  and  of  the  Ganong  Home  in  St.  Stephen  and  had 
represented  the  New  Brunswick  Medical  Society  on  the  Gov- 
ernment Advisory  Committee  on  hospital  services  until  his  re- 
tirement in  1966. 

Surviving  are  his  widow,  the  former  Annie  Phillips  of 
Southampton;  two  daughters.  Miss  Sylvia  Brownrigg  of  St. 
Stephen,  New  Brunswick  and  Mrs.  Stuart  Mills  of  Nashw'aak- 
sis.  New  Brunswick,  three  sisters  and  two  brothers. 


County  Society  Notes 


HANCOCK 

The  Hancock  County  Medical  Society  met  at  the  Brookside 
Restaurant  in  Ellsworth,  Maine  on  September  15,  1967. 

Paul  S.  Hill,  Jr.,  M.D.,  President  of  the  Maine  Medical 
Association,  discussed  problems  of  organized  medicine  in  Maine 
and  the  United  States. 

A letter  from  the  Washington  County  Medical  Society  w'as 
read  concerning  their  stand  on  the  present  Maternal  and  In- 
fant Care  Program  of  the  State  of  Maine,  Department  of 
Health  and  Welfare. 

A resolution  submitted  by  Eliot  T.  Stadler,  M.D.  to  establish 
standards  of  pre-school  and  school  health  programs  was  referred 
to  a committee  composed  of  Drs.  Stadler,  Bradley  E.  Brownlow’ 
and  Randall  H.  Silver. 

Otis  F.  Jillson,  M.D.,  dermatologist  from  Bangor,  was  the 
guest  speaker.  He  presented  interesting  examples  with  common 
dermatological  problems. 

Bradley  E.  Brownlow,  M.D.,  Secretary  Pro  tem 


PISCATAQUIS 

A meeting  of  the  Piscataquis  County  Medical  Society  was 
held  on  September  20,  1967  at  Dr.  Linus  J.  Stitham's  camp 
in  Sebec,  Maine.  Following  a steak  cookout,  a business  meeting 
of  the  Society  and  the  County  Society  Auxiliary  was  held.  The 
Society  was  honored  by  colleagues  from  Orono,  Bangor  and 
Portland. 

Asa  C.  Adams,  M.D.,  President-elect  of  the  Maine  Medical 
Association,  brought  greetings  from  the  President,  Paul  S.  Hill, 
Jr.,  M.D.,  who  was  unable  to  attend.  Dr.  Adams  reported  the 
lack  of  interest  that  Maine  doctors  have  in  joining  and  con- 
tributing to  AMPAC. 

Dr.  Stitham,  Councilor  for  the  Sixth  District,  reported  on 
the  situation  in  Washington  County  in  reference  to  the  Mater- 


nal and  Infant  Care  Program.  The  House  of  Delegates  in  June 
voted  against  the  program  as  presented  by  the  State  of  Maine, 
Department  of  Health  and  Welfare. 

At  this  meeting  the  members  present  discussed  the  question 
of  establishing  three-year  nursing  schools.  It  was  decided  to 
have  the  Maine  Medical  Association  approach  the  Nurses' 
Association  in  reference  to  this  matter,  to  get  their  cooperation 
and  then  approach  the  Legislature  for  funds. 

The  follow'ing  officers  were  elected  for  1967-1968: 

President,  Charles  H.  Lighrbody,  M.D.,  Guilford 
Vice-President,  Araminta  M.  Rodriguez,  M.D.,  Milo 
Secretary-Treasurer,  Isaac  Nelson,  M.D.,  Greenville 
Delegate  to  the  M.M.A.  House  of  Delegates:  Charles  H. 

Lightbody,  M.D.  Alternate:  John  B.  Curtis,  M.D.,  Milo 
Legislative  Committee,  Francis  W.  Bradbury,  M.D.,  Dover- 
Foxcroft 

Censor,  George  C.  Howard,  M.D.,  Guilford 

Isaac  Nelson,  M.D.,  Secretary 


KENNEBEC 

A meeting  of  the  Kennebec  County  Medical  Association  was 
held  at  the  Holiday  Inn  in  Augusta,  Maine  on  September  21, 
1967.  The  meeting  was  called  to  order  by  the  President,  Robert 
L.  Ohler,  M.D. 

Francis  J.  O’Connor,  M.D.  discussed  plans  of  the  Augusta 
General  Hospital  group  regarding  continuing  medical  educa- 
tion and  suggested  further  education  on  a State  level  through 
Maine's  Regional  Medical  Program. 

Kevin  Hill,  M.D.  discussed  a recent  advertisement  in  the 
Waterville  Morning  Sentinel  regarding  information  on  post 
tonsillectomy  bleeding.  The  telephone  number  mentioned  in 
the  advertisement  was  that  of  an  attorney  in  Waterville.  Dr. 
Hill  also  discussed  plans  by  chiropractors  relarive  to  inclusion 
in  the  Medicare  Bill. 
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Following  the  business  meeting,  there  was  an  extended  dis- 
cussion by  Harold  J.  Kosasky,  M.D.,  instructor  at  Harvard 
Medical  School,  regarding  the  use  of  progestins  in  obstetrics 
and  gynecology. 

Lucien  F.  Veilleux,  M.D.,  Secretary 


OXFORD 

The  Oxford  County  Medical  Society  met  at  Bethel  Inn  in 
Bethel,  Maine  on  October  4,  1967. 

The  following  officers  were  elected  for  1967-1968; 

President,  Linw’ood  M.  Rowe,  M.D.,  Rumford 
Vice-President,  Walter  G.  Dixon,  M.D.,  Norway 
Secretary-Treasurer,  Hagop  Halladjian,  M.D.,  Rumford 
Delegates  to  the  M.M.A.  House  of  Delegates:  Linwood  M. 
Rowe,  M.D.  (1  yr. ) and  Harry  L.  Harper,  M.D.,  South 
Paris  (2  yrs. ) Alternates:  Dexter  E.  Elsemore,  M.D., 
Dixfield  (1  yr. ) and  Joelle  C.  Hiebert,  Jr.,  M.D.,  Nor- 
way (2  yrs.; 

Councilors:  Dexter  E.  Elsemore,  M.D.,  (1  yr. ;,  Henry 
M.  Howard,  M.D.,  Rumford  (2  yrs.)  and  Ake  Aker- 
berg,  M.D.,  South  Paris  (3  yrs.) 

William  E.  Schumacher,  M.D.,  Director  of  the  Bureau  of 
Mental  Health  in  Augusta,  Maine,  discussed  the  mental  health 
problems  in  Oxford  County. 

Walter  G.  Dixon,  M.D.,  Secretary 


CUMBERLAND 

The  Cumberland  County  Medical  Society  met  on  September 
21,  1967  at  Valle’s  Steak  House  in  Portland,  Maine  with  ap- 
proximately seventy  members  and  guests  attending. 


Paul  S.  Hill,  Jr.,  M.D.,  President  of  the  Maine  Medical  As- 
sociation, spoke  briefly,  particularly  encouraging  physicians  to 
be  active  in  non-medical  community  affairs.  Charles  R.  Glass- 
mire,  M.D.  announced  the  recent  bequest  to  the  Maine  Medical 
Education  Foundation,  and  that  the  Maine  Medical  Association 
had  gone  on  record  as  favoring  fluoridation  of  water  supplies. 
He  stated  that  the  proposed  Caribbean  cruise  might  be  in  the 
fall  or  winter  of  1969.  He  cautioned  the  membership  to  be  on 
the  alert  for  HR  6418  which  concerns  planning  for  health 
facilities  and  for  another  bill  concerned  with  the  quality  of 
health  care.  Laban  W.  Leiter,  M.D.  presented  a resolution  on 
the  death  of  William  C.  Burrage,  M.D. 

Charles  W.  Capron,  M.D.  asked  for  a show  of  hands  of 
those  who  might  be  interested  in  the  Caribbean  cruise;  5 or  6 
persons  responded.  Dr.  Capron  announced  the  membership 
of  a committee  to  prepare  a brochure  for  the  orientation  of 
new  physicians  in  the  area;  Drs.  Stanley  B.  Sylvester,  Chairman, 
Albert  Aranson,  Robert  H.  Pawle  and  Robert  W.  Agan.  Con- 
siderable discussion  took  place  regarding  the  Maternal  and  In- 
fant Care  Program  of  the  Department  of  Health  and  Welfare, 
with  the  comments  reflecting  previously  expressed  opposition 
to  the  program.  Criticism  was  expressed  of  the  extension  of 
the  program  into  Cumberland  County. 

Clement  A.  Hiebert,  M.D.  described  his  recent  trip  to  Brazil 
with  Governor  Kenneth  M.  Curtis  in  behalf  of  the  Partners 
of  the  Alliance  for  Progress.  He  stressed  the  impoverished  con- 
ditions he  found  and  particularly  the  backward  state  of  med- 
ical education  and  care.  After  showing  colored  slides,  he  sug- 
gested opportunities  for  helping  "our  sister  state " such  as 
inviting  Brazilian  physicians  to  Maine  for  brief  training  per- 
iods, sending  them  surplus  medical  equipment  and  books,  and 
actual  visits  by  Maine  physicians  to  Brazil. 

Stanley  B.  Sylvester,  M.D.,  Secretary 


News,  Notes  and  Announcements 


Dr.  Ervin  Receives  Roselle  W. 
Huddilston  Award 

Edmund  N.  Ervin,  M.D.,  Waterville,  was  named  1967 
Roselle  W.  Huddilston  Medalist  at  the  annual  meeting  of  the 
Maine  Tuberculosis  and  Health  Association  on  October  11. 

The  Huddilston  Medal,  Maine's  oldest  health  award  of  its 
kind,  is  given  annually  to  a citizen  of  the  state  for  outstanding 
service  in  the  general  field  of  health  to  the  people  of  the  State 
of  Maine.  Dr.  Ervin  is  the  10th  recipient.  Although  the  ser- 
vices recounted  in  qualifying  Dr.  Ervin  as  Medalist  were  broad 
in  nature,  it  was  his  work  in  the  field  of  mental  retardation 
which  was  considered  most  exceptional. 

The  Medal  was  presented  to  Dr.  Ervin  by  Brinton  T.  Dar- 
lington, M.D.,  in  behalf  of  the  Association. 

Elected  as  new  Association  officers  at  the  annual  sessions 
were:  Marion  K.  Moulton,  M.D.,  West  Newfield,  president; 
Kenton  E.  Quint,  North  Anson,  president-elect;  Lloyd  Brown, 
M.D.,  Bangor,  Elmer  L.  Mitchell,  Manchester,  and  Bradley  E. 
Brownlow,  M.D.,  Blue  Hill,  vice  presidents;  Harold  L.  Jones  and 
Alonzo  H.  Garcelon,  D.D.S.,  both  of  Augusta,  treasurer  and  as- 
sistant treasurer  respectively. 

Lloyd  Brown,  M.D.,  was  elected  president  of  the  Maine 
Thoracic  Society,  with  Emerson  H.  Drake,  M.D.,  Portland, 
elected  vice-president,  and  Bradley  E.  Brownlow,  M.D.,  secretary. 
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l^c'llrrs  lo  the  Editor 

To  the  Editor: 

Patient’s  Share  of  Charses  for 
Repeated  Admissions 

1.  Successive  hospital  admissions  for  hemodialysis,  and 
similar  recurring!'  procedures,  may  be  considered  as  one  hospital 
admission. 

2.  Within  this  concept,  all  hospital  admissions  of  an  ob- 

stetrical patient  required  for  the  proper  management  of  that  i' 
pregnancy  will  be  considered  as  one  hospital  admission  for  the  2 
purpose  of  determining  patient's  share  of  the  charge.  >| 

3.  Further,  any  patient  that  requires  successive  hospital  ad-  * 

missions  for  a recurrence  of  the  same  condition  within  30 
days  will  be  considered  as  one  hospital  admission  for  the  pur-  : 
pose  of  determining  patients'  share  of  charges  within  the  frame- 
work of  this  concept.  | 

4.  The  above  policy  will  be  applied  retroactively  to  1 Jan- 
uary 1967. 

Norman  E.  Peatfield  I 

Brigadier  General,  MC,  USA 

Executive  Director 

Office  for  the  Civilian  Health  and 

Medical  Program  of  the  Uniformed  Services 


To  the  Editor: 

Demerol  Across  The  Border 

During  a recent  trip  back  to  Maine  from  EXPO,  an  incident 
occurred  while  crossing  the  border  which  leads  me  to  write 
this  letter,  in  the  belief  that  it  may  be  of  value  to  other 
physicians  in  Maine. 

While  going  through  customs,  the  inspector  noticed  my 
physicians'  ba.g  and  asked  if  I had  any  narcotics.  My  simple, 
straightforward  answer,  “yes,”  got  me  in  more  difficulty  than 
1 imagined.  I had  no  idea  that  a physician  would  not  be  al- 
lowed to  carry  his  medical  bag  with  all  of  its  usual  supply 
ot  narcotics  back  and  forth  across  the  border,  and  I was  very 
surprised  that  this  is  not  allowed. 

The  actual  purpose  of  this  letter  to  you  is  to  publicize  the 
fact  that  narcotics  are  not  transportable  across  the  border  be- 
tween Canada  and  the  United  States,  and  to  help  fellow 
physicians  avoid  the  delay  and  trouble  1 ran  into. 

Maine  M.D. 


To  the  Editor: 

The  following  was  read  by  me  at  a meeting  of  the  Portland 
Ch.apter  of  the  D.  A.  V.  at  the  end  of  a meeting  held  at  Bos- 
worth  Hall,  Wednesday,  evening  Sept.  21,  in  a continuing  ef- 
fort to  curtail  the  death  and  disablement  caused  by  smoking.  ■ 

For  over  thirty  years,  I have  been  saying  nobody  can  afford 
to  smoke,  for  smoking  causes  cancer  of  the  mouth,  larynx,  bron-  ■ 
chi  and  lungs,  and  adds  to  our  terrific  death  rate  from  heart 
disease  and  emphysema  and  it  is  an  addiction  which  is  so  hard 
to  break  after  the  habit  is  once  established.  Millions  of  Ameri- 
cans are  slaves  of  the  tobacco  interests  and  some  young  persons 
are  voluntarily  beginning  such  slavery  every  day. 

This  year,  more  than  150,000  will  die  because  they  smoke. 
This  statement  cannot  be  successfully  denied  by  those  who  are 
in  the  know,  though  it  is  not  yet  generally  known.  1 have  for  I 
thirty  years  been  trying  to  make  young  and  old  stop  smoking 
but  1 still  feel  like  a lamb  bleating  in  the  face  of  a killing  bliz- 
zard, for  the  millions  of  dollars  spent  in  newspapers,  maga- 
zines, on  T.'V.,  and  on  radio  advertising  deeply  snows  over  all 
that,  1 so  ineffectually  say  as  a lone  M.D.  in  isolated  Maine. 
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I have  said  since  1934  nobody  can  afford  to  smoke,  but  ra-  j 
dio,  T.V.  and  newspaper  advertisers  have  me  pushed  way  out  j 
of  sight  and  each  day  many  MISGUIDED  YOUNG  PEOPLE  j 
begin  to  smoke.  What  I write,  is  often  not  published  for  there  j 
is  no  money  or  organized  support  back  of  me.  j 

I am  sure  no  progress  can  be  made  in  stopping  the  150,000  ! 

a year  death  rate  due  to  smoking  of  cigarettes,  cigars,  and  pipes,  | 
until  people  are  no  longer  exposed  to  the  expert  advertising 
done  by  selfish  interests  who  incessantly  promote  smoking  in 
every  way  possible  and  every  day. 

To  require  T.V.  programs  to  give  some  anti-smoking  data  is 
a step  in  the  right  direction. 

W'hy  do  newspapers,  the  T.V.,  the  Radio,  and  other  advertis- 
ing medias  take  such  ill  gotten  money?  Why  do  they  continue 
to  misle.id  the  public?  Why  do  some  newspaper  editors  never 
print  letters  1 send  to  them  which  takes  too  little  space,  but 
tries  to  tell  the  people  the  real  truth  and  which  will  keep  some  | 
misguided  young  people  from  being  killed  by  their  smoking,  j 
Their  own  money  is  used  by  the  tobacco  interest  to  keep  them  | 
from  quitting.  Why  stimulate  more  young  people  to  travel  the 
wrong  road?  Why  not  tell  them  that  in  1967,  150,000  smokers  , 
v.'ill  die  because  they  smoke?  Why  let  anyone  commit  a slow 
suicide  or  die  prematurely? 

What  I have  been  saying  for  over  thirty  years  is  still  so  true, 
"smoking  is  never  good  for  ones  health  and  nobody  can  afford 
to  smoke.'  A word  to  the  wise  should  be  sufficient.  Many  have 
quit  smoking,  but  many  more  should.  Only  30%  of  the  M.D.'s 
now  smoke  for  they  read  the  writings  on  the  wall,  and  know 
they  must  quit  smoking  to  live  long  or  be  happy. 

1 continue  to  speak  and  write  against  smoking  for  right  after 
World  War  I,  1 was  for  two  and  a half  years  a patient  in  the 
chest  wards  of  army  hospitals.  There,  1 saw  several  good  friends 
die  from  lung  cancer.  Since  every  one  of  them  was  a smoker, 
therefore,  1 concluded  the  two  were  related,  and  this  belief  has 
always  remained  unshaken.  Some  of  the  victims  themselves  were 
of  the  same  opinion. 

After  I received  my  M.D.  degree,  for  five  years  1 took  smok- 
ing histories  on  all  cases  diagnosed  lung  cancer  who  were  in 
the  skin  and  cancer  hospitals  in  which  I was  studying  full  time. 
During  those  five  years,  I saw  many  die  terrific  deaths  from  lung 
cancer.  All  of  them  were  smokers. 

In  1930,  I was  also  led  to  believe  that  heart  disease  and  smok- 
ing were  closely  related  for  one  of  my  instructors  in  Washing- 
ton University  Medical  School,  St.  Louis  was  of  that  belief.  1 | 

was  the  only  one  in  the  class  who  felt  sure  he  was  right  for  I 
most  every  other  member  of  the  class  was  a smoker. 

In  1934,  1 asked  a newspaper  clipping  bureau  to  send  me 
each  week  all  clippings  that  were  against  smoking.  1 have  been 
getting  them  every  week  through  all  the  years  ever  since.  In 
thirty-three  years,  the  clippings  have  piled  up  and  I have  read 
them  all.  This  last  week  I got  4l  clippings.  They  all  tend  to 
prove  that  nobody  can  afford  to  smoke. 

Though  there  has  been  a great  inability  on  the  part  of  many 
smokers  to  stop  smoking,  1 am  glad  to  say  that  physicians  have 
been  able  to  do  so.  Late  statistics  say  that  only  30%  now  smoke,  j 
They  stop  because  they  know  the  cancer-producing  effects  better  j 
than  their  patients  do  and  they  know  smoking  causes  heart  I 
disease  and  even  cancer  of  the  bladder.  They  know,  too,  that 
death  from  cancer  of  the  lung  is  a terrible  death  and  only  a very 
small  percentage  are  saved  by  the  removal  of  one  lung,  in  order 
to  save  the  patient.  Frequently,  both  lungs  are  affected. 

It  is  such  a tragedy,  when  a patient  dies  of  a disease  he  or 
she  could  have  prevented  by  simply  cutting  out  a bad  habit, 
like  smoking.  Almost  30  years  ago,  I said  smoking  should  be 
called  an  addiction,  for  it  is  that  in  most  smokers.  Now  many 
others  call  it  an  addiction.  If  it  were  not  an  addiction,  every 
day  more  people  would  stop  smoking  and  stay  stopped. 

1 am  of  Holland  Dutch  blood  100%  and  true  to  my  inheri- 
tance, I keep  believing  and  saying  that  young  and  old  must  be 
convinced  that  cigarette  smoking  is  decidedly  harmful  and  that 
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One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  thei'apy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2'/2  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 

( alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three 
times  daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


a sure  way  to  save  ones  life  or  prolong  it  is  to  simply  stop 
smoking.  If  one  continues  to  smoke,  that  habit  daily  nags  at  his 
vitality  and  may  eventually  cause  his  death  if  he  does  not  die 
from  an  accident  or  an  acute  illness.  We  Dutch  have  tenacity 
and  perseverance  - even  when  we  seem  to  make  no  progress, 
and  our  stand  is  unpopular  and  unconvincing,  so  I keep  re- 
peating this,  and  my  other  deep  conviction,  which  I began 
preaching  twenty-five  years  ago,  when  on  the  Nation  Staff  of 
the  American  Red  Cross,  "Slow  down  and  live,”  and  "slower 
driving  means  a lower  death  rate."  Fifty-four  thousand  will  die 
in  67  because  the  legal  speed  limits  are  too  high  and  we  drive 
too  much,  and  too  fast,  but  three  times  as  many  will  die  this 
year  because  they  are  addicted  to  smoking.  I am  now  retired, 
but  I still  try  to  prevent  needless  death  and  suffering  caused 
by  smoking  and  too  fast  driving. 

Adrian  H.  Scolten,  M.D. 

Portland,  Maine  04101 
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I certify  that  the  statements  made  by  me  above  are  correct  and 
complete. 


ESTHER  M.  KENNARD.  Business  Manager 


Dear  Doctor: 


Wouldn’t  you  like  your  patients  to  learn  more 
bout  the  contributions  made  by  the  world  of 
icdicine  to  their  welfare?  So  that  they  can  better 
ppreciate  the  efforts  of  the  health  team  to  keep 
aem  in  good  health? 


We  would  like  to  send  you  50  free  reprints  of 
Medicines  and  your  jamily’s  health  for  use  in  your 
reception  room.  Your  patients  will  find  the  articles 
in  this  issue  factual,  educational  and  of  immediate 
personal  interest. 


To  tell  the  stories  of  medical  and  pharmaceu- 
jical  advances  to  people  throughout  the  country, 
jae  Pharmaceutical  Manufacturers  Association  is 
ponsoring  a unique  “magazine  within  a magazine.” 
t is  called  Medicines  and  your  family' s health  and  the 
j.rst  issue  appears  in  the  November  Reader's  Digest. 


Just  fill  out  the  coupon  below  and  send  it  to  us. 

I 1 

I Order  Desk  | 

I Pharmaceutical  Manufacturers  Association  | 

I 1 155  Fifteenth  St.,  N.W.  | 

I Washington,  D.  C.  20005  | 

I Gentlemen:  . 

I Please  send  me  50  free  copies  of  ■ 

I Medicines  and  your  Jamilyas  health.  ■ 

Name 

I Street I 


^^George  wants  to  know  if  ifs  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock'^'' 


I 


i 


! 
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The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains;  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Maybe  you  don’t  want  la 

your  patients  to  halve  Hygroton®chiorthaiidone.  H 


/laybe  your  patients  complain: 

‘Vhy  don’t  they  make  a tablet  I don’t  have  to  halve?” 


ease  see  brief  prescribing  summary  at  the  end  of  advertisement. 


Maybe  you  abandoned  Hygroton  chlorthalidone 
because  there  wasn’t  a convenient  half  strength. 


i(  lions:  Hypertension  and  many  types  of 
' involving  retention  of  salt  and  water. 


indications:  Hypersensitivity  and  most 


eDf  severe  renal  or  hepatic  disease. 

ig:  With  the  administration  of  enteric- 
it  potassium  supplements,  which  should 
d only  when  adequate  dietary  supple- 
:ion  is  not  practical,  the  possibility  of 
il|)owel  lesions  (obstruction,  hemor- 
and  perforation)  should  be  kept  in 
icjSurgery  for  these  lesions  has  fre- 
ir  ^ been  required  and  deaths  have  oc- 
. Discontinue  enteric-coated  potas- 
upplements  immediately  if  abdominal 
n listention,  nausea,  vomiting,  or  gastro- 
nal  bleeding  occur. 


r th  caution  in  pregnant  patients,  since 
t,  ig  may  cross  the  placental  barrier  and 
% e reactions  which  may  occur  in  the 
il  thrombocytopenia,  hyperbilirubinemia, 

!i  I carbohydrate  metabolism,  etc.)  are 
■iai  problems  in  the  newborn. 

t itions:  Antihypertensive  therapy  with 
g on  should  always  be  initiated  cau- 
I in  postsympathectomy  patients  and 
I ents  receiving  ganglionic  blocking 
!i  or  other  potent  antihypertensive  drugs, 

Sre.  Reduce  dosage  of  concomitant 
ertensive  agents  by  at  least  one-half, 
ilurates,  narcotics  or  alcohol  may  po- 
t e hypotension.  Because  of  the  possi- 
t )f  progression  of  renal  damage,  peri- 
I etermination  of  the  BUN  is  indicated. 
Bitinue  if  the  BUN  rises  or  liver  dysfunc- 
1 aggravated.  Hepatic  coma  may  be 
t itated. 

iolyte  imbalance,  sodium  and/or  potas- 
rlepletion  may  occur.  If  potassium  deple- 
iiould  occur  during  therapy,  Hygroton 
«l  be  discontinued  and  potassium  sup- 
r nts  given,  provided  the  patient  does 
n ve  marked  oliguria. 


Iipecial  care  in  cirrhosis  or  severe 
hnic  heart  disease  and  in  patients  re- 
ig  corticosteroids,  ACTH,  or  digitalis, 
tistriction  is  not  recommended. 


se  Reactions:  Nausea,  gastric  irritation, 
ng,  anorexia,  constipation  and  cramp- 
izziness,  weakness,  restlessness,  hy- 
cemia,  hyperuricemia,  headache,  mus- 
amps,  orthostatic  hypotension,  aplastic 
a,  leukopenia,  thrombocytopenia, 
ulocytosis,  impotence,  dysuria,  transient 
skin  rashes,  urticaria,  purpura,  nec- 
ig  angiitis,  acute  gout,  and  pancreatitis 
epigastric  pain  or  unexplained  G.l. 
oms  develop  after  prolonged  adminis- 
1.  Other  reactions  reported  with  this 
of  compounds  include:  jaundice,  xan- 
a,  paresthesia,  and  photosensitization. 

ge  Dosage:  One  tablet  with  breakfast 
r every  other  day. 

bllity:  White,  single-scored  tablets  of 
. and  aqua  tablets  of  50  mg.,  in  bot- 
f too  and  1000.  (B)46-230-D 


I III  details,  please  see  the  complete 
i ribing  Information. 
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u ion  of 

|r  Chemical  Corporation 
Tey,  New  York 


Here’s  the  Hygroton 
they  don’t 
have  to  halve 


New  Hygroton  50  mg. 
from  Geigy 


to  go  with 

the  Hygroton  100  mg. 
you  know 


HY-5406 


When  the 
agitated  geriatric 
disrupts  the 
home... 


His  teen-age 
granddaughter 
won't  invite 
friends 
home 
because 
of  his 
outbursts. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg,  t»i.d»^ 


I 


His  slovenly  room 
and  habits  create 
/ more  tension. 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him.” 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


See  following  page  for  prescribing  information. 


When  the  agitated  geriatric 
disrupts  the  home... 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety- induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  m female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 


Mellarir 

(thioridazine)  a 
25  mg.  t.i.d. 


TTuMnoae 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


iS 


Each  tablet  cotUains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Cauuon:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAU’  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephcdrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG— Formula,  dosage  and  package  identi- 
cal to  Mudrane— eArce/tf— 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manujacturers  oj  ethical  pharmaceuticals  since  1856 


Picture  of 
painful  myositis 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLETS 


l^rafon  Forte  helps  to  relieve  pain, 
store  mobility  . . . stop  pain-spasm  feedback 


]ere  is  why.  Parafon  Forte  provides : 
c'lonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
('  paind’2  yet  unlikely  to  produce  the  irritation  to  the 
Tj.stric  mucosa  so  often  associated  with  salicylate 
erapy* 

id  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
(hour  span  of  action,^-®  and  to  retain  effectiveness 
( en  on  continued  administration,®-'  but  which  does  not 
hve  the  central  effects  of  tranquilizing  compounds. 

describe  Parafon  Forte  for  lasting  spasmolysis 
ad  analgesia  in  sprains,  strains,  myalgias,  low  back 
liin,  bursitis  and  other  musculoskeletal  disorders, 
bur  patients  will  appreciate  the  restored  comfort 
ad  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  witli  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “ McNE I L”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  J4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.\  Gastroenterology  .44:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  if5:340,  1960.  5.  Settel,  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  et  al.\  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 
27:189,  1966.  *u.s  patent  «o.  2.895.977 

McNElL  LABORATORIES,  INC..  FORT  WASHI NQTON , PA . 
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TELEPHONE 
774-8276  FOR 

Insurance  for  Members 

OFFICIALLY  ENDORSED  ^ - 

MAINE  MEDICAL  ASSOCIATION 

DOW  & PINKHAM 

107  EXCHANGE  STREET,  PORTLAND 


BLUE  CROSS  AND  OTHER  INSURANCES  ARE  ACCEPTED 

ANDREW  FERGUS,  M.D. 
Diplomate,  American  Board  of 
Psychiatry 
Chief  of  Staff 

PHILIP  BLINDER,  M.D, 
Psychiatrist 
Sec.  of  Staff 


• Utilizing  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 

The  Utterback  Private  Hospital 

31  Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine 

Beautiful  Grounds,  Large  Rooms  with  Bath.  Mental  Health,  Care  for  the  Aged  and  Convalescent  Care. 

Reasonable  Rates 


The  sensible  sehedule 
hat  covers  the 
Jatient  day  and  night 

Lyour  objective  in  the  use  of  a broad-spectrum  antibiotic 
i' prolonged  action,  with  high  blood  levels,  then  you  know 
lily  b.i.d.  DECLOMYCIN  is  considered  to  he  a 
sinsihle  dosage  schedule. 

'ae  maintenance  dosage  of  DECLOMYCIN 
( II  be  kept  at  this  convenient  schedule 
ilicause  of  its  unusually  high  effective  blood 
ad  tissue  levels. 

'be  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
te  comfortable  assurance  that  the  patient 
: well-covered,  day  and  night. 

.1  clinical  practice,  blood  levels  produced  by 
(therapeutic  dose  of  DECLOMYCIN  are 
j gh,  prolonged,  and  effective;  because  of 
. gh  serum  binding  and  slow  renal  clearance, 
nd  if  there’s  a broader  susceptibility 
jittern  of  organisms,  we’ve  yet  to  see  it. 

here  is  no  need  to  give  higher  daily  dosage 

Ilian  300  mg  b.i.d.,  except  in  venereal  diseases 
lad  Eaton  Agent  pneumonia. 

bECLOMYCIIV 

.-lEMETHYLCHLOKTETRACYCLINE 


jrescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the] 
patient  day  and  night  i 

DECLOMYCIN  Demethylchlortetracycline  should  b( 
equally  or  more  effective  therapeutically  than  othej 
tetracyclines  when  the  offending  organisms  ar| 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  tc 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  il 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifif 
cial  sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  suu'i 
burn  reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  b< 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  ii.-i 
fections  appear,  appropriate  measures  should  be  taken 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment 
Side  Effects  — Gastrointestinal  system  — anorexia 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero 
colitis,  pruritus  ani.  Skin— maculopapular  and  erythema 
tons  rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  disjj 
coloration  of  the  nails  (rare).  Kidney  — rise  in  BUNjj, 
apparently  dose  related.  Transient  increase  in  urinar}!) 
output,  sometimes  accompanied  by  thirst  ( rare).  Hyper  I- 
sensitivity  reactions  — urticaria,  angioneurotic  edema 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  ii' 
children  of  mothers  given  this  drug  during  the  latte:J‘ 
half  of  pregnancy,  and  in  children  given  the  drug  durinpi 
the  neonatal  period,  infancy  and  early  childhoodn: 
Enamel  hypoplasia  has  been  seen  in  a few  children.  Ij| 
adverse  reaction  or  idiosyncrasy  occurs  discontinui(, 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  30(|i: 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  afte^f 
meals,  since  absorption  is  impaired  by  the  concomitan'r" 
administration  of  high  calcium  content  drugs,  foods  an(|y 
some  dairy  products.  Treatment  of  streptococcal  infec[i: 
tions  should  continue  for  10  days,  even  though  symp*^ 
toms  have  subsided.  ||' 

In  the  treaiment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  GnHl 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should 
followed.  Close  follow-up  observation  of  the  patient  is  recommendeffh 
including  appropriate  laboratory  tests,  since  demethylchlortetracycliny.i 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  flu  p: 
examination  should  be  included  as  part  of  this  follow-up.  |i 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectiveii^ 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetn^- 
cycline.  Individuals  unable  to  tolerate  large  single  doses  due  to  gastnp< 
intestinal  side  effects  may  be  treated  with  150  mg.  every  6 hours  for  ^ 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doser 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  SOn 
mg.  every  12  hours  until  a cure  is  effected.  ^ 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daillF 
dosage  is  900  mg.  in  3 divided  doses  for  six  days.  N 


LEDERLE  LABORATORIES,  A Division  of  I 
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485.7—599:- 


Diagnosis: 


:ations:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
live  organisms. 

effects:  Mainly  mild,  transient  gastrointestinal  disturbances:  in 
isional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
lophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
s,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
il  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 

;ed  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
convulsions  in  a few  patients. 

autlons:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
during  prolonged  treatment.  Pending  further  experience,  like  most 
notherapeutic  agents,  this  drug  should  not  be  given  in  the  first  trimester 
egnancy.  It  must  be  used  cautiously  In  patients  with  liver  disease  or 
re  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
irred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
icessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
tion  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
ijdults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
l|ful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

In  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
inent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
«;-positive  reaction. 

Hige:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
I')  for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  Is  indicated, 
ijdosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
toximately  25  mg.  per  pound  of  body  weight  per  day,  administered  in 
4ted  doses.  The  dosage  recom, mended  above  for  adults  and  children 
Ijild  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
^iician.  Until  further  experience  is  gained,  infants  under  1 month 
lild  not  be  treated  with  the  drug. 

II  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
Ijitly  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
lies  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

‘jrences:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
ijest.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.; 
microbial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
■iety  for  Microbiology,  1965,  p.  722. 
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cystitis? 

pyelonephritis? 

pyeiitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets*  q.i.d. 

(initial  adult  dose) 

NegGram* 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent"  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.'' 


4=As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella.  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
' In  Diabetes,' Arthritis^  and  Peripheral  Vascular  Disorders^ 


now ...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.^ Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  CX)MPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev* 
eleci,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Amlnophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylllne  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 
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at  the  site  of  infection 
(where  it  counts)... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-* 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^  ® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone* 

Erythromycin 


701464 

Skey 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  ( ABA  ) in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion—especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis:  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections;  pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia. and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents:  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications:  Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis ) have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.E,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.* 

*Base  equivalent.  [080967] 

Rcferrncra:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.. 
247:69,  1964.  2.  Griffith,  R.  S..  and  Black.  H.  R.:  Antibiotics  & 
Chemother.,  12:398,  1962.  3.  Hirsch.  H.  A..  Pryles,  C.  V..  and 
Finland,  M.:  Am.  J.  M.  Sc.,  25.9.198.  1960. 

Additional  information  available  to 
physicians  2ipon  request.  Eli  Lilly  and 
Company , Indianapolis,  Indiana 
i6206. 
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DORSEY  "FLU-GRAM" 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  Z4  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

_ haI A ^aKIa^  AAn^AinC* 


timed-release  tablet  contains: 

Triaminic'® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  The  Wander  Company 
Lincoln.  Nebraska  68501 


clip  and  file  under  ''flu'' 


For  relief  of  "flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 
Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 


Butazolidin®,  phenylbutazone 
In  Acute  Superficial  Thrombophlebitis 
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Contraindications:  Edema;  danger  of  car-  I 
diac  decompensation;  history  or  symptoms  I 
of  peptic  ulcer;  renal,  hepatic  or  cardiac  I 
damage;  history  of  drug  allergy;  history  of  I 
blood  dyscrasia.  The  drug  should  not  be  I 

given  when  the  patient  is  senile  or  when  I 

other  potent  drugs  are  given  concurrently.  1 

Large  doses  of  Butazolidin  alka  are  con-  I 

traindicated  in  glaucoma.  * 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  watch  for  ex-  ' 

cessive  increase  in  prothrombin  time. 
Instances  of  severe  bleeding  have  oc-  j 

curred.  Pyrazole  compounds  may  poten-  1 

tiate  the  pharmacologic  action  of  sulfo-  | 

nylurea,  sulfonamide-type  agents  and  f 

insulin.  Carefully  observe  patients  receiv-  ' 

ing  such  therapy.  Use  with  great  caution 
in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  care-  ' 

fully  select  patients,  avoiding  those  re- 
sponsive to  routine  measures  as  well  as 
contraindicated  patients.  Obtain  a de-  , 

tailed  history  and  a complete  physical  * 

and  laboratory  examination,  including  a ♦ 

blood  count.  The  patient  should  not  ex- 
ceed recommended  dosage,  should  be 
closely  supervised  and  should  be  warned 
to  discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention); 
skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Dis- 
continue the  drug  immediately  and  insti- 
tute countermeasures  if  the  white  count 
changes  significantly,  granulocytes  de-  L 
crease,  or  immature  forms  appear.  Use  I 
greater  care  in  the  elderly  and  in  hyper-  • 

tensives. 

Adverse  Reactions:  The  most  common 
are  nausea,  edema  and  drug  rash.  Swell- 
ing of  the  ankles  or  face  may  be 
minimized  by  withholding  dietary  salt, 
reduction  in  dosage  or  use  of  diuretics. 

In  elderly  patients  and  in  those  with 
hypertension  the  drug  should  be  discon- 
tinued with  the  appearance  of  edema.  The 
drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic 
ulcer.  The  patient  should  be  instructed 
to  take  doses  immediately  before  or  after 
meals  or  with  milk  to  minimize  gastric 
upset.  Mild  drug  rashes  frequently  sub- 
side with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  sys- 
temic reactions  usually  requires  with- 
holding medication.  Purpuric  rash  has 
also  been  reported.  Agranulocytosis,  ex- 
foliative dermatitis,  Stevens-Johnson  syn- 
drome, or  a generalized  allergic  reaction 
similar  to  serum  sickness  may  occur  and 
require  permanent  withdrawal  of  medica- 
tion. Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely 
attributable  to  the  drug,  a causal  relation- 
ship cannot  be  excluded.  Thrombocyto- 
penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported, 
as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red 
cell  count  due  to  hemodilution  may  occur. 

Dosage  in  Acute  Superficial  Thrombo- 
phl^itis:  Initial:  6 capsules  or  tablets 
daily  in  divided  doses  for  2 or  3 days. 
Maintenance:  3 capsules  or  tablets  daily. 

Usual  duration  of  therapy  is  5 to  7 days 
(rarely  beyond  todays).  6509-V(B)R2 

’Stein,  I.D.:  Presented  at  the  American  Acad- 
emy ot  General  Practice,  Dallas,  Sept.  1967. 

For  complete  details,  please  see  full 
prescribing  information. 


Acute  superficial  thrombophlebitis  before  treatment  After  5 days  of  Butazolidin  therapy 


In  acute  superficial  thrombophlebitis,  patients  were  usually  bedfast  for  2 to  4 weeks, 
tying  up  hospital  beds,  requiring  costly  nursing  care  and  time-consuming  procedures 
such  as  warm  soaks  and  packs. 

When  Butazolidin  was  added  to  the  usual  regimen,  960  of  1000  patients  obtained 
complete  resolution;  most  required  only  30  capsules  or  tablets;  relief  of  pain  and 
discomfort  and  regression  of  inflammatory  signs  and  fever  occurred  within  a few  days.* 

Side  effects  occurred  in  6%  of  the  1000  patients.  While  none  were  serious  or  long- 
lasting,  Butazolidin  can  produce  severe  side  effects  in  rare  instances.  Further,  not  every 
patient  can  take  Butazolidin.  Therefore,  select  patients  with  care  and  follow  them 
closely.  Contraindications,  Warning,  Precautions  and  Adverse  Reactions  are 
summarized  in  adjacent  column. 

Butazolidin  gets  bedfast  thrombophlebitics  out  of  bed,  fast.  Usual  duration  of  treatment 
is  5 to  7 days,  and  rarely  exceeds  10  days.  Try  it  and  see.  For  full  details,  please  refer 
to  the  complete  prescribing  information. 


Butazolidin®  alka 

Capsules: 

phenylbutazone,  100  mg.;  dried  aluminum  hydroxide 
gel,  100  mg.;  magnesium  trisilicate,  150  mg.;  hom- 
atropine  methylbromide,  1.25  mg. 

Butazolidin® 

phenylbutazone 

Tablets  of  100  mg. 


Geigy 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.''^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."^ 


1^  '*^ethocarbani‘ 


I y'i  / )&  / ^^Heat  “A  very  valuable 
^ i k method  of  applying 

\ S ' ^ ^ heat  at  home  is  a prolonged 

^ i*  hot  bath. 

\\m.  ■ 


“Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine. 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  5CXD  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therop.  8.-950, 1966.  (2).  Gottschalk, 
I.A.:  GP  33;91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  I8.-26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  M:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42, 1 962.  (7) . Feuer,  S.G.,  et  o/..-  New  York  J.  Med.  62:1 985, 1 962. 


ORobaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“...without  interfering  with  normal 
tone  and  movement.”^  And  there 
is  little  likelihood  of  sedation.* 

/Ill  A.  H.  ROBINS  COMPANY 

J RICHMOND,  VIRGINIA  23220 


New  DISPETTE 


Single  dose  disposable  units 

• No  measuring  — no  droppers  — no  bottles 

• Full  dosage  without  waste  or  spillage 

• Space-saving  refrigerator  package 

• Practical  and  economical 


ORIMUNE 


Poliovirus  Vaccine 
Live,  OraLTrivalent 


CONTRAINDICATIONS  and  PRECAUTIONS:  Do 
not  inject  this  vaccine.  Postpone  vaccination  in  those 
with  acute  illness;  in  any  condition  having  an  adverse 
effect  on  the  immune  response  mechanism  (leukemias, 
lymphogenous  diseases,  dysgammaglobulinemias,  during 
treatment  with  immune  serum  globulins  or  with  cancer 
chemotherapy  agents,  etc.);  in  advanced  debilitated 
states;  or  if  there  is  persistent  vomiting  or  diarrhea,  or 
clinical  signs  of  virus  (including  enterovirus)  infection. 


Live  measles  and  oral  poliovirus  vaccines  should  proba- 
bly be  given  separately. 

SIDE  EFFECTS  of  significance  have  not  been  reported. 
However,  the  risk  of  vaccine-induced  poliomyelitis,  esti- 
mated to  be  from  1:2,500,000  to  1:50,000,000  should 
be  considered. 

Supplied  in  trays  of  10.  Order 
through  your  Tederle  Repre- 
sentative or  regular  source  of  supply. 

447-7-4964 


ENDORSED  BY  THE  MAINE  MEDICAL  ASSOCIATION 

For  Its  Members 


MALPRACTICE  INSURANCE 

HARTFORD  INSURANCE  GROUP 

Noyes  & Chapman 

Genera!  Insurance 

465  Congress  St. 

Portland,  Maine 


Serving  Maine  doctors  for  over  90  years 


LAWRENCE  D.  CHAPMAN 


772-2841 


WHEN  ANXIETY 
IS  A SIGNIFICANT 
COMPONENT  OF  THE 
CUNICAL  PROFILE 


(chlordiazepoxideHCI) 


Also  available  as 
LIBRITABS^”  (chlordiazepoxide) 
5-mg,  10-mg,  25-mg  tablets 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  following  discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual  pharmacologic  effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions  (e  g.,  excitement,  stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal  tendencies  may  be  present  and  protective  meas- 
ures necessary.  Variable  effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal  symptoms,  in- 
creased and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage  reduction;  changes  in  EEC 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction  have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver-function  tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage;  Individualize  for  maximum  beneficial  effects.  Ora/  — Adults;  Mild  and  moderate  anxiety  and 
tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied;  Librium®  (chlordiazepoxide  HCI)  Capsules,  5 mg,  10  mg  and  25  mg— bottles  of  50.  Libritabs’  ”-  (chlor- 
diazepoxide) Tablets,  5 mg,  10  mg  and  25  mg  — bottles  of  100.  With  respect  to  clinical  activity,  capsules  and 
tablets  are  indistinguishable. 

Roche  Laboratories  • Division  of  Hoffmann -La  Roche  Inc  • Nutley,  N.J.  07110 
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Among  the  adjuncts  to  the  physician’s  skill 

Darvon®  Compound-65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to  the  medical  profession  upon  request. 

ELI  LILLY  AMD  COMPANY,  INDIANAPOLIS,  INDIANA  46206 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


© 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor"  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


( LTR23  ) 
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a stuffy  nose 
is  no 

laughing  matter 


Before  prescribing,  see  complete  prescribing 
information  in  SK4F  literature  or  PDR.  A brief 
precautionary  statement  follows, 
Contraindications;  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  1'^*  uptake;  discontinue  ‘Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


OrnadeT..d.m..> 

Each  capsule  contains  8 mg,  of  Teldrin'® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule'^  Capsules 

brand  of  sustained  release  capsules 


each  one  can 
give  him  all-day 
or  all-night  relief 


'i 


Smith  Kline  & French  Laboratories 


after 

810^ 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 
Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake.  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


627-6-3613 


When  the  agitated  geriatric 
disrupts  the  home . . . 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

• helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

• often  alleviates  anxiety-induced  so- 
matic complaints 

• frequently  helps  strengthen  emotional 
resources 

• helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe  . . . consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 


for  moderate  to  severe  anxiety 


Mellarir 

(thioridazine) 
25  mg.  t.i.d. 


SANDOZ 


iruMnane' 


' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 

! 


Eac/i  tablet  contains: 

Potassium  Iodide 19.')  mg. 

Aminophylline 130  mg. 

Phenobari)ital,  Caution:  May  be  liabil  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephcdrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG— Formula,  dosage  and  package  identi- 
cal to  Mudrane — except— \0Q  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


mary  of  prescribing  information 

:ations:  Urinary  tract  Infections  in  which  gram-negative  bacteria  are  pre- 
nant,  particularly  Proteus,  Escherichia  coti,  Aerobacter,  Klebsiella,  and 
lin  strains  of  Pseudomonas.  Gram-positive  bacteria  are  less  sensitive  to 
3ram  but  favorable  clinical  results  have  been  observed, 
ling:  Use  in  Pregnancy.  This  drug  is  not  recommended  in  the  first  tri- 
er of  pregnancy.  However,  it  has  been  used  in  several  patients  during 
ast  two  trimesters  without  producing  apparent  ill  effects  in  either  mother 
tus. 

autions:  As  with  all  new  drugs,  periodic  blood  and  liver  function  tests 
idvisable  during  treatment  longer  than  1 or  2 weeks.  This  drug  should  be 
with  caution  in  patients  with  liver  disease,  epilepsy,  severe  cerebral 
iosclerosis,  or  severe  impairment  of  kidney  function.  Because  photo- 
itivity  reactions  have  been  reported  in  a small  number  of  cases,  patients 
Id  be  cautioned  to  avoid  unnecessary  exposure  to  direct  sunlight  while 
iving  NegGram.  and  if  a photosensitivity  reaction  occurs,  therapy  should 
iscontinued.  The  dosage  recommended  for  adults  and  children  should  not 
rarily  be  doubled  unless  under  the  careful  supervision  of  a physician, 
lid  bacterial  resistance  develop  or  additional  nonsensitive  strains  emerge, 
r effective  antibacterial  agents  should  be  added  to  or  substituted  for 
3ram. 

n testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
gent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  may  give 
se-positive  reaction. 

jrse  reactions:  Mainly  mild  nausea,  vomiting,  and  other  gastrointestinal 
irbances;  less  frequently,  sleepiness,  drowsiness,  weakness,  headache, 
iness  and  vertigo,  and  rarely  cholestasis,  paresthesia,  thrombocytopenia, 
openia,  or  hemolytic  anemia  in  patients  with  a deficiency  in  activity  of 
ose-6-phosphate  dehydrogenase.  Itching,  pruritus,  rash,  urticaria,  mild 
nophilia,  reversible  photosensitivity  reactions  primarily  involving  exposed 
ices,  and  reversible  subjective  visual  disturbances  (overbrightness  of  lights, 
ige  in  visual  color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity 
double  vision),  occurred  occasionally.  Reversible  increased  intracranial 
sure  with  bulging  anterior  fontanel,  papilledema,  and  headache  has  been 
irved  occasionally  in  infants  and  children.  Toxic  psychosis  and  brief  con- 
ions  (the  latter  generally  in  patients  with  possible  predisposing  factors, 
both  usually  associated  with  excessive  dosage)  have  been  recorded  in 
instances. 

ige  and  administration:  Aduffs  — Four  Gm.  daily  by  mouth  (2  Caplets®  of 
mg.  four  times  daily)  for  one  to  two  weeks.  Thereafter,  if  prolonged 
Iment  is  indicated,  the  dosage  may  be  reduced  to  two  Gm.  daily  (1  Caplet 
DO  mg.  four  times  daily).  Chi/dren  — According  to  age  and  weight:  approxi- 
sly  25  mg.  per  pound  of  body  weight  per  day,  administered  in  divided  doses. 
!:  The  dosage  recommended  above  for  adults  and  children  should  not  arbi- 
ly  be  doubled  unless  under  the  careful  supervision  of  a physician.  Until 
ler  experience  is  gained,  infants  under  1 month  should  not  be  treated  with 
frug. 

' supplied: 

r adults  - Buff-colored,  scored  Caplets  of  500  mg.,  conveniently  available 
ottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles  of  1000. 
r children  - Caplets  of  250  mg.,  available  in  bottles  of  56  and  1000. 

>re  prescribing,  please  refer  to  complete  prescribing  information, 
irences:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on  re- 
st. (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
microbial  Agents  and  Chemotherapy-1964,  Ann  Arbor,  American  Society 
Microbiology,  1965,  p.  722, 


Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 

Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 


IMegGram 

Brand  of 


nalidixic  acid 

a specific  anti-gram-negative 


eradicates  most  urinary 
tract  infections... 


• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good”  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.'' 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella.  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas^. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications;  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


nnnciHor 


AKMUUK  lABLtlS 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO.  ILLINOIS 
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"Mans  best  friend"in  wintertime  diarrheas 


In  winter  "flu"  and  viral 
gastroenteritis,  Donnagel  (4  oz. 
size!)  can  bring  aid  and  comfort  to 
sufferers  from  both  diarrhea  and 
its  discomforts  because  it  contains 
kaolin  and  pectin  plus  belladonna 
alkaloids  (as  in  Donnatal®). 
Donnagel  treats  the  whole  diarrhea 


problem.  Available  on  your 
prescription  or  recommendation. 

For  acute,  non-specific  diarrheas 
Donnagel®-PG  (Donnagel  with 
paregoric  equivalent). 

Donnagel  formula  plus  powdered 
opium,  USP,  24.0  mg.  (equivalent 
to  paregoric  6 ml.)  (warning:  may 
be  habit  forming).  Alcohol,  5°/o. 


All  the  antidiarrheal  benefits  of 
paregoric  without  the  unpleasant 
taste.  Real  banana  flavor  makes  it 
acceptable,  even  to  children. 

See  product  literature  before 
prescribing. 

A.  H.  Robins  Company 
Richmond,  Va.  23220 
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THERE’S  A 
FORMULATION 
FOR  EVERT 
COVOHINO  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1 .4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1 .4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 
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• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 
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Progress  in  Pernicious  Anemia  Detection' 

Mason  Trowbridge,  Jr.,  M.D.,**  Richard  C.  Wadsworth,  M.D.' 
and  Edward  L.  Moffitt,  B.Sc.f 


Pernicious  anemia  is  a disease  of  the  gastric  mucosa 
affecting  primarily  individuals  over  40  years  of  age.  It 
is  found  in  all  socio-economic  groups  and  appears  to 
have,  at  least  in  some  cases,  a hereditary  component.  The 
gastric  atrophy  which  occurs  results  in  loss  of  ability  to 
secrete  hydrochloric  acid,  pepsinogen,  which  is  the  in- 
active precursor  of  the  proteolytic  enzyme  pepsin,  and 
intrinsic  factor,  which  is  a still  poorly  defined  mucopro- 
tein  necessary  for  the  normal  absorption  of  vitamin  B-12. 
Barring  extreme  food  faddists,  most  individuals,  eating 
a normal  diet  ingest  more  than  enough  vitamin  B-12  to 
meet  all  their  physiological  requirements. 

The  function  of  gastric  intrinsic  factor  is  to  bind  this 
vitamin  B-12  into  an  intrinsic  factor-B,.  complex  and 
then  deliver  the  bound  vitamin  to  specific  receptor  sites 
in  the  distal  ileum  where  the  vitamin  B-12  is  passed 
through  the  intestinal  wall  to  the  blood  stream.  If  the 
atrophic  gastric  mucosa  of  pernicious  anemia  does  not 
produce  intrinsic  factor,  normal  absorption  will  not  oc- 
cur and  tissue  depletion  of  the  vitamin  will  result.  This 
tissue  depletion  of  vitamin  B-12  is  responsible  for  the 
clinical  picture  of  pernicious  anemia.  Much  investigation 
in  various  research  laboratories  is  focused  on  the  role  of 
autoimmune  mechanisms  in  the  pathogenesis  of  per- 
nicious anemia.  One  of  the  current  estimates  is  that  60 
to  70%  of  the  cases  reflect  an  immunological  aberration. 

The  clinical  picture  of  pernicious  anemia  frequently 
described  is  that  of  a middle-aged  individual  suffering 
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Public  Health  Service. 
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from  chronic  and  increasing  fatigue  and  weakness  short- 
ness of  breath,  pallor,  gastrointestinal  disturbances  sudi 
as  loss  of  appetite  and  nausea  - followed  by  the  discov- 
ery of  a moderate  to  marked  macrocytic  anemia.  If  the 
patient  responds  to  intramuscular  vitamin  B-12  with  a 
clinical  remission  and  a good  reticulocyte  response  the 
disease  is  assumed  to  be  pernicious  anemia  and  the  neu- 
rological deterioration  frequently  found  in  long  .-standing, 
untreated  pernicious  anemia,  does  not  occur. 

Frequently  the  patient  with  pernicious  anemia  seeks 
medical  attention  with  less  characteristic  complaints 
such  as  not  having  felt  well  for  some  time  or  merely  be- 
cause he  isn't  as  "chipper"  as  he  used  to  be.  The  anemia 
may  be  mild  OR  nonexistent.  It  is  becoming  increasingly 
frequent  for  a neurological  derangement,  easily  inter- 
preted as  senile  psychosis,  to  be  the  presenting  picture, 
with  absolutely  no  sign  of  anemia.  In  cases  such  as  this, 
pernicious  anemia  may  easily  be  overlooked  in  the  dif- 
ferential diagnosis.  While  the  neurological  signs  are 
still  mild  and  of  relatively  recent  onset,  specific  therapy, 
that  is,  injections  of  vitamin  B-12,  can  restore  normal 
neurological  function.  But,  if  there  is  too  much  delay, 
and  the  neurological  damage  becomes  established,  at 
best,  only  partial  reversal  can  be  expected  from  therapy. 
There  are  undoubtedly  individuals  today  in  custodial 
care  institutions'  suffering  from  unrecognized  pernicious 
anemia,  who,  if  they  had  been  diagnosed  in  time,  could 
have  been  rehabilitated  and  maintained  free  of  symptoms 
for  a few  cents  a month. 

The  danger  of  treating  an  undiagnosed  macrocytic 
anemia  with  folic  acid  containing  vitamin  preparations 
cannot  be  overemphasized.  Folic  acid  administration  has 
been  shown  to  initiate,  accelerate  or  otherwise  aggravate 
the  neurologic  degeneration  of  pernicious  anemia,  in 
spite  of  the  fact,  that  a hematological  remission  may  be 
temporarily  induced. - 

It  was  for  the  early  detection  of  pernicious  anemia 
that  this  project  was  designed.  The  United  States  Public 
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In  1966  she  was  admitted  with  a cardiac  problem.  She  had 
had  vitamin  B-12  injections  on  a monthly  basis  and  her  hemo- 
pram  was  normal.  Diminished  vibratory  sense  and  absent  ankle 
jerks  were  noted. 

In  1967  she  developed  an  adenocarcinoma  of  the  rectum 
which  invaded  the  bladder.  A palliative  sigmoid  colostomy  was 
performed,  after  w'hich  she  was  transferred  to  a nursing  home. 
While  there,  she  developed  severe  abdominal  pain  following 
an  enema.  A transverse  colostomy  was  performed  and  a local- 
ized peritonitis  drained.  During  the  postoperative  period  a 
double  Schilling  Test  was  carried  out.  The  value  without  in- 
trinsic factor  was  0.5%  excretion  and  with  intrinsic  factor 
5.7%.  A Segal  uropepsin  test  was  10  minutes,  a value  render- 
ing the  diagnosis  of  pernicious  anemia  unlikely. 

Discussion:  In  1965  when  anemia  w'as  first  noted  the  patient 
was  considered  to  have  pernicious  anemia  in  spite  of  the  ques- 
tionable double  Schilling  test  values  of  0.0%  and  2.0%. 
Values  such  as  this  would  ordinarily  indicate  a malabsorption 
problem,  but  since  we  had  had  several  such  sets  of  results  like 
this  with  the  same  "lot"  of  intrinsic  factor  it  was  felt  to  be  very 
probable  that  the  intrinsic  factor  had  in  some  way  been  inac- 
tivated (such  as  by  the  heat  of  a radiator  in  transit).  A similar- 
ly inconclusive  result  of  0.5%  and  5.7%  in  1967,  in  addition 
to  the  peptic  activity  indicated  by  the  Segal  uropepsin  test 
rendered  the  diagnosis  of  pernicious  anemia  less  tenable. 

However,  the  serum  vitamin  B-12  value  of  nearly  zero 
proved  that  a severe  deficiency  of  this  vitamin  did  exist.  The 
interesting  feature  of  this  case  is  that  she  had  slight  neurological 
signs  consistent  w'ith  vitamin  B-12  deficiency  seven  years  prior 
to  discovery  of  the  anemia.  It  is  possible  that  two  years  of 
steroid  therapy  for  her  skin  condition  slowed  the  development 
of  the  anemia. 

It  is,  in  retrospect,  obvious  that  four  years  prior  to  the  de- 
velopment of  the  anemia  that  the  patient  had  a moderate  de- 
gree of  mental  derangement.  She  was  told  at  least  twice  by 
physicians  and  nurses  to  return  for  a Schilling  Test  but  did 
not  tell  members  of  the  family  about  this  recommendation. 
The  two  internists  involved  had  failed  to  heed  the  w'arning  of 
Samson  et  al'^  concerning  the  pitfall  of  delirium  in  pernicious 
anemia.  Little  is  suspected  by  either  physicians  or  nurses  if 
the  patient  is  quiet  and  tractable.  It  is  only  by  repeating  the 
history  on  a later  occasion  or  by  doing  a "serial  sevens"  test 
that  a severe  mental  aberration  becomes  apparent. 

Another  patient  recently  picked  up  by  screening  employees 
of  a local  paper  mill  had  a serum  vitamin  B-12  level  of  18 
uug./ml  and  a 60  minute  no  coagulation  pepsin.  Neurological 
examination  which  included  proprioceptive  testing  of  all  toes 
and  the  use  of  a 256  tuning  fork  was  negative.  He  did  serial 
sevens  well  and  could  not  be  tripped  up  by  repeating  the  his- 
tory. A simple  schedule  of  a bone  marrow  aspiration,  visit  to 
the  hematology  laboratory,  ingestion  of  the  radioactive  vita- 
min B-12  capsule  and  flushing  injection  was  set  up.  He  sud- 
denly became  refractory  and  abusive  at  one  juncture. 

Another  recent  pernicious  anemia  patient,  seemingly  ration- 
al, caused  a considerable  dislocation  of  medical  and  paramedical 
schedules  by  appearing  on  the  wrong  day  for  her  Schilling 
Test.  Careful  psychometric  studies  and  electroencephalography 
is  needed  in  completely  normal  potential  pernicious  anemia 
patients  to  determine  the  importance  of  the  latent  or  pre-per- 
nicious  anemia  state. 

Case  No.  3 - In  1958,  a 53-year-old  white,  female  registered 
nurse  was  admitted  to  the  Eastern  Maine  General  Hospital  with 
the  chief  complaint  of  severe  diarrhea  and  exhaustion.  The 
stools  were  watery,  not  foamy  or  greasy,  and  they  contained 
no  blood  or  mucous.  She  had  paresthesias  of  the  hands  and 
toes  and  could  not  pick  up  a needle.  Her  legs  felt  like  "sticks.” 
She  had  been  depressed  for  one  to  two  years.  As  with  the  cases 
described  originally  by  Addison  who  were  uncertain  as  to  the 
exact  date  of  onset  of  symptoms,  she  could  merely  state  that 


she  had  been  miserable  for  months  and  had  not  felt  really  well 
for  five  to  ten  years. 

No  significant  physical  findings  were  noted.  Hematocrit  — 
18%.  Hemoglobin  — 6.0  gms./lOO  cc.  RBC  — l,650,000/mm.3 
The  marrow  was  megaloblastic  and  consistent  with  pernicious 
anemia.  Her  clinical  response  to  intramuscular  vitamin  B-12 
was  spectacular,  but  she  was  discharged  before  a reticulocyte 
rise  could  be  documented.  Even  with  a documented  rise  in 
reticulocytes  the  above  data  would  not  rule  out  folic  acid  de- 
ficiency as  a possible  cause  of  her  anemia  and  symptomatology. 
At  a later  date  the  diagnosis  of  pernicious  anemia  was  proven 
by  a double  Schilling  Test  yielding  values,  without  and  with 
intrinsic  factor  of  1.4%  excretion  and  24%  excretion. 

The  history  at  this  point  is  clouded  for  it  was  obtained  sec- 
ond hand  from  the  patient.  Early  in  1962,  while  in  Florida, 
she  had  asked  a local  physician  to  give  her  an  injection  of 
vitamin  B-12,  which  after  finding  her  hematocrit  to  be  "above 
normal,"  he  refused  to  do.  She  returned  to  Bangor  and  the 
serum  vitamin  B-12  level  was  found  to  be  249  uug./ml.  No 
further  vitamin  B-12  was  administered,  but  serum  vitamin  B-12 
assays  were  carried  out  each  year.  All  values  were  normal,  as 
were  hemoglobin  and  hematocrit  values  during  a three  year 
period  of  no  vitamin  B-12  therapy.  In  July  1965,  the  serum 
vitamin  B-12  level  dropped  to  176  uug./ml.,  at  w'hich  time 
monthly  injections  of  250  micrograms  of  vitamin  B-12  were 
reinstituted. 

In  1967,  she  had  a protracted  and  painful  siege  of  herpes 
zoster.  Also  in  1967,  for  the  first  time,  there  w'as  some  loss  of 
sensation  to  a 256  tuning  fork  at  the  malleoli.  The  only  sig- 
nificant family  history  was  that  of  an  aunt  who  was  studied  at 
a Boston  medical  center  for  a myeloproliferative  disorder. 

Discussion:  This  proven  pernicious  anemia  patient  was  pur- 
posely untreated  for  three  years  with  no  drop  in  her  hemogram 
and  only  after  the  three  years  did  the  serum  vitamin  B-12  level 
fall  to  slightly  below  normal  values.  Darby  et  aU'^  withheld  vi- 
tamin B-12  from  pernicious  anemia  patients,  and  one  patient  did 
not  have  a relapse  for  six  and  one  half  years.  An  early  case  re- 
ported by  the  Harvard  group  presented  with  an  RBC  of  800,- 
000.  He  was  given  a single  injection  of  liver  extract  (10  cc.) 
and  apparently  remained  in  good  health  for  six  years. 

The  patient  who  has  been  started  on  vitamin  B-12  or  liver 
extract  in  whom  pernicious  anemia  has  not  been  documented 
is  very  common.  All  too  often  the  physician  elects  to  discon- 
tinue the  therapy  and  observe  the  hemoglobin  or  hematocrit. 
This  is  a most  represensible  practice.  It  would  not  have  been 
done  with  our  patient  had  we  not  had  an  unusually  good  rap- 
port with  the  patient  and  a highly  specialized  laboratory.  When 
pernicious  anemia  needs  to  be  confirmed,  the  Schilling  Test 
should  be  promptly  used.  The  presence  of  free  hydrochloric 
acid  in  the  gastric  juice  of  a patient  over  fifty  would  exclude 
pernicious  anemia.  However,  gastric  analysis  as  frequently  car- 
ried out  with  histamine  all  too  often  is  reported  as  achlorydria 
when  Kay’s  augmented  histamine  test  would  demonstrate  the 
presence  of  free  acid.  Even  in  university  centers  few  have  the 
time  and  temerity  to  carry  out  this  test.  Thus,  reliance  must  be 
placed  on  the  Schilling  or  other  test  based  on  the  intestinal 
absorption  of  radioactive  vitamin  B-12. 

Results  of  the  Hospital  Population  Study  ( Fig.  1 ) 

Of  the  776  patients  originally  selected  for  study  137  had 
positive  uropepsin  tests.  Of  these,  101  went  on  to  have  serum 
assayed  for  vitamin  B-12.  The  remaining  36  patients  in  the  posi- 
tive uropepsin  group  were  discharged  before  blood  for  the 
serum  assay  was  drawn.  These  patients  will  be  contacted 
through  their  physicians  for  further  workup.  Of  the  101  assays 
performed,  21  yielded  below  normal  results,  which  for  14  of 
them  led  to  the  Schilling  Test.  The  Schilling  Test  confirmed 
pernicious  anemia  in  7 and  ruled  out  pernicious  anemia  in 
another  7.  For  two  patients  with  positive  uropepsin  tests  and 
a low  serum  vitamin  B-12  levels,  pernicious  anemia  was  con- 


TI 

o 

c 

m 


•n 

O 

n 

> 


tn 

z 

n 

H- ^ 

o 

c 

CD 

> 

hi 

g 

> 

D 

tn 

H 

w 

n 

H 

o 

hJ 

O 

O 

?!3 

> 


258 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 


firmed  without  using  the  Scliilling  Test.  In  three  other  cases 
pernicious  anemia  is  likely  to  be  confirmed,  but  a definitive 
diagnosis  awaits  further  workup.  Thus,  for  the  137  positive 
uropepsin  tests,  a diagnosis  of  pernicious  anemia  was  confirmed 
for  nine. 

Of  nine  patients  who  had  low  serum  vitamin  B-12  levels 
yet  did  not  have  pernicious  anemia,  several  had  a malabsorptive 
disorder  which  involved  folic  acid  as  well  as  vitamin  B-12,  and 
was  not  corrected  by  intrinsic  factor. 

General  Discussion 

Hall'"  has  pointed  out  that  pernicious  anemia  is 
missed  all  too  frequently.  We  have  found  the  uropepsin 
test  to  be  an  effective  means  of  discovering  pernicious 
anemia  which  otherwise  might  have  gone  undetected.  In 
an  earlier  correspondence  Hall  felt  it  would  be  difficult 
to  pick  up  a new  case  a month  of  pernicious  anemia  in 
a 320  bed  general  hospital,  even  in  Finland  where  they 
have  the  tapew'orm  to  help.  As  seen  from  the  results  of 
the  six  month  population  sample  at  least  one  and  a half 
cases  per  month  were  picked  up,  with  the  possibility  of 
the  case  rate  going  even  higher.  Unfortunately,  the  uro- 
pepsin test  is  not  perfect.  We  have  had  at  least  3 false 
negative  results  in  over  4,000  uropepsins  done  since  the 
project's  inception. 

The  selection  of  patients  based  on  the  ordering  of 
PDFs  w-as  made  a part  of  the  program  because  of  the 
clinical  similarity  in  the  way  myxedema  and  pernicious 
anemia  frequently  present  and  because  of  the  relatively 
frequent  finding  of  antithyroid  antibodies  in  cases  of 
pernicious  anemia. 

The  diagnosis  of  pernicious  anemia  is  frequently  ob- 
scured because  the  patients  come  in,  not  because  of  ane- 
mia, but  because  of  some  other  condition  such  as  an 
infection  or  gastrointestinal  bleeding,  which  in  itself  is 
a plausible  cause  of  anemia.  It  is  well  known  that  per- 
nicious anemia  patients  adjust  extraordinarily  well  to 
very  low  hemoglobin  values.  A woodsman,  we  have  rec- 
ord of,  had  no  real  trouble  handling  his  chain  saw  until 
his  hemoglobin  dropped  to  3.8  gms.  TOO  cc.  These  pa- 
tients often  do  not  seek  medical  care  until  some  other 
complicating  disease  has  developed.  And  then,  because 
the  clinician's  attention  is  focused  on  the  latter,  the  un- 
derlying pernicious  anemia  is  still  missed. 

There  are  no  Bangor  area  physicians,  including  the 
osteopathic  physicians,  who  have  not  been  approached 
and  appraised  of  the  importance  of  making  the  diagnosis 
of  pernicious  anemia  as  early  as  possible.  The  tolerance 
and  degree  of  cooperation  by  all  physicians  with  the  per- 
nicious anemia  project  has  been  outstanding.  Neverthe- 
less, all  too  many  patients  with  uropepsins  in  the  pernici- 
ous anemia  range  have  been  discharged  from  the  hospital 
without  a free  serum  vitamin  B-12  assay.  The  task  of 
getting  the  medical  profession  as  a whole  to  look  for 
latent  or  pre-pernicious  anemia,  as  is  being  done  with 
diabetes,  is  a formidable  one. 

Summary 

The  pathology  of  pernicious  anemia  is  briefly  re- 


viewed, with  emphasis  on  its  insidious  nature  and  the 
possibility  of  disabling  neurological  damage  if  the  dis- 
ease is  not  detected  and  diagnosed  early. 

An  aggressive  approach  to  pernicious  anemia,  using 
the  Segal  uropepsin  screening  test  is  discussed,  with  the 
conclusion  that  this  test  is  effective  in  detecting  the  dis- 
ease early  or  when  it  is  masked  by  superimposed  clinical 
di.sorders.  Kay's  Augmented  Histamine  Test  is  recom- 
mended as  the  gastric  analysis  method  of  choice,  its  re- 
sults being  the  most  reliable  of  the  gastric  analysis  pro- 
cedures available. 

1.  Anemia  and  neurological  disease  are  often  late 
manifestations  of  pernicious  anemia.  Much  human  suf- 
fering and  expense  will  be  spared  by  an  aggressive  effort 
to  make  the  diagnosis  early.  Some  success  has  been 
achieved  in  pernicious  anemia  detection  by  the  use  of  a 
simple  milk  coagulation  test  of  random  urine  specimens. 
A serum  vitamin  B-12  assay  is  carried  out  on  patients 
showing  lessened  pepsin  secretion. 

2.  Patients  signed  out  as  pernicious  anemia  are  often 
those  whose  anemia  is  due  to  folic  acid  deficiency.  There 
is  ncit  general  realization  of  the  fact  that  folic  acid  defi- 
cient patients  may  respond  with  a sense  of  well  being 
and  reticul(x;yte  rise  to  the  usual  doses  of  vitamin  B-12. 
Folic  acid  administration  may  initiate  or  aggravate  the 
neurological  damage  of  undiagnosed  pernicious  anemia. 

3.  A common  problem  in  practice  is  the  patient  re- 
ceiving vitamin  B-12  and  in  whom  the  diagnosis  of  per- 
nicious anemia  has  not  been  well  established.  Making 
the  diagnosis  by  stopping  therapy  and  observing  the 
hemogram  is  reprehensible. 

A relapse  may  not  occur  for  several  years. 

4.  Neurological  disease  and  psychoses  in  pernicious 
anemia  may  precede  the  development  of  anemia  by  sev- 
eral years. 
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Carcinoma  of  the  Lip 

Byron  V.  Whitney,  M.D.,  F.A.C.S.* ** 
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i Introduction 

I Many  words  are  written  in  medical  literature  with  a 
I high  percentage  of  repetition.  The  author  realizes  this 
i subject  has  been  well  covered  in  the  past.  The  purpose 
of  this  paper  is  to  stress  the  importance  of  wide  ex- 
cision of  the  primary  lesion  for  a maximum  cure  rate, 
and  to  illustrate  that  a good  functional  and  cosmetic 
result  can  be  obtained  with  a Bernard-type  recontruc- 
! tion  in  cases  requiring  removal  of  two-thirds  of  the 
lower  lip.  Control  of  the  primary  cancer  is  essential,  as 
revealed  in  the  five-year  cure  rate  of  large  series  of 
cases.^  For  primary  cases  treated  by  surgery,  the  cure- 
rate  was  91.8%  and  for  secondary  treated  surgical  cases, 
69.2%.  Lip  carcinoma  is  epidermoid  or  squamous  cell 
carcinoma  originating  in  the  mucosa  of  the  lip.  This 
f w'ill  be  the  lesion  discussed  in  this  paper. 

Etiology 

Lip  cancer  has  been  shown  by  association  to  occur  in 
the  presence  of  trauma  and  poor  oral  hygiene.  Usually 
the  disease  is  found  in  old  men  with  carious  teeth  and 
gingivitis,  who  either  smoke  a pipe,  or  chew  tobacco,  or 
do  both.  Frequently  this  malignancy  is  seen  in  men  ex- 
posed to  the  elements,  particularly  the  actinic  rays.  This 
is  exemplified  by  Leband’s  report  of  premalignant  le- 
sions of  servicemen  in  Korea,  and  the  occurrence  of  lip 
I carcinoma  in  the  twenty-year  age  group.-  Carcinoma  of 
the  lip  is  rarely  seen  in  Negroes  and  is  more  common 
in  Caucasians  with  fair  skin,  which  substantiates  the 
role  of  pigment  protection  against  the  sun’s  rays.  A 
large  number  of  reported  cases  reveals  sex  distribution 
of  97%  men  and  only  3%  women  with  carcinoma  of 
the  lip.  The  rare  occurrence  in  women  possibly  is  due 
to  protection  provided  by  lipstick.  Other  factors  of  im- 
portance in  explaining  this  difference  in  sex  occurrence 
have  been  mentioned:  pipe  smoking,  tobacco  chewing, 
and  oral  hygiene. 

Incidence  and  Symptoms 
Although  the  incidence  of  lip  cancer  is  low,  it  is  the 
most  common  intraoral  malignancy.  Lip  cancer  is  very 
innocent  appearing  in  the  beginning.  It  may  take  the 
form  of  a small  nodule,  a crusting  ulcer  which  partially 
heals,  or  a fissure.  The  lesion  does  not  produce  pain.  As 
it  gradually  enlarges,  it  may  ulcerate  and  bleed.  Fre- 
quently it  does  become  secondarily  infected,  whereupon 
it  will  be  tender.  If  the  cancer  is  not  treated,  it  metas- 
tasizes to  the  regional  lymph  nodes. 

•Department  of  Surgery  and  Tumor  Clinic,  Eastern  Maine 
General  Hospital,  Bangor,  Maine  04401. 

**  Artending  Surgeon,  Eastern  Maine  General  Hospital,  Bangor, 
Maine  04401 . 


Diagnosis 

Due  to  its  external  kxration,  all  lip  cancer  .should  be 
discovered  early  by  the  patient.  The  average  man  looks 
at  his  face  reflection  in  the  mirror  at  least  three  times 
a day.  Frequently  carcinoma  of  the  lip  is  treated  with 
various  local  preparations  a number  of  weeks  before- 
definitive  treatment  is  accomplished.  Diagnosis  is  easily 
made  by  biopsy  and  histological  examination.  Thorough 
examination  should  be  made  of  the  head  and  neck.'^  The 
first  nodes  to  be  involved  are  the  submental  and  sub- 
maxillary. These  nodes  communicate  and  drain  into  the 
jugular  chain,  which  subsequently  becomes  invaded. 

Treatment 

Cancer  of  the  lip  is  curable  by  irradiation  and  by 
surgery.  The  method  of  choice  is  determined  by  the  fol- 
lowing factors: 

1.  Lesion  size. 

2.  Patient's  age. 

3.  Primary  or  secondary  treatment. 

4.  Whether  or  not  metastasis  to  lymph  nodes  is  pres- 
ent. 

5.  Local  recurrence  and  node  metastasis. 

1.  Lesion  Size 

Lesions  1 cm.  or  smaller  can  be  treated  by  either 
surgery  or  irradiation  and  should  have  a cure  rate  of 
95%.  Larger  lesions  are  best  treated  surgically  as  the 
five-year  cure  rate  will  be  20%  greater  than  with  ir- 
radiation. Also,  the  tissue  destruction  by  irradiation  is 
extensive  in  the  treatment  of  large  lesions,  requiring  sec- 
ondary surgical  precedures  and  hence  ptxtrer  functional 
and  cosmetic  result. 

2.  Age 

In  view  of  our  knowledge  of  late  radiation  changes, 
irradiation  should  not  be  the  treatment  of  choice  in  in- 
dividuals under  fifty  years. 

3.  Primary  or  Secondary  Treatment 

Surgery  is  definitely  the  treatment  for  recurrences  of 
lip  cancer  in  view  of  a five-year  cure  rate  of  60%  for 
the  surgically  treated  against  10%  for  the  irradiation 
cases. 

4.  Lymph  Node  Metastasis 

Radical  neck  dissection  is  the  treatment  for  node 
metastasis.  The  presence  of  ncxle  metastasis  lowers  the 
five-year  cure  rate  to  32%. 

5.  Local  Recurrence  and  Node  Metastasis 

There  is  a higher  incidence  of  recurrence  in  the  ir- 
radiation treated  cases.  The  majority  of  the  recurrences 
will  appear  within  three  years  after  treatment  (approxi- 
mately 60%).  The  remaining  40%  will  appear  in  the 
interim  of  the  next  seven  years.  Node  metastasis  like- 
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wise  appears  witliin  ten  years  of  primary  treatment  with 
the  largest  number  appearing  in  the  first  two  years. 

Plan  of  Therapy 

1.  Improve  hygiene  of  mouth. 

2.  Surgical  excision  of  lesion  with  a 1 cm.  border  of 
normal  tissue  around  all  margins  of  the  cancer. 

3.  Radical  neck  dissection  if  submental,  submaxillary, 
or  jugular  nodes  are  palpable.  If  submental,  mid- 
line nodes  are  palpable,  a staged  bilateral  radical 
neck  dissection  will  be  necessary.  An  occasional 
ca.se  will  have  palpable  nodes  that  are  inflamma- 
tory, and  will  disappear  after  removal  of  the  pri- 
mary lesion. 

4.  Diligent  follow-up  of  the  patient,  checking  for 
local  recurrence  and  node  metastasis: 

Four-week  intervals  the  first  six  months. 

Six-week  intervals  the  second  six  months. 

Two-month  intervals  the  second  year. 

Three-month  intervals  the  third  year. 

Four-month  intervals  the  fourth  and  fifth  years. 

Six-month  intervals  the  fifth  to  the  tenth  years. 

The  surgical  treatment  of  lip  carcinoma  must  strive 
to  cure  the  primary  lesion.  Mortality  from  lip  cancer 
occurs  as  a result  of  the  following  three  conditions: 

1.  The  lesion  is  large,  3 cm.  or  more,  when  first  seen 
and  is  Grade  III  or  IV  squamous  cell  carcinoma.  Re- 
currences locally  and  metastasis  to  regional  nodes 
occur  more  frequently  with  the  large  lesion. 

2.  Inadequate  removal  of  the  primary  lesion.  The  sur- 
gical margins  of  normal  tissue  are  a few  mili- 
meters.  This  is  more  common  with  the  large  pri- 
mary lesion. 

3.  Inadequate  follow-up.  When  a patient  is  not  ex- 
amined at  frequent  intervals,  local  recurrence  and 
node  metastasis  are  not  detected  early,  and  there 
is  delay  in  surgical  treatment. 

The  following  case  will  be  used  to  illustrate  removal 
of  five-sevenths  of  the  lower  lip  and  reconstruction  by 
the  Bernard  procedure.  The  Estlander  cheiloplasty  pro- 
duces a poor  commissure  and  requires  a secondary  pro- 
cedure (Gillies).  The  Abbe-Estlander  bridged  cheilo- 
plasty preserves  the  commissure  but  requires  a procedure 
to  divide  the  bridge.  It  is  impossible  to  produce  an  ade- 
quate mouth  opening  by  this  method  in  removal  of  le- 
sions over  2 cm. 


Case  Presentation 

A 73-year-old  man  was  first  seen  in  Tumor  Clinic  with  an 
ulcerating  lesion  of  the  central  half  of  the  lower  lip,  measuring 
3 cm.  horizontal  direction  by  1.5  cm.  in  vertical  dimension 
(see  Figs.  1 and  2).  Detailed  history  was  not  obtainable,  as 
he  had  been  a mental  patient  for  several  years.  There  was  a his- 
tory of  pipe  smoking.  The  duration  of  the  lesion  was  not 
known.  His  oral  cavity  was  edentulous  and  clean.  The  cardio- 
pulmonary and  renal  systems  were  adequate  by  appropriate 
tests  to  undergo  surgery  and  general  anesthesia.  Biopsies  with 
local  anesthesia  confirmed  the  diagnosis  of  squamous  cell  carci- 
noma, Grade  II.  There  were  no  submental,  submaxillary,  or 
jugular  nodes  palpable. 


Fig.  3 


NINETEEN  HUNDRED  AND  SIXTA'-SEVEN— DECEMBER 


261 


Fig.  6 


Fig.  4 


Fig.  5 


Fig.  7 


The  lesion  was  removed  with  a 1 cm.  border  of  normal 
tissue  on  all  sides,  leaving  only  1 cm.  on  either  side  of  re- 
maining lip  (See  Fig.  3).  Two  cm.  of  new  lower  lip  were  con- 
structed from  the  cheek  on  either  side  by  the  Bernard  proce- 
dure as  illustrated  (see  Fig.  4).  Diagram  A shows  full  thick- 
ness excision  of  rectangle  allowing  1 cm.  of  normal  tissue  on 
each  margin  of  the  lesion.  A narrow  margin  of  gingivobuccal 
mucous  membrane  is  preserved  on  the  alveolar  ridge  for  sutur- 
ing to  the  advanced  cheek  flaps.  Two  triangles  are  outlined  in 
each  nasolabial  area.  The  base  is  slanted  upward  and  its  meas- 
urement is  half  of  the  excised  lip  specimen.  The  skin  and 
muscle  of  these  two  triangles  are  excised  preserving  the  mu- 
cous membrane,  which  is  brought  down  as  a flap  to  form  the 
vermilion  border  of  the  new  lip  showm  in  diagram  B.  The 
lateral  chin  flaps  are  freed  and  brought  into  the  midline.  Two 
triangles  at  the  base  are  excised  as  shown  in  A to  C.  The  im- 
mediate postoperative  appearance  is  portrayed  in  Figs.  5 and  6. 
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Three  months  after  sur^^ery,  the  patient  has  a good  cosmetic 
and  functional  result  (see  Figs.  7 and  8;.  It  should  be  noted 
that  he  has  a very  adequate  mouth  opening  for  eating  and  has 
sufficient  room  for  insertion  and  removal  of  dentures. 


Conclusions 

1 . Squamous  cell  carcinoma  of  the  lip,  3 cm.  in 
length,  can  be  removed  with  adequate  surgical  bor- 
ders. Reconstruction  by  the  Bernard  cheiloplasty 
produces  a good  functional  and  cosmetic  result. 

2.  One  of  the  important  factors  in  striving  for  a cure 
is  to  provide  adequate  surgical  margins,  that  is,  1 
cm.  borders  of  normal  tissue. 
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Gram  Negative  Non  Fermenters  and  their  Reactions  on 
Bacto-Sellers  Differential  Agar*^ 

Mrs.  Donald  (Jane  Snow)  Griffee,  Jr. 


Accurate  icientification  of  cultures  in  the  bacterio- 
logical laboratory  is  the  aim  of  all  bacteriologists  and 
the  object  of  extensive  study  for  many  researchers.  A 
group  of  gram  negative,  non-fermenting  bacilli  are 
among  those  often  difficult  to  identify  cultures.  Isolated 
not  infrequently  in  hospital  laboratories,  Pseudomonas, 
Herella,  Mima  and  Alcaligenes  are  gram  negative,  coc- 
coid  to  rod  shaped,  non-fermenting,  and  in  many  other 
ways  quite  biochemically  inert  organisms. 

In  the  January  1964  issue  of  The  Journal  of  Bacteri- 
ology, Walter  Sellers  published  an  article,  "A  Medium 
For  The  Differentiating  The  Gram  Negative  Non  Fer- 
menting Bacilli  Of  Medical  Interest.”*  In  this  article 
Sellers  describes  a media  which  he  developed  for  dif- 
ferentiating the  non  fermenters.  It  is  now  distributed 
by  DIFCO  as  Bacto-Sellers  Differential  Agar.-  It  is  the 
validity  of  its  reaction  and  the  practicality  of  use  of  this 
media  for  the  hospital  laboratory  that  is  the  object  of 
this  study. 

Pseudomonas  as  a human  pathogen  is  commonly  iso- 
lated from  cystitis,  intestional  infections,  wounds  and 
burns,  generalized  infections,  and  with  increasing  fre- 
quency from  the  respiratory  tract.'  The  most  frequent 
species  is  Pseudomonas  aeroginosa,  which  is  usually  read- 
ily identified  by  its  water  soluble  pigments,  fluorescin  and 
pyocyanin.'  Many  Pseudomonas  strains  are,  however,  non 
pigmented  and  other  strains  may  lose  their  ability  to 
produce  pigment  with  age;  they  therefore,  may  be  con- 
fused with  other  non  fermenting,  gram  negative  bac- 
teria.'’ Sorenson  describes  nine  characteristics  which  he 
considers  as  essential  for  positive  identification  of  Pseu- 
domonash 

1.  Typical  colony  formation  - large,  smooth,  some- 
times spreading,  translucent  colonies. 

2.  Marked  odor  of  trimethylamine. 

3.  Gram  negative  bacilli  which  produce  a pellicle  in 
liquid  media. 

4.  Produce  acid  from  glucose,  but  not  from  lactose, 
sucrose,  etc. 

5.  Liquify  gelatin. 

6.  Fail  to  hydrolize  urea. 

7.  Ability  to  grow  at  42°  C. 

8.  Ability  to  reduce  potassium  gluconate  in  shake 
cultures. 

9.  Production  of  a slimy  sediment  from  static  cultures 
in  gluconate  medium. 

* Thesis  written  while  student  in  School  of  Medical  Technology, 
Eastern  Maine  General  Hospital,  Bangor,  Maine  04401. 


Three  biochemical  tests  may  be  used  to  identify  the 
Pseudomonas’’  organisms.  The  Gluconate  oxidation  tests 
which  depends  on  the  ability  of  keto-gluconate,  an  oxida- 
tive product  of  gluconate  by  Pseudomonas,  to  reduce 
Benedict’s  Reagent;  the  oxidase  test  in  which  there  is 
the  production  of  a purple  color  with  a solution  of 
tetramethylparaphenylenediamine  dihydrochloride;  and 
the  cytochrome  oxidase  test  in  which  1%  aqueous 
solution  of  p-aminodimethylaniline  oxalate  in  a 1% 
ethanol  solution  of  alpha  naphthol  produces  a blue  color 
in  the  presence  of  cytochrome  oxidase." 

Organisms  of  the  Genus  Herella  are  ordinarily  com- 
mensals of  the  gastrointestinal,  genital  and  respiratory 
tracts  of  human  beings.'  As  human  pathogens,  Herella 
organisms  have  been  isolated  from  urine,  blood,  wounds, 
respiratory  tract  infections,  abcesses,  burns  and  cerebral 
spinal  fluid.”  On  culture  Herella  vaginicola  produces  no 
pigment;  appears  convex,  smooth,  gray-white  and 
opaque;  is  usually  non  hemolytic;  and  is  associated  with 
a characteristic  unpleasant  odor.’" 

Members  of  the  Genus  Herella  along  with  most  mem- 
bers of  the  Genus  Pseudomonas  produce  acid  with  a few 
of  the  carbohydrates  by  an  oxidative  rather  than  the 
usual  fermentative  process  common  to  the  group  of 
bacteria  known  as  the  Enterobacteriaceae.”-’-  The  fer- 
mentation of  carbohydrates  is  accomplished  when  the 
glucose  molecule  is  phosphorylated  and  then  split  into 
two  triose  molecules  which  undergo  further  changes,  a 
process  independent  of  oxygen.’’  Oxidation,  however, 
is  accomplished  by  oxidizing  the  aldehyde  group  to  a 
carboxyl  group  forming  gluconic  acid,  a strictly  aerobic 
process.”  A method  of  distinguishing  oxidative  from 
fermentative  acid  production  has  been  described.’’  Two 
tubes  of  OF  medium  are  inoculated;  one  is  sealed  with 
sterile  petroleum.  Oxidative  organisms  produce  acid 
only  in  the  open  tube,  while  fermentative  organisms 
produce  acid  in  both  tubes.  Acid  production  on  a 10% 
lactose  slant  is  considered  to  be  conclusive  for  Herella 
organisms.’" 

Flydrogen  sulfide  production  may  be  used  as  a differ- 
ential characteristic  of  the  Genus  Herella}'  Herellea  of- 
ten blacken  slightly  in  triple  sugar  iron  agar.  The  pro- 
duction of  hydrogen  sulfide  may  be  confirmed  by  the 
Methylene  Blue  Method  which  depends  on  the  reaction 
of  p-aminodimethylaniline  and  sulfide  to  form  methylene 
blue  in  the  presence  of  ferric  chloride  in  an  acid  solu- 
tion.’® 

Mima  polymorpha  has  been  recovered  from  human 
vaginal,  uretheral,  and  conjunctival  secretions,  war 
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nies  are  smooth  and  semi-translucent.-'’  Carbohydrates 
are  not  utilized  by  Alcaligenes  faecalis.-'  Like  Pseiido- 
vionas  aeroginosa.  Alcaligenes  faecalis  reduces  nitrates 
to  form  nitrites  and  'or  nitrogen  gas.-'* 

As  have  been  mentioned,  there  have  been  several  bio- 
chemical tests,  and  also  a few  differential  media  devel- 
oped to  aid  in  the  identification  of  the  non  fermenting 
bacteria  - Psendomonas  aeroginosa,  Herella  vaginicola, 
iWi^iia  polymorpha.  and  Alcaligenes  faecalis.  Many  of 
these  tests,  however,  involve  quite  complicated  and  of- 
ten time  consuming  procedures.  The  majority  of  hospital 
laboratories  are  not  equipped  to  do  many  of  these  fore- 
mentioned  tests  with  ease.  A simple  to  use,  yet  accurate 
method  of  differentiating  the  non  fermenting  gram  nega- 
tive bacilli  would  be  most  beneficial  to  the  hospital  lab- 
oratory. 

Bacto-Sellers  Differential  Agar  is  an  easily  prepared, 
easily  inoculated  medium.  It  requires  no  special  condi- 
tions for  growth,  growth  on  it  occurring  with  incubation 
at  37°  C.  and  under  aerobic  conditions.  Sellers  medium 
is  used  as  a slant  which  one  stabs  and  streaks  to  inocu- 
late. 

Bacto-Sellers  Differential  Agar  will  show  different  and 
distinct  reactions  with  each  of  the  non  fermenters,  Pse»- 
donionas  aeroginosa,  Herella  vaginicola,  Mima  poly- 
morpha, and  Alcaligenes  faecalis.  The  reactions  of  the 
medium  are  based  on  the  utilization  of  nitrates  and  ni- 
trites to  produce  nitrogen  gas,  the  production  of  acid 
from  dextrose,  and  the  production  of  fluorescein.®® 

BACTO  - Sellers  Differential  AGAR 

Formula  of  Sellers^^ 


Bacto  - Yeast  Extract  1.0  g 

Bacto  - Peptone  20.0  g 

1 — Arginine  1.0  g 

d - Mannitol  (Osmitrol®)  2.0  g 

Brom  Thymol  Blue  0.04  g 

Phenol  Red  0.008  g 

Sodium  Chloride  2.0  g 

Sodium  Nitrate  1.0  g 

Sodium  Nitrate  0.33  g 

Magnesium  Sulfate  1.5  g 

Dipotassium  Phosphate  1.0  g 

Bacto  — Agar  15.0  g 


Incorporated  into  Sellers  medium  are  sodium  chloride, 
sodium  nitrate,  sodium  nitrite,  d-mannitol,  1-arginine, 
yeast  extract,  magnesium  sulfate,  dipotassium  phosphate, 
peptone,  brom  thymol  blue,  phenol  red,  and  agar.®'-’  So- 
dium nitrate  permits  the  production  of  nitrogen  gas  and 
sodium  nitrite  is  used  also  because  some  Pseudomonas 
strains  can  produce  nitrogen  gas  from  nitrites,  but  not 
from  nitrates;  dipotassium  phosphate  also  stimulates  ni- 
trogen gas  production.-'®  D-mannitol  and  magnesium 
sulfate  stimulate  fluorescein  production.®*  L-arginine  and 
peptone  inhibit  the  production  of  acid  from  glucose  by 
Pseudomonas.  '”'  Brom  thymol  blue  and  phenol  red  are 
reaction  indicators.®'*  Three  drops  of  a 50%  dextrose 
solution  is  added  to  the  agar  slant  by  letting  it  slide 
down  the  side  of  the  tube  opposite  the  slant  immediate- 


ly before  inoculation  of  the  slant.  This  permits  the  pro- 
duction of  acid  by  Herella.”' 

After  24  hours  incubation  at  37°  C.  the  non  fermen- 
ters will  show  their  characteristic  reactions  on  Bacto- 
Seller’s  Differential  Agar.  Pseudomonas  aeruginosa  is 
able  to  grow  anaerobically  in  the  butt  of  the  tube  as 
well  as  aerobically  on  the  slant  due  to  the  presence  of 
nitrate.  In  its  utilization  of  nitrate  considerable  amounts 
of  nitrogen  gas  are  produced.  Pseudomonas  fails  to  pro- 
duce acid  from  the  dextrose  due  to  the  arginine  and  high 
peptone  concentrations,  although  Pseudomonas  usually 
produces  acid  from  dextrose  under  other  conditions. 
Pseudomonas  aeruginosa  gives  a fluorescent  growth  on 
the  slant  due  to  its  pigment  production.  An  alkaline  re- 
action is  produced  in  the  butt  of  the  tube.®® 

Herella  vaginicola  is  an  obligate  aerobe  and  is  unable 
to  grow  anaerobically  even  in  the  presence  of  nitrogen; 
therefore,  there  is  no  change  in  the  butt  of  the  tube.  An 
alkaline  slant  is  produced.  The  distinctive  characteristic 
of  Herella  is  the  production  of  a yellow  band  at  the 
junction  of  the  butt  and  the  slant  due  to  acid  production 
from  the  50%  dextrose  which  was  added  to  the  medium 
just  before  inoculation  of  the  culture.®*® 

Also  an  obligate  aerobe,  even  in  the  presence  of  ni- 
trate, Mima  polymorpha  will  produce  no  change  in  the 
butt  of  Sellers  medium.  Mima  does  not  produce  a fluo- 
rescent slant  nor  does  it  produce  acid  from  dextrose.  The 
only  visible  reaction  of  Mima  polymorpha  on  Bacto- 
Sellers  Differential  Agar  is  the  production  of  an  alkaline 
slant.®" 

Alcaligenes  faecalis,  like  Pseudomonas  aeruginosa,  is 
able  to  utilize  nitrates  and  nitrites  for  anaerobic  growth. 
It,  therefore,  produces  nitrogen  gas  in  the  butt  of  the 
tube.  Alcaligenes  faecalis  does  not  produce  acid  from 
dextrose,  nor  does  it  produce  a fluorescent  slant.®* 

Bacto-Sellers  Differential  Agar  was  used  to  aid  in  the 
identification  of  48  different  cultures  of  gram  negative, 
non-fermenting  bacilli  which  were  grown  from  speci- 
mens sent  to  our  laboratory  for  culture.  All  of  these 
cultures  were  non  reactive  on  Triple  Sugar  Iron  Agar. 
Many  of  these  cultures  could  not  be  positively  identified 
by  the  usual  biochemical  tests  - urea  slants,  citrate  slants, 
indole  production,  MRVP,  and  fermentation  of  various 
sugars.  Gram  stained  smears  of  the  cultures  which  were 
finally  identified  as  Mima  polyjnorpha,  Herella  vagini- 
cola, and  Alcaligenes  faecalis  showed  gram  negative, 
predominantly  cocco  bacilli  forms  appearing  in  pairs. 
Most  Pseudomonas  aeruginosa  cultures  appeared  as  short 
coccoid  to  medium  length  gram  negative  bacilli  on  Gram 
stain.  A few  Pseudomonas  strains  were  found  that  did 
not  produce  gas  from  its  utilization  of  nitrates  and,  or 
nitrites.  All  of  the  cultures  appeared  to  react  according 
to  the  scheme  proposed  by  Sellers®®  with  the  exception 
of  the  Pseudomonas  strains  which  produced  no  apparent 
gas  formation.  Herella  vaginicola  cultures  were  con- 
firmed by  acid  production  on  10%  lactose  slants  (no 
acid  was  produced  in  liquid  10%  lactose  fermentation 
tubes).  Continued  on  page  267 


! 


Let’s  be  specific  about  Campbell’s  Soups . . . 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a patient  in- 
struction booklet  and  a set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a supply  for  your  office  write  to: 

Campbell  Soup  Company,  Box  265,  Camden,  N.J.  08101  5t»ii*****iiJ 


Pneumococci 


Penicillin-Sensitive 
Staphylococci 


Beta-HemoIytlc 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  efTective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 
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V-gilin  K 

Potassium  Phenoxymethyl  Penidllin 
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Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information. 


New  500  mg.  tablets...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absarption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever;  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis; urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anaemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful).  [042567] 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Summary 

There  is  a need  for  an  accurate  method  to  use  in  the 
identification  of  the  gram  negative  non  fermenters  which 
often  give  identification  difficulties  to  the  hospital  lab- 
oratory. Bacto-Sellers  Differential  Agar  is  an  accurate 
and  relatively  simple  to  use  method  for  the  identification 
of  the  non  fermenting,  gram  negative,  cocco  bacilli  Pse//- 
do7)wnas  aerugmosa,  Herella  vagmicola,  Mima  poly- 
morpha,  and  Alcaligenes  faecalis. 

A study  of  48  cultures  of  these  non  fermenters  showed 
evidence  of  this  accuracy  of  Bacto-Sellers  Differential 
Agar.  All  of  the  cultures  grew  well  with  incubation  at 
37°  C.  for  24  hours  and  could  be  differentiated  by  their 
reactions  with  the  medium.  Easy  to  prepare  and  inocu- 
late, Bacto-Sellers  Differential  Agar  would  be  of  con- 
siderable benefit  to  the  average  hospital  laboratory  for 
use  in  the  identification  of  gram  negative,  non  fermen- 
tive  organisms. 
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COMMISSIONER 


State  Of  Maine 

Department  of  Health  and  Welfare 


I 9(i8  Standard  Revision  of  Certiiicates  of 
Live  Birtli,  Death,  and  Fetal  Death  for  the  State  of  Maine 

Edson  K.  Labrack* 


New  standard  certificates  of  Live  Birth,  Death  and 
Fetal  Death  have  been  adopted  and  will  be  used  in  re- 
cording these  events  in  the  State  of  Maine  beginning 
January  1,  1968. 

Background  of  the  1968  Revision 

The  new  standard  certificates  were  developed  by  the 
National  Center  for  Health  Statistics  with  the  advice 
and  assistance  of  registration  and  statistical  officials  from 
all  of  the  state  health  departments.  Suggestions  and 
views  of  hundreds  of  other  interested  individuals,  official 
agencies,  and  professional  associations  - local,  state,  and 
national  — were  also  considered. 

The  objective  in  this  endeavor  is  to  produce  national 
vital  statistics  that  will  serve  adequately  public  health 
and  other  social  interests.  With  the  present  emphasis  on 
comprehensive  health  planning  based  on  factual  data,  the 
need  for  state-to-state  and  area-to-area  comparisons  of 
uniform  vital  statistics  information  becomes  more  ur- 
gent. Such  comparisons  have  always  been  considered 
desirable  but  now  they  are  essential. 

The  Need  for  New  Items 

During  the  past  twelve  years  it  has  become  apparent 
to  the  users  of  vital  records  that  the  1956  revision  does 
not  supply  some  needed  information.  In  that  period, 
for  example,  problems  of  population  growth  came  to  be 
recognized  as  a crucial  factor  in  social  and  economic  de- 
velopment. As  births  are  the  major  determinant  of  popu- 
lation growth,  the  birth  certificate  became  more  crucial 
to  the  study  of  these  problems.  Yet,  the  1956  revision  of 
the  standard  birtli  certificate  did  not  ask  for  adequate  in- 
formation about  the  socioeconomic  status  of  the  parents 
or  any  information  on  the  spacing  of  their  children.  Ac- 
cordingly, educational  attainment,  one  of  the  most  use- 
ful indexes  of  socioeconomic  status,  and  the  dates  of 
last  live  birth  and  fetal  death  were  added  to  the  birth 
and  fetal  death  certificates  in  the  1968  revision. 

Nine  new  items  relating  to  maternal  and  child  health 
have  been  added  to  the  confidential  sections  of  the  cer- 
tificates of  live  birth  and  fetal  death.  These  are  date  of 
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last  live  birth  and  fetal  death,  month  of  pregnancy  in 
which  prenatal  care  began,  total  number  of  prenatal 
visits,  complications  of  labor,  complications  related  and 
not  related  to  pregnancy,  birth  injuries  to  the  child  or 
fetus,  and  congenital  malformations.  This  information 
is  important  for  State  and  local  programs  to  improve 
maternal  and  child  health.  It  is  also  needed  on  a national 
scale  to  provide  adequate  statistics  to  study  certain  in- 
frequent medical  conditions  related  to  pregnancy  and 
childbirth.  National  statistics,  of  which  the  birth  and 
fetal  death  records  are  the  only  source,  are  needed  to 
detect  changes  in  the  incidence  of  and  to  understand  the 
causes  of  such  health  problems.  Research  using  such  in- 
formation may  lead  to  improvements  in  maternal  and 
child  health  and  reduction  of  the  infant  and  fetal  mor- 
tality rates. 

The  Need  for  Making  Additional  Items  Confidential 

In  order  to  protect  the  privacy  of  the  individuals  to 
whom  the  certificates  apply,  most  of  the  new  items  have 
been  placed  in  a section  of  the  certificates  labeled:  "Con- 
fidential Information  for  Medical  and  Health  Use  Only” 
on  the  birth  and  fetal  death  certificates.  This  is  one  of 
the  most  important  changes  in  the  1968  revisions  of  the 
standard  certificates. 

This  section  is  new  to  the  standard  certificates  of  fetal 
death.  For  the  standard  certificate  of  live  birth,  the  1968 
revision  is  an  expansion  of  the  section  "For  Medical  and 
Health  Use  Only”  of  the  1956  revision.  Inclusion  of  ad- 
ditional items  in  this  section  recognizes  the  increased 
importance  of  confidential  treatment  of  information  on 
vital  records.  For  several  years  all  but  two  States  have 
had  a section  on  their  live  birth  certificates  which  is 
comprised  of  items  of  information  of  restricted  use.  A 
few  States  have  had  a similar  section  on  their  fetal  death 
certificates. 

Death  Certificates 

Departure  from  the  previous  standard  death  certifi- 
cate in  the  revision  is  not  as  pronounced  as  in  the  revi- 
sion of  the  other  two  certificates  already  discussed. 
Small  differences  in  print  style  and  in  arrangement  of 
items  on  the  certificate  have  resulted  in  an  improved 
standard  certificate. 
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Twciity  Years  of  Maternal  and  Child  Health  and 
Crippled  Children  Services  in  Maine,  1945-1965 

Ella  Langer,  M.D.* 


This  is  a condensation  of  a paper  covering  the  two 
decades.  It  is  hoped  that  the  report  in  full  will  be  pub- 
lished in  the  not  too  far  future,  it  w'ill  show  the  whys  for 
starting  new  programs  and  especially  as  background  of 
the  progress  the  cultural,  socio-economic  changes.  Also 
briefly  the  history  of  Public  Health  in  Maine.  Above  all, 
the  spectacular  advances  in  Medicine  during  the  20  years 
will  be  discussed  and  their  influence  on  the  planning 
of  the  programs. 

However,  it  is  felt  that  a chronological  report  on  the 
growth  of  the  programs  in  operarion  in  Maine,  and  the 
addition  of  new  programs  during  that  peritxl  will  be 
appropriate  prior  to  the  publication  of  the  paper.  It  may 
even  whet  the  reader's  appetite  for  more  to  come! 

1944 

What  programs  were  in  operation  at  this  time? 

After  the  Federal  Social  Security  Act  was  passed  in 
1935,  statewide  programs  of  Maternal  and  Child  Health 
and  Crippled  Children  Services  were  set  up  in  Maine. 
Orthopedic  Clinics  - 8 centers  were  started,  also  pediatric 
diagnostic  clinics  in  3 centers.  A demonstration  program 
to  provide  nursing  service  to  mothers  at  time  of  delivery 
in  Waterville  and  8 surrounding  towns  was  provided. 
A rheumatic  fever  program  - clinics  conducted  in  Port- 
land and  Lewiston  were  added;  also  speech  service  be- 
came available. 

In  1943,  Maine  began  the  Emergency  Maternity  and 
Infant  Care  Program  under  federal  financing,  a nation- 
wide program  to  provide  medical  and  allied  care  for 
wives  and  children  of  World  War  II  servicemen.  This 
was  discontinued  in  1949  after  serving  10  000  cases. 

1944 

The  two  divisions  which  had  previously  been  com- 
bined in  one  Division  of  Medical  Services  ( including 
Medical  Services  for  the  Blind,  Cancer  Control,  Adminis- 
tration of  Hospital  State  Aid  and  Licensing  of  Hospi- 
tals) were  split  into  two  divisions  again  and  remained 
so  until  1950.  A full-time  speech  therapist  was  added  to 
the  Crippled  Children  Services.  The  Demonstration  Ma- 
ternity Program  in  Waterville  was  discontinued  because 
of  lack  of  interest  and  consequently  lack  of  use  of  it. 

1946 

The  number  of  Child  Health  Conferences  increased 
and  services  expanded,  including  dental  and  nutrition  in 
some  of  them,  A prophylactic  program  - sulfadiazine 
medication  was  added  to  the  Rheumatic  Fever  Program 
(changed  to  Penicillin  a few  years  later).  The  first  case 
of  Congenital  Heart  Disease  was  referred  to  Johns  Hop- 
kins Hospital,  Baltimore,  Maryland  for  heart  surgery.  In 
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the  ensuing  years,  cases  were  sent  to  the  Children's  Hos- 
pital Medical  Center  in  Boston,  and  later  to  hospitals  in 
Maine  as  facilities  became  available. 

Hospital  licensing  services,  until  then  placed  in  MCH, 
were  transferred  to  the  newly  created  Division  of  Hos- 
pital Services.  Also  Cancer  Control,  Hospital  State  Aid 
and  Medical  Services  for  the  Blind  were  transferred  to 
other  divisions. 

1947-1943 

A demonsrration  Rural  School  Health  Project  was  set 
up  "Down  East " in  Washington  County  in  cooperation 
with  the  Department  of  Education.  Special  federal  funds 
were  appropriated  for  this  program.  The  final  year  of 
the  six  years'  study,  communities  in  that  area  voted  at 
their  respective  town  meetings  to  participate  in  the  cost 
— a splendid  example  of  cooperation  and  teamwork  on 
the  state  and  local  level.  A report  and  evaluation  were 
begun  in  1953  and  completed  in  1955  with  the  assis- 
tance of  several  postgraduate  students  of  the  Harvard 
School  of  Public  Health. 

1947 

A pilot  Hard-of-Hearing  Program  started  in  Water- 
ville, and  over  the  years  expanded  to  a statewide  pro- 
gram. An  immunization  law  was  passed. 

1949 

A polio  epidemic,  largest  outbreak  with  446  cases, 
57.3%  of  them  paralytic  cases  threw  an  extra  heavy 
load  on  Crippled  Children  Services.  Considering  the  lack 
of  professional  staff,  this  was  hard  to  cope  with.  Like  a 
red  thread,  over  more  than  2 decades  there  was  always 
a shortage  of  staff  - at  some  periods  the  vacancies 
amounted  to  33%,  for  a time  to  50% ! 

A new  Rheumatic  Fever  Center  was  opened  in  Ban- 
gor. 

1940 

Annual  Pediatric  Institutes  for  the  General  Practition- 
er were  started,  also  yearly  field  trips  for  postgraduate 
students  of  Harvard  School  of  Public  Health.  The  latter 
was  discontinued  in  1958. 

1943 

A multi-discipline  clinic  for  Cleft  Palate  cases  was 
started  at  the  Maine  General  Hospital,  Portland,  the 
first  clinic  to  be  conducted  by  a team.  The  team  ap- 
proach was  used  later  for  most  of  the  new  clinic  pro- 
grams, i.e.,  the  Cystic  Fibrosis  clinic,  the  Adolescence 
clinic,  the  clinic  for  Mentally  Retarded  Preschool  Chil- 
dren. 

1944 

Training  programs  for  teams  of  physicians  and  nurses 
to  improve  premature  care  started. 
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Nutrition  services  were  added  to  all  cardiac  clinics. 

1936-1937 

Congress  appropriated  special  funds  to  MCH  services 
for  programs  for  the  Mentally  Retarded  Child.  Maine’s 
plan  was  accepted  and  an  evaluation  clinic  for  Mentally 
Retarded  Preschool  Children  was  started  in  Waterville 
on  a monthly  basis  - very  soon  these  sessions  increased 
to  2-3  a month. 

1937 

A Cystic  Fibrosis  Program  was  established  with  one 
clinic  center  in  Portland. 

The  decline  in  Rheumatic  Fever  cases  and  the  rapid 
increase  in  Congenital  Fleart  case  referrals  led  to  a pre- 
valence of  these  and  subsequently  to  a change  in  the 
name  of  the  program  to  "Cardiac  Program.” 

1939 

A pilot  program  for  Adolescents  was  begun  with  a 
monthly  clinic  held  at  the  Maine  Medical  Center  in 
Portland. 

The  first  International  Conference  on  Mental  Re- 
tardation was  organized  by  the  Division  of  Maternal  and 
Child  Ffealth  and  the  Pineland  Fiospital  and  Training 
Center,  Pownal.  This  conference,  the  first  of  its  type, 
was  a full  success.  It  was  held  in  Portland  and  was 
attended  by  about  700  delegates  from  40  states  of  this 
country,  and  from  35  foreign  countries.  Out  of  this  a 
permanent  committee  was  organized.  The  second  Inter- 
national Conference  was  conducted  in  Vienna,  Austria 
in  1961,  again  with  participation  of  MCFI  and  Pineland 
officials  as  active  committee  members.  The  third  one 
was  held  in  Copenhagen,  Denmark.  MCH  secured  for 
the  first,  as  well  as  for  the  second,  conference  grants  of 
$10,000  each  from  the  Lt.  Joseph  P.  Kennedy,  Jr. 
Foundation  for  publication  of  the  proceedings. 

The  immunization  law  was  amended. 

I960 

As  mentioned  in  the  beginning,  there  were  some 
regressions,  i.e.,  steps  taken  backwards.  The  decentraliza- 
tion of  the  orthopedic  program  in  Aroostook  County 
had  to  be  discontinued.  And  a few  years  earlier  the  same 
had  to  be  done  with  the  cardiac  program  in  Portland. 
At  that  time  there  were  1 1 centers  for  orthopedic  clinics. 

A Public  Health  Training  Program  for  the  Pediatric 
resident  at  the  Central  Maine  General  Hospital,  Lewis- 
ton was  offered  by  MCH.  A 6 months  training  period 
was  set  up  within  the  2 years’  residency  program  and 
approved  by  the  Residency  Review  Committee  for 
Pediatrics.  The  program  was  successful  in  providing  ex- 
perience in  a well-rounded  public  health  program  on 
state,  district  and  local  level,  especially  emphasizing  the 
set-up  in  a rural  area.  It  could  not  be  repeated  because 
the  hospital  has  not  had  a pediatric  resident  since. 

1962 

A special  dental  program  for  cases  of  handicapped 
children,  including  mentally  retarded  children  was  started 
ai  the  Maine  Medical  Center,  Portland. 


THE  JOURNAL  OF  THE  MAINE  MEDICAL  ASSOCIATION 

A screening  test  for  Phenylketonuria  ( Ferric  chloride 
testing)  had  been  started  in  Child  Health  Conferences 
several  years  previously.  In  1962,  Guthrie’s  bacterial  in- 
hibition a.ssay  method  for  testing  PKU  became  available. 
The  Division  of  Maternal  and  Child  Health  in  coopera- 
tion with  the  Diagnostic  Laboratory  participated  in  the 
national  evaluation  of  this  new  screening  test. 

1963 

The  testing  was  extended  to  statewide  testing.  (A 
law  requiring  this  was  passed  in  1965). 

Vision  screening  of  the  3-year  olds  to  prevent  ambly- 
opia began  on  a state-wide  basis.  This  program  was  set 
up  with  the  cooperation  of  the  Division  of  Research 
and  Vital  Records,  the  Division  of  Lye  Care  and  Special 
Services  and  the  Division  of  Public  Health  Nursing.  A 
suitable  testing  chart  was  developed  and  the  testing  kit 
mailed  to  the  parent  of  the  preschool  child.  It  is  believed 
that  the  Maine  program  was  the  first  of  its  kind  to  un- 
dertake the  vision  testing  of  the  3-year  old  on  a state- 
wide mass-mailing  basis. 

1964 

The  management  of  the  orthopedic  clinic  in  Portland 
was  transferred  to  the  Maine  Medical  Center  - Outpa- 
tient Department.  This  was  considered  a trial  run  for 
further  transferrals. 

Incidentally,  it  should  be  stressed  that  only  the  con- 
tinuous assistance  and  cooperation  of  the  public  health 
nurses  made  it  possible  to  have  successfully  working 
Crippled  Children  and  Maternal  and  Child  Fdealth  pro- 
grams on  a statewide  basis.  This  has  been  fully  appre- 
ciated during  all  these  years. 

•Also  the  nutrition  services  have  been  very  active  and 
expanding  as  well  as  both  consultative  service  and  edu- 
cational activities  during  the  20-years’  period. 

1963 

A second  center  of  the  evaluation  clinic  for  Mentally 
Retarded  Children  was  added  at  the  Central  Maine  Gen- 
eral Hospital,  Lewiston;  a second  center  for  the  Cystic 
Fibrosis  program  at  the  same  hospital  had  been  started 
a few  years  earlier. 

Educationd  activities:  This  report  would  not  be  com- 
plete if  the  educational  activities  pertaining  to  them 
were  not  mentioned.  Among  these,  yearly  revised  sched- 
ules for  immunization  were  issued;  lectures  were  given 
to  physicians,  nurses,  social  workers  and  lay  people; 

( for  several  years  these  lectures  included  several  at  Har- 
vard University,  School  of  Public  Health)  many  articles 
were  written  for  the  Alaine  Medical  Jottrnal  as  w'ell  as 
for  the  Weekly  Bidletins  of  the  Department;  also  the 
FDivision  participated  in  the  2-years’  study  of  Child 
I'lealth  Services  in  Maine  (1945-1947). 

Statistics:  1 943  1 964 

Infant  Death  Rate  46.6  23.5 

Maternal  Mortality  Rate  24.0  5.7 

The  Infant  Mortality  Rate  dropped  50%  wdthin  the 
2 decades,  the  Maternal  Mortality  Rate  to  one-fifth. 
Still,  we  have  not  reached  the  irreducible  minimum! 
The  Maine  Rates  run  parallel  to  the  national  figures, 
usually  a little  lower  since  1953. 

Continued  on  page  274 
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Across  The  Desk 


Malpractice  Suits  Bring  Increases  In  Insurance 

Premiums  For  Doctors 

The  rising  cost  of  malpractice  claims  across  the  coun- 
try is  forcing  a general  increase  in  premiums  in  many 
states  for  physicians’  and  surgeons’  professional  liability 
insurance,  a national  insurance  ratemaking  organization 
said  recently. 

The  National  Bureau  of  Casualty  Underwriters  - 
which  determines  premium  rates  on  professional  liability 
insurance  for  its  affiliated  companies  - announced  that 
rates  are  being  revised  in  30  states  and  the  District  of 
Columbia. 

The  rate  changes  are  effective  November  22  except 
that  the  effective  date  is  December  20  for  Texas  and 
January  3,  1968  for  California. 

The  NBCU  also  announced  a new  classification  which 
will  include  anesthesiologists,  neurosurgeons,  obstetri- 
cians-gynecologists,  orthopedists,  plastic  surgeons,  and 
otolaryngologists  who  perform  plastic  surgery.  These 
specialists  will  pay  higher  rates  than  would  have  applied 
if  this  change  had  not  taken  place. 

Following  are  the  states  where  rates  are  being  revised 
and  the  percentage  changes  in  rate  level.  In  ten  of  the 
states  the  revisions  do  not  result  in  any  change  in  the 
overall  statewide  rate  level. 


Alabama 

Alaska 

Arizona 

Arkansas 

California 

Colorado 

Connecticut 

Delaware 

District  of  Columbia 

Georgia 

Idaho 


+ 16.0 
No  change 
+ 50.0 
+ 15.0 
+ 32.6 
+ 30.0 
+ 10.0 
+ 30.0 
No  change 
+ 10.0 
+ 10.0 


Indiana 

No  change 

Iowa 

+ 10.0 

Maine 

No  change 

Massachusetts 

No  change 

Michigan 

+ 20.0 

Mississippi 

No  change 

Missouri 

+ 15.0 

Montana 

+ 20.0 

Nebraska 

No  change 

Nevada 

No  change 

New  Hampshire 

—10.0 

New  Mexico 

+ 20.0 

Ohio 

+ 10.0 

Oregon 

+ 20.0 

South  Dakota 

No  change 

Texas 

+ 25.0 

Utah 

+ 30.0 

Vermont 

No  change 

Washington 

+ 48.0 

Wyoming 

+ 10.0 

In  the  five  year  period  from  1959  through  1963,  the 
NBCU  pointed  out.  Bureau  companies  sustained  large 
underwriting  losses  on  professional  liability  coverages 
for  both  physicians  and  surgeons. 

On  the  physician  classes,  losses  and  company  operat- 
ing expenses  amounted  to  $140  for  each  $100  in  premi- 
ums during  1959-1963.  This  means  that  companies  sus- 
tained an  underwriting  loss  of  $40  for  each  $100  of 
premiums. 

On  the  surgeon  classes,  losses  and  expenses  totaled 
$151  for  each  $100  in  premiums  during  the  same  per- 
iod, resulting  in  an  underwriting  loss  of  $51  for  each 
$100  of  premiums. 

The  NBCU  said  that,  in  view  of  the  extremely  ad- 
verse experience  in  these  lines,  these  rate  revisions  must 
be  considered  "moderate.” 
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County  Society  Notes 

WASHINGTON 

The  regular  meeting  of  the  Washington  County  Medical  So- 
ciety was  held  on  September  26,  1967  at  the  Down  East  Com- 
munity Hospital,  Machias,  Maine.  Nine  members  and  guests 
were  present.  Robert  G.  MacBride,  M.D.,  President  of  the  So- 
ciety, presided  at  a short  business  meeting  during  which  he 
appointed  a nominating  committee  consisting  of  Hazen  C. 
Mitchell,  M.D.  of  Calais,  Maine,  E.  B.  Johnston,  M.D.  of  St. 
Stephen,  N.B.  and  Rowland  B.  French,  M.D.  of  Eastport, 
Maine.  The  duties  of  this  committee  are  to  nominate  a Presi- 
dent, Vice-President,  Secretary-Treasurer  and  alternate  delegate 
to  the  Maine  Medical  Association  to  be  presented  for  action  at 
the  annual  meeting  in  October. 

Dr.  Johnston  introduced  the  guest  speaker  Antonio  Trias, 
M.D.,  Instructor  in  Orthopedics,  Dalhousie  University.  Dr. 
Trias  spoke  on  "Office  and  Hospital  Orthopedics.”  He  had  var- 
ious models  of  orthopedic  equipment  present  to  better  show' 
the  various  types  of  fractures  that  could  be  handled  by  open 
reduction  and  by  closed  reduction.  Several  cases  were  presented 
by  the  doctors  present  and  discussed  quite  thoroughly  by  Dr. 
Trias. 


The  regular  meeting  of  the  Washington  County  Medical  So- 
ciety was  held  on  October  .^0,  1961^  at  the  Down  East  Com- 
munity Hospital,  Machias,  Maine  w'ith  eight  members  and 
guests  present.  The  first  part  of  the  meeting  consisted  of  a dis- 
cussion of  a recent  meeting  with  Dr.  Manu  Chatterjee,  Pro- 
gram Co-ordinator  for  Maine’s  Regional  Medical  Program, 
Heart  Disease,  Cancer,  Stroke  and  Related  Diseases.  It  was  felt 
that  all  members  of  the  Society  should  be  aware  of  this  pro- 
gram and  the  opportunities  for  furthering  their  own  education 
as  well  as  a development  of  all  hospitals  in  the  county.  It  was 
voted  to  sponsor  a "conditioning  course"  in  A.  Grantley  Read's 
Basic  Technique  for  Expectant  Mothers.  It  would  be  available 
to  all,  at  a nominal  fee.  There  was  considerable  discussion  on 
the  Maternal  and  Infant  Care  Program  and  it  was  voted  to  in- 
vite Dean  H.  Fisher,  M.D.  down  to  further  explain  any  changes 
or  proposed  changes  in  the  program. 

The  following  members  w'ere  elected  as  officers  for  the  en- 
suing year; 

President,  Walter  A.  Mendyka,  M.D.,  Machias 
Vice-President.  John  W.  McAllister,  M.D.,  Machias 
Secretary-Treasurer,  Karl  V.  Larson,  M.D.,  East  Machias 
Board  of  Censors,  John  Kazutow,  M.D.,  Columbia  Falls 
(3  yrs.) 

Delegate  to  the  M.M.A.  House  of  Delegates:  James  C. 
Bates,  M.D.,  Eastport.  Alternate:  Robert  G.  MacBride, 
M.D.,  Lubec. 

The  Washington  County  Medical  Society  met  on  November 
20,  1967  at  the  Denny's  River  Inn,  Dennysville,  Maine  with 
seven  members  and  guests  present. 

John  Kazutow,  M.D.  was  elected  as  Washington  County 
representative  to  the  Health  Insurance  Committee  of  the 
M.M.A. 

There  was  again  considerable  discussion  on  the  Maternal 
and  Infant  Care  Program.  It  w'as  thought  best  to  invite  or  at 
least  write  to  Dr.  Thompkins  of  Washington,  D.C.,  head  of 
the  program,  to  see  whether  or  not  he  would  attend  a meet- 
ing of  the  Washington  County  Medical  Society,  or  write  and 
give  any  further  changes  acceptable  to  the  Medical  Society. 
There  was  also  considerable  discussion  on  the  need  for  a 
Pathologist  to  supply  the  various  hospitals  in  the  county, 
and  also  to  act  as  Chief  Medical  Examiner  for  the  county  to 
investigate  medical-legal  deaths,  as  well  as  autopsies  on  cases, 
as  needed.  They  also  discussed  the  Heart  Disease,  Cancer,  Stroke 
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and  Related  Diseases  program,  and  hoped  to  make  further  use 
of  this.  One  of  the  members  will  attend  the  December  5th 
meeting  with  Manu  Chatterjee,  M.D.  The  members  also  are 
desirous  of  inviting  the  dentists  to  the  next  meeting  which 
they  plan  to  have  on  some  type  of  State  planning  such  as  the 
Keogh  plan  or  related  subjects. 

Karl  V.  Larson,  M.D.,  Secretary 

ANDROSCOGGIN 

A meeting  of  the  Androscoggin  County  Medical  Associa- 
tion was  held  at  the  Central  Maine  General  Hospital,  Lewis- 
ton, Maine  on  October  19,  1967.  The  meeting  was  called  to 
order  by  the  President,  Daniel  R.  Shields,  M.D.  with  fourteen 
members  present. 

Ralph  A.  Goodwin,  Sr.,  M.D.  presented  a resolution  on  the 
death  of  Frederick  L.  Chenery,  Jr.,  M.D.  It  was  moved  and 
voted  to  inscribe  a copy  on  our  records,  and  to  send  a copy 
to  the  Maine  Medical  Association  and  to  the  family. 

Joseph  J.  Rando,  M.D.  introduced  the  speaker  of  the  eve- 
ning, Mr.  Carl  Cutler  of  Auburn.  He  demonstrated  the  vari- 
ous models  of  dictating  machines  explaining  the  advantages 
and  the  drawbacks  of  each  type.  Duplicating  and  copying 
machines  were  also  demonstrated  with  various  types  of  ma- 
terials. 

Donald  L.  Anderson,  M.D.,  Secretary 
KENNEBEC 

The  Kennebec  County  Medical  Association  met  at  the  Jeffer- 
son Hotel  in  Waterville,  Maine  on  October  19,  1967.  The 
meeting  was  called  to  order  by  the  President,  Robert  L.  Ohler, 
M.D. 

William  E.  Schumacher,  M.D.  recommended  that  the  mem- 
bership get  out  and  vote  on  referendum  regarding  mental 
health  facilities  on  November  7th. 

A panel  discussion  was  then  conducted  regarding  The 
Doctor  as  a Witness  with  Mr.  John  Lund  as  moderator.  The 
panel  consisted  of  Mr.  Lewis  Naiman,  Dr.  Irving  I.  Goodof 
and  Mr.  Robert  O'Connor. 

Lucien  F.  Veilleux,  M.D.,  Secretary 

CUMBERLAND 

The  Cumberland  County  Medical  Society  met  at  Howard 
Johnson's  in  South  Portland,  Maine  on  November  16,  1967 
with  approximately  seventy-five  members  and  guests  attending. 

Mr.  Robert  Caplinger,  representing  the  new  General  Electric 
plant  in  South  Portland,  spoke  briefly  on  his  company's  need 
for  medical  services.  Clement  A.  Hiebert,  M.D.  thanked  the 
medical  group  for  exceeding  its  quota  in  the  recent  drive  of 
United  Community  Services. 

Charles  W.  Capron,  M.D.  announced  that  Albert  M.  Rogers, 
M.D.  has  replaced  Dr.  Moulton  on  the  Utilization  Committee 
for  extended  care  facilities.  Thomas  F.  Conneen,  M.D.  indicated 
that  many  nursing  homes  in  this  area  are  being  forced  to  close 
due  to  the  lack  of  sprinkling  systems.  After  a lengthy  discus- 
sion involving  many  of  the  members,  a suggestion  was  made 
that  the  Medical  Society  help  to  publicize  the  situation. 

Thomas  A.  Martin,  M.D.  read  a resolution  on  the  death  of 
J.  Foster  Wellington,  M.D.  It  was  voted  that  a copy  of  the 
resolution  be  spread  upon  the  records  of  the  Medical  Society 
and  that  a copy  be  sent  to  Mrs.  Wellington  as  well  as  to  each 
of  the  hospitals  w’hich  Dr.  Wellington  served  so  faithfully. 

Asa  C.  Adams,  M.D.,  President-elect  of  the  Maine  Medical 
Association,  presented  an  award  to  George  W.  Hallett,  Jr., 
M.D.  in  recognition  of  his  meritorious  service  in  Vietnam. 

'~harles  R.  Glassmire,  M.D.  reported  on  matters  pertaining 
to  the  Maine  Medical  Association.  He  also  asked  for  sugges- 
tions for  a member  of  the  editorial  board  of  the  Maine  Med- 
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Distinguishing  Characteristics  Of 

A Group  Of 

Non-Fermenting  Gram-Negative 

Bacteria-'-* 

Characterhtics 

Pseudomonas 

Herella 

Mima 

Alcaligenes 

Morphology 

coccoid  to  short  or 

coccoid  to  diplo 

coccoid,  some  rods. 

predominately 

medium  length  rods, 

coccoid,  some  rod 

some  chains 

coccoid,  some 

straight  to  si.  curved, 
occ.  chains 

occ.  filaments 

rods 

Action  on  blood 

lysis,  greening. 

— to  beta 

— to  beta 

alpha  lysis 

browning 

brown 

Gas  from  glucose 

— 

— 

— 

— 

Oxidative  or 

O 

U 





fermentative 

Glucose 

A 

A 





Xylose 

A 

A 

— 

— 

Mannitol 

— 

— 

— 

— 

Lactose 

— 

— or  late 

— 

— 

Sucrose 

— 

— 

— 

— 

Maltose 

— 

— 

— 

— 

10%  glucose  slant 

A 

A 

ALK 

ALK 

10%  lactose  slant 

ALK 

A 

ALK 

ALK 

Catalase 

3-4+ 

4+ 

2-4+ 

+ 

Oxidase 

+ 

— 

- ( + ) 

+ 

Growth  on 

Nutrient  broth 

+ 

+ 

+ 

+ 

MacConkey 

+ 

+ 

+ (-) 

+ 

SS 

+ 

- ( + ) 

- ( + ) 

+ 

Citrate 

+ 

+ 

+ (-) 

— (±) 

Urea 

— 

var. 

— 

— 

Nitrate 

+ gas 

— 

— 

— (+  gas) 

Indole 

— 

— 

— 

— 

H^S 

— 

— 

— to  1 + 

— 

Methyl  Red 

— 

— to  ± 

— 

— 

Voges-Prosque 

— 

— 

— 

— 

Gelatin 

+ 

— or  + 

— 

var. 

Litmus  Milk 

pepton. 

var. 

— to  alk. 

alk. 

Motility 

+ 

— 

— 

+ (-) 

Pigment 

si.  pink. 

— 

— 

— 

soluble  brown 

Reactions  Produced  By  The  Noneermenrative 

Gram  Negative  Bacilli  On 

Bacto- 

Sellers  Difeerential  Agar^- 

Slant 

Butt  Band 

Fluorescent 

Nitrogen 

Organism 

Color 

Color  Color 

Slant 

Gas 

P.  aeruginosa 

green 

blue  or  sometimes  yellow 

produced 

no  change  blue 

green 

B.  anitratum  or 

blue 

no  change  yellow 

absent 

absent 

H.  vaginicola 
M.  polymorpha 

blue 

no  change  absent 

absent 

absent 

Alkaligenes 

blue 

blue  or  absent 

absent 

produced 

faecalis 

no  change 
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Reactions  Of  48  Cultures 
Differential 

; On  Bacto-Sellers 
Agar 

No. 

Source 

Acid 

Butt 

Slant 

Gas 

Fluorescence 

Organism 

1 

stock  culture 

— 

blue 

green 

— 

+ 

Pseudomonas  sp. 

2 

stock  culture 

+ 

no  change 

blue 

— 

— 

Herella 

3 

stock  culture 

— 

no  change 

blue 

— 

• — 

Mima 

4 

wound 



blue 

green 

+ 

Pseudomonas 

5 

urine 

— 

blue 

green 

-f- 

+ 

Pseudomonas 

6 

abscess 

— 

blue 

green 

+ 

+ 

Pseudomonas 

7 

stool 

— 

blue 

green 

+ 

4- 

Pseudomonas 

8 

urine 

+ 

no  change 

blue 

— 

— 

Herella 

9 

trachea  tube 

— 

blue 

green 

— 

+ 

Pseudomonas  sp. 

10 

Sputum 

— 

blue 

green 

— 

-i- 

Pseudomonas  sp. 

11 

stool 

— 

blue 

green 

+ 

+ 

Pseudomonas 

12 

floor 

+ 

no  change 

blue 

— 

— 

Herella 

13 

bed  stand 

-1- 

no  change 

blue 

— 

— 

Herella 

I'r 

Sputum 

— 

blue 

green 

d- 

4- 

Pseudomonas 

15 

sputum 

— 

blue 

green 

+ 

+ 

Pseudomonas 

16 

wound 

+ 

no  change 

blue 

— 

— 

Herella 

n 

stool 

blue 

green 

+ 

+ 

Pseudomonas 

18 

stool 

— 

blue 

green 

-f- 

+ 

Pseudomonas 

19 

Sputum 

— 

blue 

green 

+ 

+ 

Pseudomonas 

20 

sputum 

+ 

no  change 

blue 

— 

— 

Herella 

21 

sputum 

— 

blue 

green 

+ 

-4 

Pseudomonas 

22 

sputum 

— 

blue 

green 

+ 

4- 

Pseudomonas 

23 

throat 



blue 

green 

+ 

+ 

Pseudomonas 

24 

urine 

— 

blue 

blue 

+ 

— 

Alcaligenes 

25 

urine 

— 

blue 

green 

— 

-f 

Pseudomonas  sp. 

26 

foot  abscess 

+ 

no  change 

blue 

— 

— 

Herella 

27 

stool 

blue 

green 

+ 

+ 

Pseudomonas 

28 

sputum 

— 

blue 

green 

+ 

-f- 

Pseudomonas 

29 

sputum 

— 

no  change 

blue 

-f 

— 

Alcaligenes 

30 

spinal  fluid 

— 

no  change 

blue 

— 

— 

Mima 

31 

stool 

— 

blue 

green 

+ 

-f 

Pseudomonas 

32 

Sputum 

— 

blue 

green 

+ 

+ 

Pseudomonas 

33 

urine 

— 

blue 

green 

-f 

+ 

Pseudomonas 

34 

urine 

— 

blue 

green 

+ 

-f- 

Pseudomonas 

35 

sputum 

— 

blue 

green 

+ 

4- 

Pseudomonas 

36 

urine 

— 

blue 

green 

-f 

-4- 

Pseudomonas 

3" 

wound 

— 

blue 

green 

-f 

4- 

Pseudomonas 

38 

wound 

— 

blue 

green 

-f- 

4- 

Pseudomonas 

39 

abdomen 

— 

blue 

green 

+ 

+ 

Pseudomonas 

40 

blood 

— 

no  change 

blue 

— 

— 

Mima 

41 

urine 

-U 

no  change 

blue 

— 

— 

Herella 

42 

wound 

— 

blue 

green 

-f 

+ 

Pseudomonas 

43 

urine 

— 

blue 

green 

+ 

+ 

Pseudomonas 

44 

vagina 

— 

no  change 

blue 

+ 

— 

Alcaligenes 

45 

sputum 

— 

blue 

green 

-t- 

+ 

Pseudomonas 

46 

abdominal  cavity 

— 

blue 

green 

-t- 

-f 

Pseudomonas 

47 

heart  blood 

— 

no  change 

blue 

+ 

— 

Alcaligenes 

( autopsy ) 

48 

urine 

— 

blue 

green 

-f 

Pseudomonas 

wounds,  urine,  cerebral  spinal  fluid,  synovial  fluid,  pleu- 
ral effusions,  ear  and  respiratory  tract  infections,  and 
bloodd”  No  carbohydrates  are  fermented  by  Mima  poly- 
morphar'^ 

On  a gram  stained  smear,  gram  negative  diplococci 
forms  are  predominant.-'  Mima  poly7norpha  may  be 
present  as  intracellular  or  extracellular  gram  negative 
diplococci  which  are  morphologically  identical  to  the 
Neisseria  organisms.  In  one  study  40%  of  a group  of 
apparent  gram  negative  diplococci,  which  could  easily 
be  mistaken  for  Neisseria  gonorrhoeae,  were  isolated  as 
Mi?ua  group.-- 

Mandel  described  a medium  developed  for  the  isola- 


tion of  AMnia  and  Herella  organisms.-"  The  medium 
takes  advantage  of  the  inhibitory  action  of  bile  salts  on 
gram  positive  bacteria,  the  fermentative  activity  of  the 
E^iterobacteriaceae,  and  the  biochemical  inactivity  of  the 
Mima-Herella  groups."'  On  this  medium,  which  incor- 
porates into  its  formula  lactose  and  maltose  along  with 
bile  salts,  Mitna  and  Herella  will  produce  no  change  in 
the  medium,  while  acici  producing  bacteria  of  the  En- 
terobacteriaceae  group  will  produce  a yellow  area  due  to 
fermentation;  the  grow'th  of  gram  positive  organisms  is 
inhibited."’' 

Alcaligettes  faecalis  is  also  a cocco-bacillus  which  is 
non  fermenting  on  triple  sugar  iron  agar  slants.  Its  colo- 
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ical  Journal  and  for  a physician  for  the  winter  cruise  of  the 
Maine  Maritime  Academy. 

Dr.  Capron  announced  that  the  nominating  committee  will 
consist  of  Drs.  Philip  P.  Thompson,  Jr.,  Chairman,  William 

F.  Taylor  and  William  L.  MacVane,  Jr. 

Dr.  MacVane  introduced  the  new  Portland  City  Health 
Ofhcer,  Dr.  John  Davy  who  discussed  problems  of  local  and 
re.uional  health  departments. 

Stanlky  B.  Sylvester,  M.D.,  Secretary 

LINCOLN-SAGADAHOC 

A meeting  of  the  Lincoln-Sagadahoc  County  Medical  Society 
was  held  on  November  21,  1967  at  The  Ledges  in  Wiscasset, 
Maine.  The  meeting  was  called  to  order  by  the  President, 
Charles  E.  Burden,  M.D. 

Dr.  Burden  then  read  a letter  by  the  Secretary  noting  the 
death  of  Rufus  E.  Stetson,  M.D.  and  the  loss  which  will  be 
felt  by  our  membership. 

The  decision  to  assess  Society  dues  of  S.^0.00  a year  was 
unanimously  approved. 

Dr.  Bostwick  then  presented  a program  of  slides  of  his 
medical  hegira  to  the  Southwest. 

George  W.  Bostwick,  M.D.,  Secretary 

New  Members 

AROOSTOOK 

Paul  S.  Hamlin,  M.D.,  122  Academy  St.,  Presque  Isle  04769 

G.  Vernon  A.  MacDonald,  M.D.,  Box  228,  Ashland  047.^2 

CUMBERLAND 

Edward  A.  Greco,  Jr„  M.D.,  12  Pine  St.,  Portland  04102 
Richard  A.  Kemp,  M.D.,  1705  Meadowbrook  Dr.,  Winston- 
Salem,  N.C.  27104 

Henry'  M.  Trask,  M.D.,  24  Hersey  St.,  Portland  04103 
HANCOCK 

Bella  S.  Strauss,  M.D.,  50  Union  St.,  Ellsworth  04605 
James  H.  Thaidigsman,  M.D.,  50  Union  St.,  Ellsworth  04605 

KENNEBEC 

David  C.  Halperin,  M.D.,  89  Hospital  St.,  Augusta  04330 
Terrance  J.  Sheehan,  M.D.,  89  Hospital  St.,  Augusta  04330 

KNOX 

Lincoln  Opper,  M.D.,  Knox  Co.  Gen.  Hosp.,  Rockland  04841 


LINCOLN-SAGADAHOC 

Frank  O.  Avantaggio,  Jr.,  M.D.,  50th  TAC  Hosp.,  APO  09109, 
New  York 

Horace  B.  Taylor,  M.D.,  Church  Sq.,  Boothbay  Harbor  04538 
PENOBSCOT 

Robert  P.  Andrews,  M.D.,  489  State  St.,  Bangor  04401 
Ernesto  G.  Ballesteros,  M.D.,  292  Hammond  St.,  Bangor  04401 
Stanley  J.  Evans,  M.D.,  336  Mt.  Hope  Ave.,  Bangor  04401 
Jack  N.  Meltzer,  M.D.,  128  Broadway,  Bangor  04401 
Irwin  M.  Pasternak,  M.D.,  336  Mt.  Hope  Ave.,  Bangor  04401 

WASHINGTON 

Walter  A.  Mendyka,  M.D.,  Machias  04654 


Deceased 

ANDROSCOGGIN 

Frederick  L.  Chenery',  Jr.,  M.D.,  Monmouth  04259,  September 
25,  1967 

CUMBERLAND 

William  R.  McAdams,  M.D.,  723  Congress  St.,  Portland  04102, 
November  21,  1967 

J.  Foster  Wellington,  M.D.,  396  Brighton  Ave.,  Portland  04102, 
October  9,  1967 

FRANKLIN 

George  L.  Pratt,  M.D.,  37  Lawrence  St.,  Fairfield  04937,  No- 
vember 4,  196'^ 

KENNEBEC 

William  D.  McLarn,  M.D.,  222  Main  St.,  Waterville  04901, 
February  21,  1967 

Pierre  E.  Provost,  M.D.,  48  Green  St.,  Augusta  04330,  Novem- 
ber 16,  1967 

LINCOLN-SAGADAHOC 

Rufus  E.  Stetson,  M.D.,  Damariscotta  04543,  November  13, 

196'^ 

PENOBSCOT 

Harold  A.  Pooler,  M.D.,  Bangor  State  Hosp.,  Bangor  04401, 
November  11,  1967 

Cecil  J.  Metcalf,  M.D.,  1010  Memorial  Dr.,  Cambridge,  Mass. 
02138,  August  7,  1967 
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Cases  registered  with  Crippled  Children  Services: 
1945  1964 

minus  4000  plus  15000 

The  number  of  cases  grew  at  an  even  rate. 

Summary 

In  reviewing  this  20-year  period,  it  is  felt  to  have 
been  an  exciting  time,  due  largely  to  the  advances  in 
medicine.  The  use  of  the  antibiotics  changed  the  out- 
look of  several  diseases  previously  prognosed  as  fatal; 
made  others  amenable  to  treatment  and  rehabilitation. 
Exciting  achievements,  such  as  heart  surgery  - including 
open  heart  surgery,  exchange  transfusions  of  the  new- 
born, and  more  recently,  intrauterine  treatment  of  the 
fetus,  in  addition  to  treatment  of  metabolic  errors, 
brought  with  them  changes  in  the  planning  of  the  pro- 
grams. As  mentioned  in  the  beginning,  medical  advances 


brought  about  the  disappearance  or  substantial  reduc- 
tion of  communicable  diseases  such  as  polio,  diphtheria, 
measles.  Some  diseases  declined  such  as  syphilis  and  other 
venereal  diseases  although  an  increase  has  been  observed 
during  recent  years.  On  the  other  hand,  new  diseases 
appeared  and  others,  such  as  infectious  hepatitis,  reached 
epidemic  proportions  during  recent  years.  Cancer,  es- 
pecially leukemia,  increased  considerably.  Retrolental 
fibroplasia  appeared  as  a new  condition  and  disappeared 
a few  years  later  when  it  was  found  that  the  cause  was 
the  overtreatment  of  premature  babies  with  oxygen. 

Special  emphasis  was  placed  on  the  preventive  phase 
of  Maternal  and  Child  Health,  at  all  times. 

Progress  and  expansion  of  most  of  the  phases  of  the 
Maternal  and  Child  Health  and  Crippled  Children  Pro- 
grams over  the  years  1945-1965  developed  at  an  ex- 
ceptionally fast  rate. 


Maine  Heart  Association  Notes 

116  State  Street,  Augusta,  Maine 


Coronary  Care  Unit  — Promise  And  Challenge 

“Fi\e  years  ha\c  elaj)sed  since  the  opening  of  ihe  first  coronary 

(are  unit \ mnnber  of  factors  iiave  contriliiited  to  aeeeptance  of 

tlie  eonecjjt  (d  coronary  care  and  to  its  rapid  iniplcincntation.  Fore- 
most is  the  high  incidence  of  the  disease  and  its  staggering  mortali 

ty Approximately  JlO  j)ereent  of  those  hospitalized  tvitli  an  actite 

attack  stteetnnb  to  their  illness.  . . . Sudden  death  from  myocardial  in- 
farction is  frecpiently  reversible  tvhen  it  is  dtie  to  a deranged  heart 
rhythm.  In  the  past,  sahage  of  patients  with  catastrophic  arrhythmias 
was  fortuitcjus  and  depended  on  the  j^resenee  of  a knotvledgeable  physi- 
cian and  the  proximity  of  resuscitation  ecpiipment.  Fhc  coronary  care 
unit  is  . . . the  translation  of  stieh  an  accidental  j)resenee  to  a deliberate 
and  contimious  stirveillanee  of  cardiac  rhythm  in  ):)atients  with  aetite 
myocardial  infarction. 

d he  initial  objectives  of  the  coronary  care  unit  have  note  been 
broadened  to  the  prevention  of  the  need  for  restiseitation.  Fhis  is  based 
on  the  fact  that  control  of  minor  arrhythmias,  . . . prevents  the  oe- 
ctirrenee  of  major  electrical  disorganization  of  the  heart  beat.  . . . 

1 he  coronary  care  tmit  functions  imjst  effectively  when  stalled 
tvith  highly  trained  nurses  who  are  permitted  to  asstmie  responsibilities 
hitherto  within  the  exeltisive  domain  of  the  physician.  . . . Fhe  time 
for  ellective  action  is  brief  and  fre(|tiently  does  not  permit  delay  for 
arrival  of  a physician.  Not  only  must  the  nurse  lie  delegated  authority 
for  enacting  the  entire  rej)ertoire  of  essential  restiseitative  maneuvers, 
but  she  must  also  be  mandated  to  treat  potentially  life-threatening 
arrhythmias.  I'he  ntirse  mtist  therefore  receive  comprehensive  instrtic- 
tion  in  the  identification  and  management  of  diverse  arrhythmias  . . . 
one  of  the  main  ftmetions  of  the  coronary  care  tmit  is  the  training  of 
nnrses,  and  this  must  be  evolved  as  an  ongoing  and  contimious  pro- 
gram. A s}nrit  of  cooperative  endeavor  beteveen  medical  and  para- 
medical jicrsonnel  is  the  hallmark  of  a \vell  functioning  tmit.” 


Siiljmiltcd  l)v  Jacob  B.  t)ana,  .M.t).,  .Maine  Heart  .\ssotiaiion. 

Reference  — Lown,  B.  and  Shillinglord.  J,  I’.,  Kditorial.  Anierican  |oinnal  of  Ciauliologv,  \'ol.  20. 
pages  449-450,  1967. 


when  he  just;  can’t  sleep 

Tuinar 


One-Half  Sodium  Amobarbital  and 
One-Half  Sodium  Secobarbital 
supplied  in  1%,  and  3-grain  Pulvules® 


i W 
^ * 

- 

Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 

Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation], 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  (gastric 
lavage:  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration].  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 


Dosage:  50-200  mg.  (^4-3  grains]  at  bedtime. 

[031767] 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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AMERICAN  CANCER  SOCIETY  - MAINE  DIVISION,  INC. 

Brunswick,  Maine 


The  “Image”  of  Cancer^ 

Stanley  Warren* ** 


How  (Jo  people  feel  about  (.loetors?  Just  which  traits  doctors  as  a class  exhibit  (.lo  people  like  or  dislike?  Does  the 
public  feel  that  doctors  endorse  regular  physical  checkups  including  cancer  tests?  And.  as  a corollary,  if  the  public  fell 
that  doctors  were  in  favor  of  regular  checkups,  would  they  be  more  likely  to  go  for  them? 

If  their  physicians  advised  it,  nine  of  ten  adults  queried  in  the  recent  nationwide  survey  conducted  by  the  American 
Cancer  Society  reported  that  they  would  have  annual  physical  checkups,  including  cancer  tests. 

Implications  from  this  strong  answer  are  that  the  public’s  attitude  towards  physicians  is  cordial  and  trusting.  This 
90%  total  of  those  who  say  they  would  go  for  a checkup  if  advised  to  do  so  contains  all  demographic  elements  — men 
and  women,  higher  status  people  and  lower  status  people,  young  and  old.  higher  income  and  lower  income  brackets.  Even 
a clear  majority  (88%)  of  those  who  do  not  go  for  regular  checkups,  say  they  would  go  if  their  doctor  favored  it. 

Only  a tiny  minority,  roughly  6%,  said  they  would  not  have  a checkup  even  if  their  doctor  told  them  to  do  so.  The 
reason  given  for  this  attitude  towards  one's  health  was  that  if  they  felt  "healthy,”  there  could  be  no  "reason"  for  an  ex- 
amination. Among  other  reasons  for  not  going  for  checkups  regularly  were  financial  cost,  a distrust  of  doctors  and  fear. 
Based  on  the  question:  "Suppose  your  doctrtr  told  you  you  were  not  getting  physical  checkups  that  includes  cancer  tests  of- 
ten enough.  Would  you  do  it?"  Here’s  a chart  of  the  survey  findings: 



Se.x 20-29  30-49  50  Years 

Total  Men  Women  Years  Years  And  Over 


90%  88%  93%  91%  90%  90% 

6 7 4 5 6 6 

4 5 3 4 4 4 

100%  100%  100%  100%  100%  100% 


Would  have  check-up 

if  doctor  told  them  to  have  it 
W(,)uld  not  have  check-up 

if  doctor  told  them  to  have  it 
DK,  NA 
Total 


When  asked  how  they  thought  doctors  felt  about  taking  regular  cancer  tests  and  physical  examinations,  a surprisingly 
large  segment  (43%  ) stated  tlatly  they  had  no  idea  how  doctors  felt  about  tests.  One  of  those  queried  answered  that  she 
"had  been  going  to  him  (her  doctor)  for  40  years  and  if  he  thought  it  was  necessary  he  would  have  told  me.”  Another 
stated  "My  doctor’s  never  mentioned  it.  I had  a bum  spell  and  I told  him  I should  have  a real  good  checkup,  but  he 
didn’t  seem  to  think  it  was  necessary.” 

Yet,  just  as  many  stated  they  believed  that  doctors  felt  people  should  have  regular  checkups.  In  view  of  the  favor- 
able light  and  esteem  in  which  doctors  are  held,  this  figure  is  hardly  astonishing.  But.  at  the  other  end  of  the  line,  a 

total  of  14%  said  they  were  of  the  opinion  that  doctors  did  not  feel  it  necessary  for  people  to  have  checkups. 

While  this  uncerttiinty  about  the  reaction  of  physicians  to  cancer  tests  extends  across  all  segments  surveyed,  it  was 
more  common  among  men.  lower  status  people,  oldsters  — the  groups  traditionally  less  likely  to  go  for  examinations. 
And  of  those  who  believe  that  doctors  feel  tests  are  unnecessary,  some  37%  gave  as  their  main  reason  the  fact  that  their 

doctor  never  mentioned  it.  Included  in  this  type  of  answer  were  such  comments  as:  "the  doctor  never  told  me,”  "the  doc- 

tor never  said  anything  about  regular  checkups,”  "the  doctor  would  have  told  me  if  I needed  it,"  etc. 

How  should  these  answers  about  the  attitudes  of  doctors  towards  this  problem  be  interpreted?  While  several  possible 
answers  can  be  offered,  the  main  reason,  beyond  any  question,  people  give  for  not  going  for  checkups  is,  simply,  they  do 
not  believe  their  doctors  want  them  to  go.  This  is  despite  the  overwhelming  percentage  of  non-goers  who  freely  admitted 
that,  prodded  by  their  physicians,  they  would  certainly  be  willing  to  go. 

There  exists,  however,  another  group  of  non-gr>ers  about  whom  it  could  be  claimed  they  are  taking  refuge  in  rationali- 
zation. or  possibly  indulging  in  some  self-kidding. 

Of  course  there  is  that  6%  of  the  public  who  feel  that  doctors  only  advise  undergoing  tests  for  cancer  out  of  pure  av- 
arice. Tests,  claim  this  minority  group,  are  just  a subtle  way  a doctor  has  to  "make  more  money.”  Thus  it  is  obvious  that 
this  small  core  who  insist  they  wouldn’t  go  for  a checkup  even  if  prodded  by  a reputable  physician  is  proof  of  hostility 
towards  physicians.  This  hostility  seems  to  stem  from  a basic  distrust  of  doctors  and  has  little  or  nothing  to  do  with  the 
doctors’  attempts  to  "sell"  checkups. 

Many  dr)ctors.  it  must  be  tidmitted.  do  not  insist  on  nor  recommend  regular  checkups.  The  survey  pointed  out  that 
14%  of  the  public  said  their  dtKtors  did  not  feel  it  necessary  to  take  physical  exams  including  cancer  tests. 

Dr.  Leonard  W.  Larson,  former  ACS  president,  perhaps,  put  it  most  forcefully  when  he  called  on  "every  physician  to 
demonstrate  to  the  patient  that  any  complaint  however  trivial,  is  welcome  and  that  he  endorses  the  annual  checkup  as 
the  best  defense  agtiinst  ctmcer.  At  the  same  time,”  Dr.  1. arson  stressed,  "no  physician,  anywhere,  must  ever  turn  aside  one 
who  comes  to  him  with  a complaint  about  a persistent  cough  or  what  seems  to  him  as  persistent  indigestion  or  any  ^Rher 
warning  signal  of  cancer.  Let  us  set  about  to  tear  down  the  curtain  of  doubt  that  keeps  patient  and  physician  apart,  he 
concluded. 


*l’art  lom  of  a six-jiait  scries  liom  .3mcii(an  Caiucr  So(icl\  News  .Scixicc  Release. 

**\eus  I'.ditoi.  \meii(aii  (..iiuei  So(iel\.  I lu  . 


Dear  Doctor: 


Wouldn’t  you  like  your  patients  to  learn  more 
;)out  the  contributions  made  by  the  world  of 
ledicine  to  their  welfare?  So  that  they  can  better 
tjpreciate  the  efforts  of  the  health  team  to  keep 
1'em  in  good  health? 


We  would  like  to  send  you  50  free  reprints  of 
Medicines  and  your  jamilfs  health  for  use  in  your 
reception  room.  Your  patients  will  hnd  the  articles 
in  this  issue  factual,  educational  and  of  immediate 
personal  interest. 


I To  tell  the  stories  of  medical  and  pharmaceu- 
t:al  advances  to  people  throughout  the  country, 
1e  Pharmaceutical  Manufacturers  Association  is 
' onsoring  a unique  “magazine  within  a magazine.” 
] is  called  Medicines  and  your  jamilfs  health  and  the 
i'st  issue  appears  in  the  November  Reader's  Digest. 


Just  fill  out  the  coupon  below  and  send  it  to  us. 

1 

Order  Desk  | 

Pharmaceutical  Manufacturers  Association  | 

1 155  Fifteenth  St.,  N.W.  | 

Washington,  D.C.  20005  | 

Gentlemen;  . 

Please  send  me  50  free  copies  of  ■ 

Medicines  and  your  Jamil/ s health.  i 

Name [ 

Street I 

City State Zip | 
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General 


Take  five... 


Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 


AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  465 14 


A 

Ames 


AMA  Meeting,  Las  Vegas  46 

Book  Reviews  (Feb.)  XV,  227 

('ounty  Medical  Society  Notes: 

.Androscoggin 


Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  4oi67 


31,  69,  90,  119,  164,  273 
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...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing IcTOTEST  ■ Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 
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IF  ADVERTISED 
IN  THE  JOURNAL 
IT  IS  GOOD 
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"'When  I couldn’t  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc.” 


Maybe  he  doesn’t  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity  — physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


Novisirip 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


XVI 


"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY 


ENDORSED  BY  THE  MAINE  MEDICAL  ASSOCIATION 

For  Its  Alembers 


MALPRACTICE  INSURANCE 

HARTFORD  INSURANCE  GROUP 

Noyes  & Chapman 

Genera!  Insurance 

465  Congress  St. 

Portland,  Maine 


Serving  Maine  doctors  for  over  90  years 


772-2841 


LAWRENCE  D.  CHAPMAN 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
Is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.'*^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."^ 


*»»ethocarbarTt« 


750  m3 


GlKli  tpitict 


oBoardl 


Boards  should  be  ordered  under 


0Heat  "A  very  valuable 
method  of  applying 
heat  at  home  is  a prolonged 
hot  bath...”^ 


the  mattress . . . these  boards  act 
by  immobilizing  the  spine. 

) Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 

' drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 

; References:  (1 ).  Godfrey,  C.M.:  Applied  Therap.  8.-950, 1966.  (2).  Gottschalk, 
I.A.;  GP  33:91 , 1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18-.26,  1965.  (5).  Soto-Hall,  R.: 

: Med.  Sc.  14:23, 1963.  (6).  Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 
62:142, 1962.  (7).  Feuer,  S.G.,  el  a/..-  New  York  J.  Med.  62:1985, 1962. 


(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“...without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 


A LI  rtriDIMC  A-  H.  ROBINS  COMPANY 
/I'n'I/LlDlnl  J RICHMOND,  VIRGINIA  23220 


Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning  — May  be  habit  forming), 
Phenacetin  gr.  2'  2,  Aspirin  gr.  Slj,  Caffeine  gr.  V2. 


I Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 

BURROUGHS  WELLCOME  &.CO.(U.s.A.)  iNC.Tuckahoe,  n.y. 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-l. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of  ^ 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications:  Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions : Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  ire  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidencel 
in  patients  receiving  oral  contracep- 
tives: nausea,  vomiting,  gastrointes- 1 
tinal  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  change 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increase] 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic  | 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  and] 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  function 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  in 
FBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T^ 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original  steroid  from 


SYNTEXS 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous— with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Untreated  Patient 


Norinyl-1  Patient 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1 .0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  TTus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Synalarp.or^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  I nformation 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0252  — 5,  15  and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.012—  15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.01 2 — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  1 5 and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.52  [0.352  neomycin  base],  fluocinolone  acetonide 
0.0252)  Cream  -5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  aieroid  from 
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Picture  of 
bursitis 


treated  with 
Parafon  Forte^TABins 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


;arafon  Forte  helps  to  relieve  pain, 

Sstore  mobility  . . . stop  pain-spasm  feedback 

[ere  is  why.  Parafon  Forte  provides : 

inonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
if  pain,i’2  yet  unlikely  to  produce  the  irritation  to  the 
astric  mucosa  so  often  associated  with  salicylate 
nerapy® 

hd  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
-hour  span  of  action,^-®  and  to  retain  effectiveness 
yen  on  continued  administration,®-' but  which  does  not 
ave  the  central  effects  of  tranquilizing  compounds. 

rescribe  Parafon  Forte  for  lasting  spasmolysis 
nd  analgesia  in  sprains,  strains,  myalgias,  low  back 
ain,  bursitis  and  other  musculoskeletal  disorders, 
bur  patients  will  appreciate  the  restored  comfort 
nd  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
Icnown  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “ McNE I L”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  J4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  -44:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  12^:340,  1960.  5.  Settel,  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  ct  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 
27':189,  1966.  *U.  S.  patent  no.  ?,89S,877 

MCNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 
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Indications:  Hypertension  and 
many  types  of  edema  involving 
retention  of  salt  and  water. 
Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possibil- 
ity of  small  bowel  lesions  (obstruc- 
tion, hemorrhage,  and  perforation) 
Should  be  kept  in  mind.  Surgery 


for  these  lesions  has  frequently 
been  required  and  deaths  have  oc- 
curred. Discontinue  enteric-coated 
potassium  supplements  immedi- 
ately if  abdominal  pain,  distention, 
nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross 
the  placental  barrier  and  adverse 
reactions  which  may  occur  in  the 
adult  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate 
metabolism,  etc.)  are  potential 


problems  in  the  newborn. 
Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always 
be  initiated  cautiously  in  postsym- 
pathectomy patients  and  in  pa- 
tients receiving  ganglionic  block- 
ing agents  or  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Barbiturates,  narcotics  or 
alcohol  may  potentiate  hypoten- 
sion. Because  of  the  possibility  of 
progression  of  renal  damage,  peri- 


odic determination  of  the  BUN  is 
indicated.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Hepatic  coma  may  be  pre- 
cipitated. 

Electrolyte  imbalance,  sodium  and/ 
or  potassium  depletion  may  occur. 
If  potassium  depletion  should  oc- 
cur during  therapy,  Hygroton 
should  be  discontinued  and  potas- 
sium supplements  given,  provided 
the  patient  does  not  have  marked 
oliguria. 

Take  special  care  in  cirrhosis  or 


For  the 

cardiac  patient 
on  2 piiiows 
a night, 
consider  one 
Hygroton  a day. 


Hygroton 


chlorthalidone 


new  50  mg.  tablet 
or  100  mg.  tablet 


She  was  the  picture 
of  arteriosclerotic 
heart  disease  in 
failure. 

She  couldn’t  sleep 
a wink  without  an 
extra  pillow. 

Then  her  doctor 
prescribed  digitalis 
and  Hygroton. 


First,  her  cardiac 
output  improved. 
Then  her  breathing 
improved  — 
along  with  her 
urinary  output. 


Nights  could  be 
a lot  more  pleasant 
for  patients 
like  this  in 
your  practice. 

Try  it  and  see. 


Hygroton  therapy  may 
also  mean  trouble- 
some side  effects  for 
certain  patients. 

A summary  of 
essential  prescribing 
information  is 
shown  below. 


>-K.v 


severe  ischemic  heart  disease  and 
in  patients  receiving  corticoste- 
roids, ACTH,  or  digitalis.  Salt  re- 
striction is  not  recommended. 
Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 
weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypo- 
tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 


caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  com- 
pounds include:  jaundice,  xanthop- 
sia, paresthesia,  and  photosensiti- 
zation. 

Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  singie-scored 
tablets  of  100  mg.  and  aqua  tablets 


of  50  mg., in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the 
complete  prescribing  Information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
HY-5405S 
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TELEPHONE 
774-827(>  EOR 

Insurance  for  Members 

OFFICIALLY  ENDORSED 

MAINE  MEDICAL  ASSOCIATION 

DOW  & PINKHAM 

107  EXCHANGE  STREET,  PORTLAND 


BLUE  CROSS  AND  OTHER  INSURANCES  ARE  ACCEPTED 

ANDREW  FERGUS,  M.D. 
Diplomate,  American  Board  of 
Psychiatry 
Chief  of  Staff 

PHILIP  BLINDER,  M.D. 
Psychiatrist 
Sec.  of  Staff 


• Utilizing  all  accepted  forms  of 
Psychiatric  treatment. 

• Alcoholics 

The  Utterback  Private  Hospital 

31  Kenduskeag  Avenue  (Telephone  945-4555)  Bangor,  Maine 

Beautiful  Grounds,  Large  Rooms  with  Bath.  Mental  Health,  Care  for  the  Aged  and  Convalescent  Care. 

Reasonable  Rates 


L BLUE  SHIELD  REPORT  to  DOCTORS 


REPORT#  9 


3 

3 


REME\rBER  . . . when  covered  diagnostic  services 
are  rendered,  sncli  as  x-rays,  EKG’s  etc.,  a regular 
Blne  Sliield  claim  form  is  to  be  used  in  reporting 
these  services  and  payments  will  be  made  directly  to 
the  participating  physician  as  is  the  case  with  all 
other  Blue  Shield  services. 


ASSOCIATED  HOSPITAL  SERVICE  OF  MAINE 
509  FOREST  AVENUE 


PORTLAND,  MAINE  04101 


Recommend 


With  Over  800 
Participating  MDs 


Synirin  provides  prompt  barbiturate  potentia- 
tion of  aspirin  without  limiting  the  therapeutic 
usage  of  aspirin.  Both  pentoljarbital  and  aspirin 
begin  their  action  together  promptly  and  last 
4 or  5 hours.  There  is  no  accumulation. 
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SOLFOTON 

© 

Each  tablet  or  capsule  contains 

PHKNOBARBI  TAL 10  mg. 

(Warning:  may  be  habit  forming) 

BBN.SULI'OI  D ® (.Sec  P D R ) f>.-.  mg. 

Precaution:  same  as  16  mg.  of  iilienobarbital 


Constriicti ve  Therapy 

A Solfoton  tablet  or  capsule  at  6 hour  intervals 
maintains  sedation  at  the  threshold  of  calmness, 
sustaining  a mental  cluuate  for  purposeful  living. 
Literature  and  clinical  samples  sent  upon  request. 

FEDLR.^L  LAW  PROHIBITS  DISPENSING 
WITHOUT  PRESCRIPTION 


AVAILABLE 


Solfoton  [yellow,  uncoated  tablets  “P") 
100s,  500s,  5000s 

Solfoton  Capsules  [yellow  and  brown) 
1 00s,  500s,  1 000s 

Solfoton  S/C  [sugar-coated  beige  tablets) 
1 00s,  500s,  4000s 


W.vt.  P.  POVTHRE.S.S  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
Alanujacturers  oj ethicat pharmaceuticals  since  1856 
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DORSEY  'TLUY 

IRAM" 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING.  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  Z4  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES.  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  The  Wander  Company 
Lincoln.  Nebraska  68501 


I j 

clip  and  file  under  "'flu"  | 

For  relief  of  “flu-like"  symptoms 
Tussagesic  timed-release  tablets  [ 

PHONE  COLLECT  | 

For  emergency  starter  samples  | 

to  Keith  Sehnert,  M.D.  j 

Medical  Director  | 

(402)434-6311  j 

Fast  delivery  by  your  Dorsey  > 

Representative  ■ 


Eaton  Agent 


[f  there’s  a broader 
suseeptibility 
pattern  of  organisms, 
w^e’ve  yet  to  see  it. 


DECLOMYCIN  has  always  belonged  in  the  foremost  rank 
of  the  broad-spectrum,  general-purpose  antibiotics. 

Indeed,  no  antibiotic  has  yet  appeared  which  controls  a 
iwider  range  of  pathogens  responsible  for  the 
'clinical  infections  seen  in  the  day-to-day 
practice  of  busy  medical  men. 

|You  can  depend  on  DECLOMYCIN. 

A twice-daily  dose  of  300  mg  is  a sensible 
schedule  that  will  cover  the  patient  day 
and  night,  without  risk  of  blood 
{concentrations  dropping  below  therapeutic 
ilevels.  This  is  because  of  high  serum  binding 
jand  slow  renal  clearance. 

jAnd  there  is  no  need  to  give  higher  daily 
i dosage  than  300  mg  b.i.d.,  except  in 
I venereal  diseases  and  Eaton  Agent 
^pneumonia. 

DECLOMYCIN 

DEMErHYICHLORTErRACYCLlNE 


Prescribing  information  on  next  page. 


Endamoeba  histolytica 


Hemophilus  influenzae 


Pneumococcus 


Escherichia  coli 


Gonococcus 


Shigella 


Staphylococcus 


Streptococcus 


Rickettsia 


Treponema 


Eaton  Agent 


Endamoeba  histolytica 


Hemophilus  influenzae 


Pneumococcus 


Escherichia  coli 


Gonococcus 


Shigella 


Staphylococcus 


Streptococcus 


Rickettsia 


Treponema 


If  there’s  a broader 
suseeptibility  pattern 
of  organisms, 
we’ve  yet  to  see  it. 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produee  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms  j 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms  | 
have  disappeared  rapidly  upon  cessation  of  treatment,  j 
Side  Effects  — Gastrointestinal  system  — anorexia,  | 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero-  ! 
colitis,  pruritus  ani.  Skin— maculopapular  and  erythema-  ; 
tons  rashes.  A rare  case  of  exfoliative  dermatitis  has  ■ 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  ( rare ) . Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during  | 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  j 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  i 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after  j 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and  ! 
some  dairy  products.  Treatment  of  streptococcal  infec-  l 
tions  should  continue  for  10  days,  even  though  symp-  I 
toms  have  subsided.  ^ 

In  the  treatntent  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gm.  given  [ 
in  equally  divided  doses  over  a period  of  10  to  15  days  should  be  followed.  Close  j 
follow-up  observation  of  the  patient  is  recommended,  including  appropriate  j 
laboratory  tests,  since  demethylchlortetracycline  has  not  had  adequate  evalu-  | 
ation  in  all  stages  of  syphilis.  Spinal  fluid  examination  should  be  included  as 
part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively  with  a 
single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetracycline.  Indi- 
viduals unable  to  tolerate  large  single  doses  due  to  gastrointestinal  side  effects 
may  be  treated  with  150  mg.  every  6 hours  for  a minimum  of  4 doses  or  300  mg. 
every  12  hours  for  a minimum  of  2 doses.  Females  should  be  treat..*d  with  a ' 
dosage  of  150  mg.  every  6 hours  or  300  mg.  every  12  hours  until  a cure  is  affected. 
Primary  Atypical  Pneumonia  (Eaton  Agent)  : The  average  adult  daily  dosage  is 
900  mg.  in  3 divided  doses  for  six  days.  ' 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 

486-7-5993A 
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iiitroglycerin  b.i.d 


Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension -TIME -to  nitroglycerin  therapy 


[elps  decrease  frequency  and  severity  of  attacks;  often 
jicreases  exercise  tolerance.  Decreases  need  for  sub- 
jngual  nitroglycerin,  increases  patient  confidence, 
imooth,  continuous  release  independent  of  gastrointes- 
;nal  functions  reduces  headache  and  other  side  effects 
lat  might  result  from  peak  concentrations  of  tablet  or 
itermittent-release  preparations. 

idication  and  Dosage:  For  prophylactic  use  only  in  an- 
ina  pectoris,  1 capsule  every  12  hours.  Precautions:  For 
jrophylaxis  only,  not  for  relief  of  acute  anginal  attacks, 
jolerance  to  nitrites  may  develop  on  long-continued  use. 
ontraindications:  Idiosyncrasy  to  nitroglycerin,  and 
:arly  myocardial  infarction.  Side  Effects:  With  use  of 
■itrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


"The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released  , 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence  of  fluid  is  required. 


^ITROSmS^ 

nitroglycenn 


© 


brand  of 


2.5  mg.  in  micro-dialysis  cells 


For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 
PRODUCERS  OF  DBIMD  (phenformin  HCI)  


needed  or  tolerated.  As  is  true  of  all  CNS-acting  drugs,  until 
correct  maintenance  dosage  is  established,  advise  patients 
against  possibly  bazardous  procedures  requiring  complete  men- 
tal alertness  or  physical  coordination.  Driving  during  therapy 
not  recommended.  In  general, concurrent  use  with  other  psycho- 
tropic agents  is  not  recommended.  If  such  combination  therapy 
is  used,  carefully  consider  individual  pharmacologic  effects— 
particularly  with  known  compounds  which  may  potentiate  ac- 
tion of  Valium  (diazepam),  such  as  pbenothiazines,  barbiturates, 
MAO  inhibitors  and  other  antidepressants.  Advise  patients 
against  simultaneous  ingestion  of  alcohol  or  other  CNS  depres- 
sants. Safe  use  in  pregnancy  not  established.  Employ  usual 
precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending 
depression;  suicidal  tendencies 
may  be  present  and  protective 
measures  necessary.  Observe 
usual  precautions  in  impaired 
renal  or  hepatic  function. 

Periodic  blood  counts  and  liver 
function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually 
Side  Effects : Side  effects  (usu- 
ally dose-related)  are  fatigue, 
drowsiness  and 
ataxia.  Also 
reported:  mild 
nausea,  dizziness, 
blurred  vision,  di- 
plopia, headache, in- 
continence, slurred 
speech,  tremor  and  skin 
rash;  paradoxical  reac- 
tions (excitement,  de- 
pression, stimulation, 
sleep  disturbances,  acute 
hyperexcited  states,  hallu- 
cinations); changes  in  EEG 
patterns  during  and  after 
drug  treatment.  Abrupt 
cessation  after  prolonged 
overdosage  may  produce 
withdrawal  symptoms  (con- 
vulsions, tremor,  abdominal 
and  muscle  cramps,  vomiting, 
sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCl. 

Dosage : /I r/a/fj-.-  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/ day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and  10  mg; 
bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.  J.  071 10 


Valium 

(diazepam)  Roche® 

useful  for  the  relief  of 
'psychic  tension  with  associated 
depressive  symptoms 


Tears 

without 

grief 


Crying  Spells-psychic  tension 
with  depressive  symptoms? 

“I  don’t  know  what’s  the  matter 
with  me  lately. ..I  cry  and  1 cry... 
and  I really  don’t  know  why  I do.” 
A woman  often  is  not  conscious  of  the  real 
reasons  for  her  crying  spells  or  refuses  to 
admit  them  to  herself.  On  probing,  you 
may  find  that  frequent  weeping,  like  in- 
somnia or  neurotic  fatigue,  often  is  an  expression  of  psychic 
tension.  She  needs  sympathy  and  reassurance,  and  perhaps  a 
calming  agent  to  help  her  over  her  crisis.  Consider  prescribing 
Valium  (diazepam)  for  her.  It  usually  reestablishes  calmness 
promptly.  Crying  spells  and  other  secondary  depressive  symp- 
toms normally  subside  as  the  tension  is  relieved.  \our  patient 
then  can  cope  more 
easily  with  stresses 
to  which  she  is  sub- 
jected. Valium  (diaz- 
epam) is  generally 
well  tolerated,  and 
on  proper  mainte- 
enance  dosage  usu- 
ally does  not  impair 
mental  acuity  or 
ability  to  function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 

Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed 
in  lieu  of  appropriate 
treatment. 

Precautions:  Limit 
dosage  to  smallest 
effective  amount  in 
elderly  or  debili- 
tated patients  (not 
more  than  1 mg, 
one  or  two  times 
daily  initially)  to 
preclude  ataxia  or 
oversedation,  in- 
creasing gradually  as 
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-Main  St.,  Fort  Kent 
12  Thomas  Ave.,  fiarihon 
Van  Boren 

A,  Main  St.,  Washhnrn 

I loniton 
Mars  Hill 

.\rthnr  R.  Gould  Mem.  Ilosj)., 
Presque  Isle 
77  -Main  St..  Fort  Kent 
22  Sweden  .‘'t..  Caribou 
3 Green  .St..  Fort  Fairfield 
Maine  .‘st..  Limestone 
R.F.I).  2,  Caribou 
Garden  Circle,  Caribou 
2b  .Second  St..  Presque  Isle 
Green  .St.,  Fort  Fairfield 
Main  .St..  Van  Bnren 
Box  785,  Presipie  Isle 
Box  967,  Presipie  Isle 
4.5  Hillside  St.,  Presque  Isle 
Mars  Hill 

18  Sherman  St.,  Island  Falls 
Box  9.  Fort  Kent 
5 High  .Si..  Van  Bnren 
18  Pleasant  .St.,  Caribou 
72  Main  .“st..  Houlton 
40  Court  .St..  Houlton 


HONORARY 

Kirk.  William  V.  .524  N.  E.  6th  St..  Miami.  Fla. 

SENIOR 


Bonne,  .Storer  W . 

429  Alain  St..  Presque 

Isle 

Brown,  Stephen  .S 

Alars 

Hill 

F'aucher.  Francois  ,1. 

Grand 

Isle 

Osborne.  Jobn  R. 
Savage,  Richard  L. 


AFFILIATE 

N.irrows  Pond  Rd.,  W'intbnq) 
4 Elm  .“st..  Fort  Kent 


JUNIOR 


Erene'te,  Francis  F.  628  Robin  Rd.,  Leaksville,  N.C. 
Herson.  Joseph  H.  Ill  E.  88lh  St.,  New  \ork.  N.'l . 


Harvey,  William  C. 


SERVICE 

59  Mayo  St.,  Caribou 


04730 

04743 

04736 

01785 

04786 

04730 

047.58 


04769 

04743 

04736 

04742 

04750 

04736 

04736 

04769 

04742 
04785 
04769 
04769 
04769 
04758 
04747 

04743 
04785 
04736 
01730 
04730 


33138 


04769 

04758 

04746 


01364 

04743 


28211 

10028 


04736 


CUMBERLAND  COUNTY 

President — Charles  WL  Capron,  IM.D. 
Secretary-Treasurer — .Stanley  B.  .Sylvester,  M.D. 


ACTIVE 


Adams,  -Marvin  C. 
Agan,  Rohert  W . 
-\nalis,  Harry 
;\ndrews.  -Annebese  ,M. 
.Ansell,  Harvey  B. 
-\pplin,  Hilton  H. 
Aranson,  -Albert 
-Asali,  Louis  .A. 
Asherman,  Edward  G. 
Bacastnw,  Mer'e  S 
Bacbracb.  Louis 
Baldini,  E'in 
Baldwin.  W'arren  C. 
Barnes,  Kirk  K. 

Barron.  Martin  A..  Jr. 
Bearor,  Robert  A. 
Rennet.  Eben  T. 


25  Rramhall  St.,  Portland 
144  State  St..  Portland 
3 Forest  Pk..  Portland 
.Alaine  Medical  Ctr.,  Portland 
39  Deering  St..  Portland 
6 Cumberland  .St.,  Brunswick 
39  Deering  .St.,  Portland 
29  Deering  St.,  Portland 
131  Cbadwick  .St.,  Portland 
22  Bramhall  .St..  Portland 
65  Baribeau  Dr.,  Brunswick 
22  Rramball  St..  Portland 
42  Deering  St..  Portland 
Baribeau  Dr.  Brunswick 
37  Deering  St..  Portland 
Maine  Medical  Ctr.,  Portland 
49  Deering  St.,  Portland 


04102 

04101 

04101 

04102 
04101 
04011 
04101 

04101 

04102 
04102 
04011 
04102 
04101 
04011 

04101 

04102 
04101 


Hettle,  Ronald  A. 

Betts,  Anthony 
Bidwell,  Robinson  L 
Biseboffberger.  John 
Bishop,  Lloyd  W. 

Bonney,  James  II. 
Bousquet,  .lean  ,1. 

Bove.  Louis  G. 

Bowman,  Peter  W . 
Brandon.  I^idney  R. 
Brinkm-in,  Carl  A. 

Broggi,  Frank  S. 

Brow  n.  I longlas  1 1 . 

Build.  William  I . 
Bidlington,  Sunny  ,|. 
Purni'lt,  Cl  uide  A.,  J 
Burnham.  Harold  N. 
Burn-'.  Rohert  M. 
Burrage,  William  C. 
Cajiron.  Charles  W. 
Carson.  Robert  .S. 
Chatterjee.  Manu 
Christensen,  Harry  F. 
Ciampi.  Louis  A. 

( lark.  Frederick  B. 

Clark.  Richard  I 
Clarkin,  Charles  P. 

Cohen.  Abram  I. 

Cole.  Donald  P. 

Conneen,  Thomas  F. 
Cont'-irtese.  Michael 
Cope,  .Sara  K. 

Crane.  Lawrence 
Cummings.  George  O..  Jr. 
Gunningham.  .Alice  N. 
D'Andrea.  Anthony  L. 
Darhy.  .Alfred  E.,  Jr. 
Davidson.  David 
Davidson.  Gisela  K. 
Davies.  Lloyd  G. 

Davis.  Paul  V. 

Deming,  Howard  R. 
Derry,  G.  Hennann 
Dienst,  .‘'taidev  G. 

Dionne.  Maurice  J. 

Dohy,  Tihor 
Dote.  Kenneth  E. 
Douphinett.  (^)tis  J. 

Drake.  Emerson  II. 
Drexler,  James  E. 
Dunham,  Carl  E. 
Dyhrberg.  Norman  E. 
Earnhardt,  losepb  R. 
Eppinger,  Ernst 
Fagone.  Francis  A. 
Fakhery.  Behzad 
Ferguson,  Franklin  F. 
Fife,  James  L. 

Finks,  Henry  B. 

Fish,  Nicholas 
Fox.  Francis  If 
Galen.  Rohert  S 
Geer,  Charles  R 
Geer,  George  L.  Jr 
Geverhahn.  George 
Gibbons,  John  F. 

Givertz.  Bernard 
Glassmire.  Charles  R. 
Godsoe,  Jobn  A 
Goduti,  Ricbard  .1. 

Good.  Philip  G. 

Greco.  Edward  A. 


32  Federal  St.,  Brunswick 
-Maine  Medical  Ctr.,  Portland 
.31  Bramhall  .St.,  Portland 
-M.  Naples 

211  \ aughan  .St.,  Portland 
229  A aughan  .St.,  Portland 
Alaine  Medical  Ctr.,  Portland 
233  ATuighan  St..  Portland 
Box  C,  Pownal 
37  Main  .S|.,  .So.  Windham 
50  A Flaggy  Meadow  Rd..  Gorham 
18  Neal  St.,  Portland 
548  .Shore  RiL.  Cape  Elizaheth 
32  Federal  .St.,  Brunswick 
32  Federal  .St..  Brunswick 
Jr.  59  Deering  St.,  Portland 

130  Main  St.,  Gorham 
Box  151.  Westbrook 

57  Deering  St.,  Portland 
22  Bramhall  .St.,  Portland 
Bariheau  Dr.,  Brunswick 
Baribeau  Dr..  Brunswick 
.South  Freeport 
326  Stevens  -Ave..  Portland 

131  .State  .St.,  Portland 
Freeport  Medical  Ctr.,  Freeport 

64  Brookside  RiL,  Portland 
Smith  St.,  Harrison 
45  Deering  St.,  Portland 
131  Chadwick  .St..  Portland 
149  Main  .St.,  Freeport 
32  Deering  .St.,  Portland 
157  Pine  St..  Portland 
47  Deering  St..  Portland 
32  Federal  St.,  Brunswick 
131  State  .St.,  Portland 
19  Deering  St.,  Portland 
235  State  .St.,  Portland 
235  State  St.,  Portland 
78  Alain  St.,  Fryehurg 
94  Main  St.,  Bridgton 
Maine  Medical  Ctr.,  Portland 
690  Congress  .St.,  Portland 
190  Pine  ,St..  Portland 
Baribeau  Dr.,  Brunswick 
Mercy  Hosp.,  Portland 
1.33  Alain  St.,  Fryehurg 
763  Congress  St.,  Portland 
18  Bramhall  St.,  Portland 
Ward  Town  Rd..  Freeport 
188  .State  .St.,  Portland 
323  Alain  ,St.,  Cundierland  Alills 
55  Stroiidwater  ,St..  Westbrook 
52  Belmont  .St.,  Portland 
312  Congress  .St.,  Portland 
339  Webster  St..  Lewiston 
22  Bramhall  .St..  Portland 
65  Baribeau  Dr.,  Brunswick 
73  Deering  .St.,  Portland 
235  State  .St..  Portland 
8.3  W'^est  St.,  Portland 
6 Breckan  Rd..  Brunswick 
208  A'augban  St.,  Portland 
208  Vaughan  St..  Portland 
73  Deering  St.,  Portland 
‘^2  Bramhall  St.,  Portland 
1.31  Fihidwick  St.,  Portland 
.37  Deering  .St..  J’ortland 
7 Bramhall  St.,  Portland 
9 Deering  .St.,  Portland 
38  Deering  St..  Portland 
12  I’ine  St..  Portland 


Grish,  -Albert  J 

Kings  Park  State  Hosp..  Kings  Park,  N.  A’. 


Hallett,  George  W7,  Jr 
Hanley,  Daniel  FA 
Hardy.  iMinmnd  W 
Hawkes.  Ricbard  S. 
Heifetz.  Ral()b 
Herrick,  Stanley  E..  Jr. 


72  AVest  -St..  Portland 
Box  250.  Brunswick 
131  U S.  Rt.  1.  l''almontb 
2.33  A auahan  St.,  Portland 
173  .State  .St..  Portland 
Alaine  Aledical  Ctr.,  Portland 


04011 

04102 

04102 

040,55 

04102 

04102 

04102 

04102 

04069 

04082 

04038 

04102 
04107 
04011 
01011 
01101 
04038 
04092 
04101 
01102 
0401 1 
0401 1 
04078 
01103 
01101 
04032 

04103 
04040 

04101 

04102 
04032 
01101 
04102 
04101 
01011 
04101 
04101 
04101 

04101 
04037 
04009 

04102 
04102 
04102 
0401 1 

04101 
040.37 

04102 
04102 
04032 
04101 
04021 
04092 
04101 

04101 
04240 

04102 
0401 1 
04101 

04101 

04102 
0401 1 
04102 
04102 

04101 

04102 
04102 
01101 
04102 
04101 

04101 

04102 

117.54 
04102 
0401 1 
04105 
04102 

04101 

04102 


9 


IlieltiTl.  (ilt'iiieiU  A. 
Hill,  Ddiifilas  K. 

I liiickley,  i larris 
I loll,  (!.  Lawrence 
lliintres!i,  Koderick  L 


18  Hramliall  St.,  Portland 
85S  Sawyer  St.,  South  I’ortland 
331  Cottage  Kd.,  South  I’ortland 
27  Deering  .St.,  Portland 
988  Sawyer  .St.,  .South  Portland 


Ines  Canii>onianes.  Carolina  K.,  144  .State  .St.,  Portland 


Jaeohson,  Payson  15. 
.lohnson,  Albert  C. 
Kent,  Stanley  W. 
Knowles,  John  K. 
Knowles  Kohert  ,M. 
Kunkle,  E.  Charles 
Lajie.  C.  Philip 
l.appin,  John  J. 
I.aughlin,  K.  Alexander 
Leighton.  Wilbur  F. 
I.eiter.  Laban  . 

I.evy,  Kiehard  A. 

Libby,  Harold  E. 
Lineoln.  John  K. 
Llorente,  Aldo  E. 
Loriiner.  Robert  V. 
Luring.  William  E. 

Love,  Robert  B. 

Lovely.  David  K. 

I.utes,  Chris  A. 

Mack,  Francis  X. 
MacVane,  illiam  L.,  Ji 
Maier,  Paul 
Mai  thy.  George  L. 
Marshall,  Donald  F. 
Marston.  Paul  C. 
Martin,  Rail 
Martin,  Thomas  A. 
Matthews,  Edward  C. 
Mazzone,  Giovanni 
McAdams,  William  R. 
McAfee,  Robert  E. 
McCann,  Eugene  C. 
-McCrum,  Philip  H. 
McFarland,  Edward  A. 
.Mclntire,  Barron  h’..  Jr 


295  Brighton  .Ave.,  Portland 
131  Chadwick  St.,  Portland 
42  Deering  St.,  Portland 
131  Chadwick  .St.,  Portland 
49  Deering  St.,  Portland 
131  Chadwick  St.,  Portland 
7 Brandiall  .St.,  Portland 
171  State  .St.,  Portland 
201  State  St.,  Portlaiul 
192  .State  ,St.  Portland 
175  V aughan  .St.,  Portland 
Maine  Medical  Ctr.,  Portland 
702  Main  .St.,  Westbrook 
22  Bramhall  St..  Portland 
56  Barilieau  Dr.,  Brunswick 
169  .State  St.,  Portland 
144  .State  .St.,  Portland 
97  Main  St.,  Gorham 
16  Deering  .St.,  Portland 
7 Bramhall  St..  Portland 
144  State  .St.,  Portland 
211  State  St.,  Portland 
723  Congress  .St.,  Portland 
31  Bramhall  St.,  Portland 
25  Bramhall  St.,  Portland 
Kezar  Falls 
131  Chadwick  St.,  Portland 
157  Pine  .St.,  Portlantl 
131  Chadwick  St.,  Portland 
487  Stevens  Ave.,  Portland 
723  Congress  .St.,  Portland 
18  Bramhall  St.,  Portland 
49  Deering  .St.,  Portland 
188  State  St.,  Portland 
Bariheau  Dr.,  Brunswick 
13  W'.  Elm  St.,  Yarmouth 


04102 

04106 

04106 

01101 

04106 

04101 

04102 
04102 
04101 
01102 

04101 

04102 
04102 
04101 

04101 
OllOl 

04102 
04102 
04092 
04102 
04011 
04101 
04101 
04038 

04101 

04102 
04101 

04101 

04102 
04102 
04102 
04047 
04102 
04102 

04102 

04103 
04102 
04102 
04101 
04101 
04011 
04096 


■Sliapiro,  Morrill 
.Skillin,  Cliarles  E. 
.Stevens,  J'heodore  .M. 
.Storer,  Daniel  P. 

.Sirach,  Toffield  B.  J. 
.Stroud,  (ieoffrey  A. 
■Swanson,  Ronahl 
.Sylvester,  .Stanley  B. 
Tahachnick,  Henry  M. 
Taxiarchis,  Louis  N. 
Taylor,  William  E. 
lelfeian,  Alphonse 
Tetreau,  William  J. 
Thompson.  Philip  P.,  Jr. 
Toner,  Cornelius  A. 
Tougas,  Raymond  A. 
Turcotte,  Guy  .X. 
Turgeon,  Raphael  E. 
Turnhull.  Elliott  1). 


7 Bramhall  St.,  Portland 
690  Congress  .St.,  i’ortland 
148  .State  St.,  Portland 
108  Fessenden  .St.,  JMrtland 
3 Deering  .St.,  Portland 
65  Bariheau  Dr.,  Brunswick 
Regional  .Mem.  Hosp.,  Brunswick 
400  Congress  .St.,  Portland 
110  l^ark  Ave.,  Portland 
144  .Slate  .St.,  I’ortland 
134  U..S.  Rte.  1,  Falmouth 
131  Chadwick  St.,  I’ortland 
144  .Spring  .St.,  Portland 
131  Chadwick  .St.,  Portland 
157  Pine  .St.,  Portland 
8 Cundterland  St.,  Brunswick 
7 Bramhall  St.,  Portland 
367  Main  St.,  W'esthrook 
Elm  House.  Naples 
Box  C,  Pownal 


Urjanis,  Janis 
V anadzin.  Boris  A. 

Rockland  County  Medical  Dept.,  New  City,  N.  Y. 
Van  Deventer,  Wilhelm  H.  J. 

R.hVD.  No.  1,  .Mere  Point  Rd..  Brunswick 
Van  Lonkhuyzen.  .Maurice  131  State  St.,  Portland 
Wani.  John  V.  1.31  .State  St.,  Portland 

Weaver.  Michael  L.  .36  federal  .St.,  Ilrunswick 

White,  Houghton  M.  .56  Bariheau  Dr.,  Brunswick 
W bite,  W illiam  J.  1 Mitchell  Rd.,  South  Portland 

W hittier,  Alice  A.  S.  143  Neal  St.,  Portland 

W inkelhauer,  Rudolf  (».  Bariheau  Dr.,  Brunswick 
Wdodinan.  Arthur  B. 

15  Johnson  Rd.,  Falmouth  Foreside 
Wyman,  David  S.  233  V'aughan  St.,  Portland 

Zolov,  Benjamin  296  Congress  St.,  Portland 


Barker,  Nathaniel  B.  T 
Blaisdell,  Elton  R. 
Cummings,  George  ().. 
fogg.  C.  Eugene 


VIcLean,  E.  Allan 

29  Deering  .St. 

, Portland 

04101 

VIelnick,  Jacob 

Mc.VIanamy,  Eugene  P. 

72  West  St. 

, Portland 

04102 

Aloulton,  .All)ert  W.,  Sr 

VIcMichael,  .VIorton 

73  Deering  .St.. 

. Portland 

04101 

Patterson,  James 

VIelkis,  Andrew 

Box 

161,  Gray 

04039 

Petterson,  Hermon  C. 

Miller.  Thor 

752  .Main  St., 

W esthrook 

04092 

Ridlon,  Jo.seph  R. 

Mohlar.  Robert  G. 

Bariheau  Dr., 

Brunswick 

04011 

ISowles,  Horace  K. 

Monaghan,  .Stephen  E. 

7 Bramhall  St, 

.,  Portland 

04102 

Thaxter,  Langdon  T. 

Monkliouse,  William  A. 

131  State  St. 

, Portland 

04101 

VIorrison,  .Alvin  ,A. 

57  Deering  St. 

, Portland 

04101 

VIorrison,  Robert  M. 

148  State  St 

.,  Portland 

04101 

Moulton,  Albert  W.,  Jr. 

180  State  St. 

,,  Portland 

04101 

Babalian,  Leon 

Moulton.  .Sumner  E. 

233  Vaughan  St. 

,,  Portland 

04102 

Rlumherg,  Edward 

O'Donnell,  Eugene  E. 

32  Deering  St. 

, Portland 

04101 

6316 

Olmsted.  Burton  L. 

73  Deering  .'st. 

. Portland 

04101 

Casey.  William  L, 

flrheton,  Everett  A. 

131  Chadwick  St, 

.,  I’ortland 

01102 

Dooley,  Francis  M. 

fisher.  Harold  L. 

131  Chadwick  St. 

, Portland 

04102 

Freeman.  Wdlliam  E. 

Ottum.  Alvin  E. 

148  .State  St 

.,  Portland 

04101 

Johnson.  Oscar  R. 

Pawle,  Robert  H. 

8 Walcott  .Ave., 

Falmouth 

04105 

Lombard.  Reginald  T. 

Pennoyer,  Douglass  C. 

112  V aughan  .St 

.,  Portland 

01102 

Scolten,  Adrian  H. 

I’enta.  W'alter  E. 

316  Whiodford  St 

.,  Portland 

04103 

WYhher.  Isaac  M. 

Perkins,  Niles  L. 

R.F.D.  No.  1,  Bowdoiidiam 

01008 

Wight.  Donald  G. 

Pogue,  Jackson  .S.  5 

29  Gilmore  Ave.,  Trafford,  Pa. 

15085 

Poliner,  Irving  J. 

235  .State  .St. 

, Portland 

04101 

Polisner.  .Saul  R. 

143  Vaughan  St 

.,  Portland 

04102 

Porter,  Joseph  E. 

22  Bramhall  St 

.,  Portland 

04102 

Getchell.  Ralph  .A.  1 

Proudian,  Paul  0. 

776  .Vlain  !^t.. 

WYst  brook 

01092 

.'sidw'ell-Thom])son.  Dori 

Ray,  Ferris  .S. 

7 Bramhall  St. 

, Portland 

04102 

R.F.D. 

Rerrick,  Erwin  G. 

Box 

C.  Pownal 

04069 

Titherington,  John  B. 

Richards,  A.  Dewey 

11  Gage  St. 

, Bridgton 

04009 

Wellington,  J.  Foster 

Robinson,  Hugh  P. 

27  Deering  St. 

.,  Portland 

01101 

Rogers,  Albert  M. 

157  I’ine  St. 

, Portland 

01102 

Rubins,  Nina  B.  E.  A.  Center  Mem.  Clinic,  .Steep  Falls 
Rubins,  Talivaldis  E.  A.  Center  Mem.  Clinic,  .Steep  Falls 
.‘5ager,  George  F.  18 

Santoro,  Domenico  A. 

Sapiro.  Howard  M. 

.‘sannders,  Norman  W. 

.Sawder,  Howard  P.,  Jr. 

Selvage,  Irving  L.,  Jr. 


Bramhall  St.,  Portland 
43  Deering  St.,  Portland 
171  State  St.,  Portland 
233  Vaughan  St.,  Portland 
22  Bramhall  .St.,  Portland 
22  Bramhall  St.,  Portland 


HONORARY 

1 South  St.,  Yarmouth 
233  Vaughan  St.,  Portland 
Sr.,  47  Deering  St.,  Portland 
35  Deering  St.,  Portland 
261  Congress  St.,  Portland 
180  State  St.,  Portland 
1 Bay  Rd.,  .South  Portland 
Chebeague  Island 
58  .South  .St.,  Gorham 
413  Blackstrap  Rd.,  Falmouth 
Cumherland  Foreside.  Portland 


SENIOR 

645  Congress  St.,  Portland 

drickland  .\ve.,  Brooklyn,  N.  Y. 
131  State  .St.,  Portland 
53  Deering  St.,  Portland 
107  Main  St.,  Yarmouth 
18  Deering  St.,  Portland 
793  Main  St.,  .South  Portland 
32  Deering  St.,  Portland 
29  Deering  St.,  Portland 
) Mitchell  Rd.,  South  Portland 

AFFILIATE 


97  Brook  Rd.,  Falmouth 
396  Brighton  Ave.,  Portland 

IS  J™'™ 

04085  Allen,  Donald  E.  Seha<To  Lake 

04102  Fogg,  Philip  S.,  Jr. 

04101  .39  Upper  Loudon  Rd.,  Loudonville,  N.  A 

04101  Fates,  Clifford  W.  .30  Flaggy  Meadow  Rd.,  Gorham 

01102  Hudson,  Henry  A.  R.F.D.  No.  1,  West  Bridgton 

04102  .'sirodot,  (,eorge  Box  111,  Independence,  Iowa 

04102  Stocks,  Joseph  F.  18  Longfellow  Ave.,  Brunswick 


04102 

04102 
04101 

04103 
04101 
04011 
04011 
04111 
04101 

04101 

04105 

04102 

04101 

04102 
04102 
04011 
04102 
04092 
04055 
04069 

109.56 

04011 

04101 

04101 
04011 
04011 

04106 

04102 
04011 

04105 

04102 

04101 


04096 

04102 

04101 

04101 

04101 

04101 

04106 

04017 

04038 

04105 

04110 


04101 

112.34 

04101 

04101 

04096 

04101 

04106 

04101 

04101 

04106 


04107 

03890 

04105 

04102 


04075 

12211 

04038 

04009 

50644 

04011 


3 


SERVICE 

Briggs,  Winton  21  Swift  St.,  Et.  Leonard  Wood,  Mo.  6:1473 
Stephenson,  Richard  li.  HIdg.  1,  Rin.  118, 

National  Institutes  of  Healtli,  Bethesda,  Md.  20014 


FRANKLIN  COUNTY 

President — Paul  E.  Hoyd,  M.l). 
Secretary-Treasurer — Maynard  B.  (iolley,  M.D. 


ACTIVE 


Bowne,  Hays  G. 

Brinkman,  Harry 
Brinkman,  Paul  A. 

Colley,  Maynard  B. 

Covert.  Stanley  B. 

Dohle,  Miriam 
Duffy,  Wallace  H. 
Duran-Quevedo,  Tomas  A. 

2012  W 

Eastman,  Charles  W . 1.5 

Eiorica,  Gaetano  T. 

Floyd,  Paul  E. 

Gashgai,  AI)dollah  S. 
Pope,  W.  Dean 
Reed,  James  W . 

Zikel,  Herbert  M. 


Pratt,  George  L. 


9A  Main  St.,  Fa  rmington 
47  Perham  St.,  Farmington 
Farmington 
14  Main  St.,  Farmington 
kingfiehl 
Sugarloaf  Mt.,  kingfield 
100  Main  St.,  Farmington 

ightshoro  Rd.,  Augusta,  Ga. 
Millett  .St.,  Livermore  Falls 
12  Church  St.,  Chisholm 
2 Middle  St.,  Farmington 
Livermore  Falls 
6 Pleasant  St.,  Rangeley 
18  Main  St.,  Farmington 
High  St.,  Wilton 

HONORARY 

37  Lawrence  St.,  Fairfield 


SENIOR 

Weymouth,  Currier  C.  Eastmont  Square,  Farmington 


JUNIOR 

Marsters,  David  W . 51  Benson  St.,  Glen  Ridge.  N.  J. 


04938 

04938 

04938 

04938 

04947 

04947 

04938 

30904 

04254 

04222 

04938 

04254 

04970 

049.38 

04294 


04937 


04938 


07028 


HANCOCK  COUNTY 
President — Robert  1).  W ilson,  M.D. 
Secretary-Treasurer — Russell  G.  Williamson,  M.D. 


ACTIVE 


Bromley,  William  C.  Mei 
Brownlow,  Bradley  F.  Bhu 
Cameron,  Dwight  12 

Clason,  Walton  P.  C. 
Coffin,  Ernest  L. 

Cooper,  Llewellyn  Wh 
Crowe,  James  H. 

Field,  Richard  L.  Hen 

Fidler,  George  G. 

Gray,  Philip  L. 

Hsu,  Tlieodore  ,S. 

Joost,  Arthur  M.,  Jr., 
Knickerbocker,  Charles  H. 
Kopfmann.  Harry 
LaCasce,  Joseph  H. 
Lamhdin,  Morris  A. 


lical  Ctr.,  Southwest  Harbor 
; Hill  Mem.  Hosp.,  Blue  Hill 
Mt.  Desert  St.,  Bar  Harbor 
50  Union  St.,  Ellsworth 
Northeast  Harbor 
194  Main  St.,  Bar  Harbor 
Box  262,  Richmond,  Vt. 
rick  Rd.,  Southwest  Harbor 
50  Union  St.,  Ellsworth 
Blue  Hill 
14  High  St.,  Ellsworth 
Box  520,  Bucksport 
15  High  .St.,  Bar  Harbor 
Deer  Isle 
50  Union  St.,  Ellsworth 


Maine  Coast  .Mem.  Hosp.,  Ellsworth 
l.arrabee,  Charles  F.  48  Mt.  Desert  St..  Bar  Harlior 
.McIntyre,  John  D.  50  Union  -St.,  Ellsworth 

Pea.se,  Horace  B.  Maine  Coast  Mem.  Hosp.,  Ellsworth 
Russell,  Robert  F.  Penobscot 

Silver,  Randall  H.  Maine  Coast  Mem.  Hosp.,  Ellsworth 
■Stadler,  Eliot  T.  West  Goiildsboro 

Stewart,  Nancy  H.  194  Main  St.,  Bar  Harbor 

Stewart,  Winston  G.  194  Main  St..  Bar  Harbor 

Suyama,  Eji  58  W.  Main  St.,  Ellsworth 

Thegen,  W.  Edward  Elm  St.,  Bucksport 


04679 
04614 
04609 
04605 
0 1662 
04609 
05477 
04679 
01605 
04614 
04605 
04416 
04609 
04627 
04605 

04605 

04609 

04605 

04605 

04476 

01605 

04687 

01609 

04609 

04605 

04416 


Torrey,  .Marcus  A.  75  State  .St.,  Ellsworth 

Wilbur,  Herbert  T.,  Jr.  100  Main  St.,  .Southwest  Harbor 
Williamson,  Elizabeth  E.  Blue  Hill 

Williamson,  Russell  G.  Blue  Hill  Mem.  Hosp.,  Blue  Hill 
W'ilson,  Robert  I).  Mt.  Desert  Island  Hosp.,  Bar  Harbor 

HONORARY 


Babcock,  Harold  .S. 


Castine 


SERVICE 


York,  Elihu  (LCDR)  MC 

USS  E.ssex  (CVS-9),  FPO,  New  York,  N.Y. 


KENNEBEC  COUNTY 
President  - Robert  L.  Ohler,  M.D. 
Secretary-Treasurer — Lucien  f’.  Veilleux,  M.D. 


Ashley,  Alta 
Barnard,  John  M.  H. 

Doctors 

Barron,  Richard  E. 
Beckerman,  Stanley  C. 
Bhatnagar,  Hemendra  N. 
Bolduc,  Jean  L. 

Bourassa,  Harvey  J. 
Brann,  Henry  A. 

Bull,  Frank  B. 

Callahan,  Robert  L. 
Canal,  Ory  D. 

Caoili,  Cesar  M. 
Castellanos,  Jose 
Chamberlin,  Richard  T. 
Chasse,  Richard  L. 

Chen,  Jen-Ti 
Cook,  Aaron 
Crawford,  Joseph  R. 
Cruickshank,  Frank  S.,  J: 
Dachslager,  Philip 
Darlington,  Brinton  T. 

Doctors 

Davis,  Earle  M. 

Denison,  John  D. 

Dennis,  Richard  11. 

Hide,  Richard  R. 

Dore,  Clarence  E. 

Dunn,  Robert  H. 
Emanuel,  Meyer 
Ervin,  Evlmund  N. 

Fisher,  Dean  H. 

Fisher,  Samson 
Galarraga,  Efraim  C. 
Giddings,  Lane  Veterans  . 
Giddings,  Paul  D. 

Giesen,  Joseph  II. 
Gingras,  Napoleon  J. 
Goodof,  Irving  I. 

Gould,  George  I. 
Guillemette,  .Maurice  R. 
Guite,  L.  Armand,  Jr. 
Harlow,  Edwin  W. 
Hayes,  James  C. 

Hermoso,  Miguel 
Hiebel,  Joseph  J. 

Hill,  Kevin 
Hirschberger,  Celia 
Hornberger,  H.  Richard 
Hurd,  Allan  C. 

Jan,  M.  Rafiq  100 

Jones,  Paid  A..  Jr., 
Kawamura,  Taken 
Lai,  Chandra  P. 
Landwehr,  George  R. 
Lansing,  Peter  F. 

Lepore,  .Anthony  E. 


ACTIVE 

11  Weston  St.,  Augusta 

’ark,  89  Hospital  St.,  Augusta 
.Main  .St.,  Monmouth 
175  .Silver  .St.,  Waterville 
67  .Silver  St.,  Waterville 
173  Main  ,St.,  Waterville 
47  Elm  St.,  Waterville 
31  Weston  Ave.,  Augusta 
5 Hasson  St.,  Hallowell 

12  .S]iruce  .St.,  .Augusta 
193  Cony  .St.,  Augusta 

Augusta  State  Hosp.,  Augusta 
Vugusta  .State  Hosp.,  .Augusta 
14  Gilman  St.,  Waterville 
18  Park  St.,  Waterville 
Cherry  Hill  Ter.,  Waterville 
23  High  .St.,  W’aterville 
12  .Spruce  St.,  Augusta 
r.  Eaton  Dr.,  AVaterville 

8 Green  St.,  Augusta 

Park,  89  Hospital  St.,  Augusta 
2 School  St.,  AVaterville 
105  Brunswick  .Ave.,  Gardiner 
33  College  Ave.,  Waterville 
218  Main  .St.,  Waterville 
2 School  .St.,  Waterville 
Veterans  .Adm.,  Togus 
A eterans  .Adm.,  Togus 
2 School  St.,  Waterville 
State  House,  Augusta 
15  College  Ave.,  Waterville 
Augusta  State  Hosp.,  .Augusta 
Adm.  Hosp.,  WJlkes-Barre,  Pa. 
31  W estern  .Ave.,  Augusta 
34  Gilman  St.,  Waterville 
6 E.  Chestnut  .St.,  Augusta 
Thayer  Hospital,  AA  aterville 
79  Main  .St..  Richmond 
109  Water  St.,  Augusta 
45  Elm  ■‘'t.,  Waterville 
177  Alain  St..  Waterville 
6 E.  Chestnut  .''t..  .Augusta 
-Augusta  State  Hosp..  -Augusta 
34  Gilman  St.,  Waterville 
33  College  Ave.,  W'aterville 
Augusta  State  Hosp.,  .Augusta 
2 School  .St.,  W aterville 
5 Hasson  St.,  Hallowell 
Jhurch  St..  New  York,  N.  Y. 
2 School  .St.,  W'aterville 
269  Whiter  .St.,  Augusta 
Augusta  State  Hosp.,  -Augusta 
21  Western  Ave.,  -Augusta 
16  Macomber  Ave.,  -Augusta 
128  Maine  Ave.,  Gardiner 


04605 

04679 

04614 

04614 

04609 


04421 


USN 

09501 


04330 

04330 

04259 

04901 

04901 

04901 

04901 

04330 

04347 

04330 

04330 

04330 

04330 

04901 

04901 

04901 

04901 

04330 

04901 

04330 

04330 

04901 

04345 

04901 

04901 

04901 

04330 

04330 

04901 

04330 

04901 

04330 

18703 

04330 

04901 

04330 

04901 

04357 

04330 

04901 

04901 

04330 

04330 

04901 

04901 

04330 

04901 

04347 

10007 

04901 

04330 

04330 

04330 

04330 

04345 


4 


w 


l,ui.cz,  Kdiuinlo  A.  :«  (;.)lle<;f  Avc.,  Watcrville 

Marsliall,  Josci)li  A.  J77  Main  Si.,  VVatervilIc 

Marsliall.  I’aiil 

H.F.I).  No.  I,  Hox  121  A.  Kiilge  Hil.,  FaiifioM 
Mathews,  Hugh  ,1..  Jr.  Water  St.,  Gardiner 

McFaughlin.  Glarenee  H.  dh'i  Water  St.,  Gardiner 
McLaughlin,  Ivan  F.  .'Fl-'i  Water  St.,  Gardiner 

M(dendy,  Oakley  A. 

Doctors  Park.  Hospital  St.,  Augusta 
Mi<haud,  Joseph  C.  lfi»  Silver  St„  Waterville 

Milliken,  Howard  II. 

R No.  1.  Pond  Rik,  (Manchester),  Hallowell 
Monsivais.  Alfredo  I Western  Ave.,  Winthroj) 

.Moore,  Valentine  ,1.  1 hayer  Hospital.  Waterville 

Morris.  Graig  W.  .AO  Bangor  .St.,  .\ugnsta 

Nikolaidis,  Demitrios  22  Ridgewood  Hr.,  Augusta 
O'Gonnor.  Francis  .1.  4 Woodlawn  St.,  Augusta 

Oilier.  Rcdiert  L.  Veterans  Adni.,  Togus 

Patterson.  John  G.  Augusta  State  Hosp.,  Augusta 
Peddie.  Harry  M.  K. 

Doctors  Park.  89  Hos{)ital  St.,  Augusta 
Pfeiffer.  Paul  IF  11  Gilman  St.,  W'aterville 

Plimpton.  Jay  R.  283  Water  St.,  Augusta 

Pohdefkis,  Dimitri  G.  Augusta  State  Hosp.,  Augusta 
Pomerleau,  Ovid  F.  179  Main  .St.,  WAterville 

Pomerleau.  Rodolphe  J.  k 27  Main  St..  W'aterville 

Poulin.  Albert  A.  Cherry  Hill  Dr..  W’aterville 

Poulin,  James  E.  177  Main  St..  W’aterville 

Pratt.  Loring  W.  177  Main  St.,  Waterville 

Provost.  Helen  C.  18  Green  St.,  Augusta 

Prriv'Ost,  Pierre  E 18  Green  .St.,  Augusta 

Reynolds.  J.dm  F.  216  Main  St..  W’aterville 

Richards.  Lee  W ..  Jr.  21  Western  Ave.,  Augusta 

Rohertson.  George  J.  Gl  Harri-on  Ave.,  Boston,  Slass. 
Rodriguez,  Jose  M.  109  Silver  St..  Waterville 

Rohm.  Walter  Augusta  State  Hosp..  Augusta 

Runyon.  William  N.  Veterans  Adni..  Togus 

Russell.  Theodore  AI.  20  Western  ,\ve..  Augusta 

Satir,  Ahmet  Box  682,  Augusta 

Saunders.  .Mien  I Ferry  Ril..  R.k.D.  2.  Augusta 

Schmidt,  Eorrimer  M.  Veterans  .\dm..  Togus 

S(huniacher,  William  E. 

14  Westwood  Rd.,  MD  ‘‘B",  Augusta 
Schwartz,  Harold  J.  Seton  Hospital.  Waterville 

Seligman.  Morris  J.  Veterans  \dni.,  Togus 

Senenky.  Joseph  P Augusta  State  Hosp.,  .Augusta 

2 .School  St..  Waterville 
131  .Sewall  St..  'Augusta 
21  Western  Ave.,  .Augusta 


Sewall.  Kenneth  W 
.Shaw,  John  H. 
.Shelton,  M.  Tieclu 


Simpson.  Margaret  R.  2 Sea  Barn  Rd.,  Cape  Elizabeth 


Smith,  Kenneth  E 
Sommerfeld.  Kurt  ,\ 
Spellman,  Francis  A. 
Stinchfield.  Allan  J. 
Stucki.  Paid 
Sturtevant,  A aughn  R 
Towne.  Charles  E. 
Trembly,  Bruce 
Veilleux  Eucien  F. 
Willard.  Harold  N. 

W ilson.  Ridiert  W . 


Veterans  Adm..  Togus 
Veterans  Adm..  Togus 
Veterans  Adm.,  Togus 
Box  343,  Augusta 
72  Elm  St.,  W'aterville 
33  Cidlege  .Ave.,  W’aterville 
18  Common  St.,  W’aterville 
33  College  Ave.,  W’aterville 
30  Elm  .St..  W'aterville 
Thayer  Hospital.  W’aterville 
Veterans  Adm..  Togus 

HONORARY 


Crawford.  .Albert  S. 

19ti0  Graefield  Rd..  Jlirmingham,  Alich. 


04901 

04901 

04937 

0434.3 

0434.3 

0434.') 

04330 

04901 

04347 

04364 

04901 

04330 

04330 

04330 

04330 

04330 

04330 

04901 

04330 

04330 

01901 

04901 

04901 

04901 

04901 

04330 

01330 

01901 

04330 

02111 

04901 

04330 

04330 

04330 

043.30 

04.330 

04330 

04330 

04901 

043.30 

04.3.30 
04901 
04330 
04.330 
04107 
04.330 

013.30 

04.3.30 
04330 
04901 
04901 
04901 
04901 
04901 
04901 
04.330 


18008 


Crawford.  J.  Ramser 
Hill.  Frederick  T. 
Kagan.  .Samuel  IF 
Reynolds.  Ralph  I.. 


Banman.  Clair  S 
Goodrich,  Blynn  (). 
Herring.  Eeon  D. 

Hill,  Howard  F. 
Eanger.  Ella 
Vlarquardl.  Vlatthias 
Mr(,)uillan.  .Arthur  H. 


12  .S()ruce  .St.,  .Augusta  04330 
Thayer  Hospital,  W’aterville  04901 
28.3  Water  .St..  Augusta  043.30 
216  Alain  St..  Waterville  01901 


SENIOR 

l')9  Silver  .St..  Waterville  04901 
16.5  Alain  St.,  W’aterville  01901 
Vlemorial  Dr.,  Winlhrop  04364 
33  College  Ave.,  W’aterville  04901 
2 Chapel  .St.,  .Augusta  04.330 
109  Cony  St.,  .Augusta  04.3.30 
177  Alain  St.,  Waterville  01901 


Guile,  E.  Armand,  .Sr. 
Vlcl-arn.  William  I). 
Reel,  John  J. 

.Sanders,  .Stephen  W . 
.S|ee|)er,  Francis  II. 


Dillihunt,  Richard  11. 


A F FI  1,1  ATE 

4.5  Elm  St.,  Waterville  04901 
222  Vlain  St.,  W’aterville  04901 
59  So.  Front  .St.,  Richmond  04357 
120  Alain  .St.,  VVintlirop  04364 
3 Golony  Rd.,  Augusta  04.3.30 

JUNIOR 

Alaiue  Vledical  Ctr.,  Portland  04102 


KNOX  COLNTY 

I’ resident  Alerrill  J.  King,  Jr.,  AED. 
Seirelnry-Tretisiirer — William  W.  Ward,  AED. 


.Alexander,  Fay  K. 
Apullonio,  Howard  E. 
Brouwer,  Johan 
Dennison,  Frederick  C 
Earle,  Ralph  P. 

Eddy,  Robert  11. 
Fuller,  Barbara  1.. 
Hardy,  Henri 
Hawkins,  Donald  B. 
Holz,  Peter  II. 
Howard,  Emery  B.,  J 
Hunter.  .Albert  E. 
.lones,  Paul  A.,  .Sr. 
Kangas,  Onni  C. 
Kibbe,  Frank  W. 
Kim.  Hakkew 
King.  Alerrill  J.,  Jr. 
Ealhbury,  V incent  T. 
Eawry,  Oram  R.,  ,|r. 
AIcEellan.  W illiam  .A. 
Alillington,  Paul  A. 
Alor-e.  Edward  K. 
Onat,  Alustafa  V . 
Root,  John  A. 

Tounge,  Harry  G.,  Jr. 
AVard,  William  VV. 

VV  asgatt.  W esley  N. 
Vvaterman.  Richard 
W hite,  Henry  O. 

W illiams,  'riiomas  W. 
W orthing.  V erla  E 


Campliell.  Fred  G. 
Frost,  Harold  AI. 


ACTIVE 

Camden  Com.  Hosii.,  Camden 
22  W’hite  St.,  Rockland 
5 Beech  St.,  Rockland 
.3  Gillchrest  St..  Thomaston 
Vinalhaven 
5 Beech  St.,  Rockland 
20  Chestnut  St.,  Rockland 
Dark  Harbor,  Islesboro 
.Atlantic  .Ave.  & .Sea  St.,  Camden 
51  Elm  St.,  Camden 
r.,  23.A  Summer  .St.,  Rockland 

Camden  Com.  Hosp.,  Camden 
385  F.  .State  St..  Westport,  Conn. 

417  Alain  .St.,  Rockland 
R.F.D.,  Eincolnville 
33  Alain  St.,  Thomaston 
22  White  .St.,  Rockland 
Aledical  Arts  Building.  Rockland 
96  Einierock  .St.,  Rockland 
87  Chestnut  .St.,  Camden 
44  Alountain  .St..  Camden 
22  White  St.,  Rockland 
.St.  George 
22  W’hite  St.,  Rockland 
12  Union  .St..  Camden 
Box  80 1,  Rockland 
41  Talbot  Ave.,  Rockland 
Alain  St.,  W’aldoboro 
22  W’hite  St.,  Rockland 
22  W hite  St.,  Rockland 
Box  -V,  Thomaston 


HONORARY 


Box  484,  W arren 
Friendship 


04843 

04841 

04841 

04861 

04863 

04841 

04841 

04848 
04843 
04843 
04841 
04843 
06880 
04841 

04849 
04861 
04841 
04841 
04841 
04843 
04843 
04841 
04857 
04841 
04843 
04841 
04841 
04572 
04841 
04841 
04861 


04864 

04547 


SENIOR 


Jameson,  C.  Harold 
Eoewenstein.  George 
Naumer.  Hurry  A. 
Platt.  .Anna 
.Saunders,  Sallie  11. 


Bean.  Aril'll  AI. 
Stimson.  Barbara  B. 


Aledical  Arts  Building,  Rockland 
(Address  Ihiknown) 

Land’s  End,  Port  Clyde 
Beauchamp  Rd.,  Rockport 
R.F.D.,  Camden 

AITIEEVTE 

Star  Route  22-282.  Owl’s  Head  04854 
Star  Route  22-282,  Owl’s  Head  048.54 


04841 

04855 

04856 
0484.3 


I INCOLN-SAGADAHOC  COUNTY 

l^residenl — Charles  E.  Burden,  AED. 
Secreliirv-Trc'isiirer — George  W . Bustwick,  AED. 


Vbdalla,  Abdalla  A'. 
Akar.  Hamdi 
Andrews,  John  F. 


ACTIVE 

.Address  Lhiknown 
17  Grove  St.,  Bath  04530 
20  West  St.,  Boolhbay  Harbor  045.38 


5 


Belknap,  .‘Samuel  I,. 

Blackhnrn.  Nelson  I’. 

Bostwirk.  George  V\  . 

Burden,  Gharles  K. 

Dorogi,  Louis  V.  Old  Post  Kd 
Dougherty,  John  L. 

Fichtner,  Paul  A. 

Gregory,  Philip  O. 

St 

Griffin,  Garl  R.,  Jr. 

69  Townsend  Ave.,  Boothhay  Harbor 
Kinder,  Edward  L„  Jr, 


Damariscotta  04543 
Bath  Memorial  Hosp.,  Bath  04530 
Box  388,  Newcastle  04553 
1 Nortli  St.,  Bath  04530 
Rt.  138,  Row'doinham  04008 
112  Front  St.,  Bath  04530 
781  High  St.,  Bath  04530 

.\ndrews  Hosp.,  Boothhay  Harbor  04538 


1027  Washington  St.,  Bath 
21  Western  Ave.,  Augusta 
37  Court  St.,  Bath 
Damariscotta 
Boothhay  Harbor 
118  Front  St.,  Bath 
118  Front  St.,  Bath 


.McLaren,  John  .1. 

Oceretko,  Arkadij 
Powell,  Ralph  C. 

Proctor,  Thomas  F. 

.Smith,  Jacob 
■Smith,  Joseph  I, 

.Stetkevych,  Alexander  G. 

12  Meyers  Crt.  Colonie,  Albany,  N.  Y. 
Tracy,  .Mary  J.  Bristol  Rd.,  Damariscotta 

Wilson,  Harry  M.  944  .Middle  St.,  Bath 

W inchenbach,  Francis  A.  910  W ashington  St.,  Bath 
Zeller,  Alan  W.  Main  St.,  Newcastle 

HONORARY 

Dalrymple,  Sidney  C.  So.  Great  Rd.,  .So.  Lincoln,  Mass. 


Kershner,  Warren  F. 
Morin,  Harry  F. 
Stetson,  Rufus  E. 


Sherman,  Fuller  G. 


Bachulus,  John  M. 
Hamilton,  Virginia  C. 


57  Green  St.,  Bath 
905  Middle  .St.,  Bath 
Damariscotta 


.\kerherg,  Ake 
.\ucoin,  Peter  B. 

Bean,  II.  Richard 
Conway.  Kevin 
Dixon,  Walter  G. 
Elsemore,  Dexter  F. 
Halladjian.  Hagop 
Handanos,  Vassilios 
Cor.  Lincoln 
Harper.  Harry  L. 
Hazelton,  Warren  C. 
Hiebert,  Joelle,  C.,  Jr 
.Martin,  Joseph  E. 
Moore.  Beryl  M. 
Nangle.  Thomas  P. 
Oestrich,  Alfred 
Pena,  Manuel  G. 
I’hillips,  David  L. 
Rowe,  lauwood  .M. 
Royal.  .Albert  P„  Jr. 
Young,  John 


04538 

04530 

04330 

04530 

04543 

04538 

04530 

04530 

12200 

04543 

04530 

04530 

04553 


01751 

04.530 

04.530 

04543 


SENIOR 

.Spruce  Pt.,  Boothhay  Harbor  04538 
AFFILLATE 

3 Breckan  Rd.,  Brunswick  04011 
.South  Harpswell  04079 


JUNIOR 

Conner,  W illiam  W . 61  Atlantic  Ave..  Boothhay  Harbor  04.538 

OXFORD  COUNTY 

President — Harvey  L.  Harper,  M.D. 

Secretnry-T reusurer  Walter  G.  Dixon,  M.D. 


ACTIVE 

2 East  Main  St..  So.  Paris  04281 
151  Franklin  St.,  Rumford  04276 
241  Main  St.,  Norway  04268 
Rumford  Com.  Hosp.,  Rumford  04276 
16  Deering  St.,  Norw'ay  04268 
11  Main  St.,  Dixfield  04224 
Rumford  Com.  Hosp.,  Rumford  04276 

Ave.  and  Franklin  .St.,  Rumford  04276 
17  Main  St.,  So.  Paris  04281 
2 E.  Main  .St.,  ,So.  Paris  04281 
Box  148,  Norway  04268 
.35  Main  St.,  Mexico  04257 
High  St.,  Oxford  04270 
West  Paris  04289 
25  Hartford  St..  Rumford  04276 
82  Maine  Ave.,  Rumford  04276 
Box  518,  Rumford  01276 
Rumford  Com.  Hosp..  Rumford  04276 
82  Maine  .Ave.,  Rumford  04276 
Paradise  .St..  Bethel  04217 

HONORARY 


Howard,  Henry  M. 
Hubbard,  Roswell  E. 
Kay,  Edwin 
MacDougall,  James  A. 
Nelson,  Chesley  W. 


SENIOR 

105  Franklin  St.,  Rumford  04296 
W'aterford  01088 
31  Frye  .St.,  Lewiston  04240 
,303  Penobscot  St.,  Rumford  04276 
121  Alain  St.,  Norway  04268 


JUNIOR 


Jackson,  Norman  M.  Alaine  Medical  Ctr.,  Portland  04102 
•Smith.  Charles  M.  42  Garrison  Rd.,  Wellesley,  Mass.  02181 

SERVICE 

Boynton,  Willard  II. 

U.S.  A. LI)..  A.P.O.  271,  New  York,  N.Y.  09271 


PENOBSCOT  COUNTY 
President — Jay  K.  Osier,  M.D. 
Secretary — Charles  1).  McEvoy,  Jr.,  M.D. 
Treasurer — Thornton  W . Merriam,  Jr.,  M.D. 


.Adams,  .Asa  C. 
.Adams,  W inford  C. 
.Aniorin,  Jose  V.,  Jr., 
Babcock,  Edward  B. 
Barrett,  Robert  J.,  J] 


ACTIVE 

68  Main  St.,  Orono 
2906  A\  estover  Dr.,  Danville,  \ a. 

297  Center  St.,  Bangor 
431  State  St.,  Bangor 

Cor.  Union  & Janies  Sts.,  Bangor 
Hampden  Highlands 


Bjorn,  John  C. 

Blackwell,  William  M. 

Millinocket  Com.  Hosp.,  Alillinocket 


Blaisdell,  Carl  E. 
Blaisdell,  William  B.,  Jr. 
Blinder,  Philip 
Bridges.  Donald  E. 

Brito,  Joseph  S. 

Brown,  Eugene  E 
Brown,  Lloyd 
Burke.  John  E 
Burke,  Paid  W. 

Butler,  Harry 
Butterfield,  Wilfred  I. 
Chase.  George  O. 

Chason,  .Sidney 
Clement,  James  D.,  Jr. 
Clough,  Dexter  J..  2nd 
Cornell.  Robert  C. 
Coulton,  Donald 


47  Broadway,  Bangor 
47  Broadway,  Bangor 
3.36  Mt.  Hope  Ave.,  Bangor 
336  Mt.  Hope  .Ave.,  Bangor 
255  Hammond  .St.,  Bangor 
57  Summit  Ave.,  Bangor 
186  State  St.,  Bangor 
5 High  St.,  Newport 
5 High  St.,  Newport 
77  Broadway,  Bangor 
119  Main  St.,  Lincoln 
Eastern  Maine  Gen.  Hosp.,  Bangor 
128  Broadway,  Bangor 
77  Essex  St.,  Bangor 
224  State  St.,  Bangor 
336  Alt.  Hope  Ave.,  Bangor 
326  State  .St.,  Bangor 


Cross  Harold  D. 

Alain  Rd.  & Summer  .St.,  Hampden  Highlands 


Curran,  Edward  L. 
Cutler,  Lawrence  AI. 
Desjardins,  Richard  F. 
Dietrich,  Alary  AI. 
Duffey,  Richard  V. 
Dwyer,  Clement  .S. 
Emery,  Frederick  C. 
Eyerer,  Rudolf  E. 
Eeeley,  .1.  Robert 
Fergus,  Andrew 
Gaillard,  Richard  A. 
Gilman,  Herbert  C. 
Graves,  Robert  .A. 
Hall,  AA  alter  L.  1 1 
Hamlin.  Irving  E 
Hill.  Allison  K 
Houlihan.  John 
Hughes,  Edward  J.,  Jr. 


209  State  .St..  Bangor 
.31  Grove  .St.,  Bangor 
240  Penobscot  Ave..  Millinocket 
Box  93,  Orrington 
187  N.  Alain  St..  Brewer 
205  French  St..  Bangor 
212  Cedar  .'3t.,  Bangor 
189  State  .St.,  Bangor 
438  Garland  St..  Bangor 
336  Alt.  Hope  Ave.,  Bangor 
276  State  .St.,  Bangor 
240  Penobscot  Ave..  Alillinocket 
.Sunset  Drive.  Orono 
130  Aliddle  St.,  Old  Town 
Alain  St.,  E.  Alillinocket 
431  .State  .St.,  Bangor 
209  State  .St.,  Bangor 
3.36  Alt.  Hope  ,Ave.,  Bangor 


Adams,  Lester 
Alills,  Nathaniel 


9 Knox  .St.,  Thomaston 
North  Alain  St.,  Wolfhoro,  N.H. 


04861 

03894 


Hutchins.  Dean  L 

U..S.  A. LI).,  c/o  American  Consulate.  Kaduma,  N 
Irwin,  Carl  W.  262  State  St.,  Bangor 

Kadi,  Francis  J.  Bangor  State  Hosp.,  Bangor 

Kellogg,  Roliert  0.  431  .State  St.,  Bangor 

Lane,  Russell  AI.  3 Cedarwood  St.,  Orono 


04473 
24541 
04401 
04401 

04401 

04445 

04462 

04401 

04401 

01401 

04401 

04401 

04401 

01401 

04953 

04953 

04401 

04457 

04401 

04401 

04401 

04401 

04401 

04401 

01445 

04401 

04401 

04462 

04474 
0 4412 
04401 
04401 
01401 
04401 
01401 
04101 
04162 
04173 
(11468 
04430 
0 4101 
04101 
04401 

igeria 

04401 

04401 

04401 

04473 


6 


Macdonald,  Donald  F.  83  Essex  St.,  Bangor 

Madaras,  ,|olin  Bangor  Slate  Hosp.,  Bangor 

Manter.  Wilhnr  B.  1 Fern  St.,  Bangor 

Mason,  Feter  11.  Millinocket  Coni,  llosp.,  Millinocket 
McEvov.  Cliarles  1).,  Jr.  186  State  St.,  Bangor 

.McGinn,  Jolin  F.  20.5  French  St.,  Bangor 

.McLean.  Preston  A.  336  Mt.  Uo])e  Ave.,  Bangor 

McQuoid,  Robert  M.  39  Colnniliia  St.,  Bangor 

Meinmelaar,  Joseph  E.  431  State  St..  Bangor 

.Merriain.  Thornton  W..  Jr.  431  State  St.,  Bangor 


G. 


Metcalf.  Cecil  J. 
Miraglinolo.  Leonard 
Moulton.  Gardner  N. 
Mnnce,  Richard  P. 
Nesin.  Bourcard 
.Netland.  .\nders  T. 
0‘Eane.  Francis  R. 
Osier,  Jay  K. 

Palmer,  Thomas  11.,  Jr. 
Parrot.  Hadley 
Pearson.  John  J. 

Pooler.  Harold  A. 
Porter,  Edward  C. 
Pnrinton.  William  A. 
Ridlon.  Magnus  F. 
Ruhlin.  Carl  W. 
.Samuelsen.  Thomas  W. 
Sensenig.  David  .M. 
.Sewall,  Elmer  M. 
■Shapero.  Benjamin  L. 
Shubert,  .'Mice  J. 
Shuhert.  William  M. 
Shurman.  Hans 
Smith.  Hugh  A. 

I^triar,  Ronald  R. 
Strout.  Warren  (i. 
Sullivan,  John  R. 
Taylor.  H.  Lewis 
'Ihomas.  Philip  B. 
Trowbridge.  Mason 
Tvson.  Dudley  B. 

\ ickers.  Martyn  A. 
Vydas.  Joseph 
Wadsworth.  Richard  C. 
Wagner,  Samuel  I.. 
Walker,  George  R. 
Weis/.,  Hans 
Whitney,  Byron  V. 
Wliitworth,  John  E. 

W ood.  George  W’..  Ill 
Wdodcock,  John  A. 


175  Parkway  North,  Brewer 
10  .Maple  St.,  Bangor 
5 Grove  St..  Bangor 
262  State  St.,  Bangor 
10  Wdter  St..  Howland 
431  State  St.,  Bangor 
122  Penobscot  Ave.,  Millinocket 
74  Birch  St..  Bangor 
431  State  St.,  Bangor 
431  State  St.,  Bangor 
100  S.  Main  St..  Old  Town 
Bangor  State  Hosp..  Bangor 
489  .'state  St..  Bangor 
276  .State  St.,  Bangor 
431  State  St..  Bangor 
336  Mt.  Hope  .\ve.,  Bangor 
194  Main  St.,  Lincoln 
431  State  St.,  Bangor 
14  Park  St.,  Orono 
431  State  St.,  Bangor 
317  State  St..  Bangor 
317  State  St.,  Bangor 
10  Spring  St.,  Dexter 
Eastern  Maine  Gen.  Hosp.,  Bangor 
94  Essex  St..  Bangor 
205  French  St.,  Bangor 
340  No.  Main  St.,  Brewer 
25  Church  St..  Dexter 
205  French  St.,  Bangor 
142  I’ine  .St.,  Bangor 
91  Grove  St..  Bangor 
268  .State  .'5t.,  Bangor 
Bangor  State  Hosp.,  Bangor 
489  .State  St..  Bangor 
2 Holmes  St..  W'interport 
336  Mt.  Hope  Ave..  Bangor 
17  Sunrise  Ter.,  Orono 
230  State  St.,  Bangor 
336  Mt.  Hope  Ave.,  Bangor 
156  No.  5Iain  St.,  Brewer 
35  Second  St.,  Bangor 


Jr. 


04401 
0 4101 
04401 
01462 
04401 
04401 
04401 
04101 
04401 
04401 
04412 
04401 
04401 
04401 
04448 
04401 
04462 
04401 
04401 
04401 
04468 
04401 
04401 
04401 
04401 
04401 
04457 
04401 
04473 
04401 
04401 
04401 
04930 
04401 
04401 
04401 
04412 
04930 
04401 
04401 
04401 
01401 
04401 
04401 
04496 
04-101 
04473 
04401 
04401 
04412 
04401 


HONORARY 

Craig.  Allan  905  Egan  ,\ve..  Pacific  Grove,  Calif.  93950 

Devan,  Thomas  A. 

325-19th  Ave.,  N.E.,  St.  Petersburg,  Fla.  33704 
Hedin,  Carl  J.  Penobscot  Ter.,  Brewer  04412 

Higgins.  George  T.  15  Water  St..  Newport  04953 

Weatherhee,  George  B.  Main  St.,  Hampden  Highlands  04445 
Woodcock,  Allan  35  Second  St.,  Bangor  04401 


Ames,  Forrest  B. 
Dunham,  Rand  A. 
Emerson,  W.  Merritt 
Leddy,  Percy  A. 
McNamara,  Wesley  C. 
.Merrill,  Urban  H. 


SENIOR 

13  Longmeadow  Dr..  Brewer  04412 
Box  400,  East  Millinocket  04130 
131  State  .St.,  Bangor  04401 
Main  .St.,  Seal  Harbor  04675 
8 Lee  .St.,  Lincoln  04457 
Etna  04434 


SERVICE 


Clough.  Herbert  T.  (Col.l  MC  USAF, 

1086  .Medical  .Service  Sipln.,  Randolph  AFB,  Texas  78118 

AFFILIATE 

llolzwarlh.  Hans  A.  155  Retreat  Ave.,  Hartford,  Conn.  06115 


PI.SCA TAQIJI.S  COUNTY 

President-  Felix  .M.  Garcia-Rey,  .M.D. 
Seeretiiry-Treasurer — Isaac  Nelson,  M.D. 


ACTIVE 


Bouton,  Dale  C. 

Dexter 

Bradbury,  Francis  W'. 

16  E.  .Main  .St.,  Dover-Poxeroft 

Curlis,  John  B. 

10  High  St.,  .Milo 

Garcia-Rey,  P'elix  .M. 

14  Charles  St.,  Milo 

Howard,  George  C. 

Oak  .St.,  Guilford 

Idghthody,  Charles  11. 

No.  .Main  St..  Guilford 

Nelson,  Isaac 

Box  336,  Greenville 

Nielsen,  Odd  .S. 

120  Hudson  Rd.,  Bangor 

Rodriguez,  .-Xraminta  M. 

14  Charles  St.,  Milo 

Sliihani,  Linus  J. 

50  Main  St.,  Di)ver-P'oxcroft 
HONORARY 

Bundy,  Harvey  C. 

Milo 

.MacDougal,  Wilbur  E. 

186  Nowell  Rd.,  Bangor 

Winter  Add. — Box  533,  Bay  Rd.,  Bonita  Springs,  P'la. 

Pritham,  F’red  J. 

Greenville  Jet. 

SENIOR 

Garde.  Albert  .M. 

33  Elm  St.,  Milo 

Nickerson,  Norman  H. 

Greenville 

.Stanhope,  Charles  N. 

South  St.,  Dover-Foxcroft 
JUNIOR 

Johnson,  James  H.,  Jr. 

Pine  St.,  Centerville,  Mass. 
AFFILIATE 

Metcalf.  John  T. 

47  Elm  .'st..  Milo 

SOMERSET  COUNTY 

President — Marian  L.  Strickland,  M.D. 
Secretary -Treasurer — John  P.  Dow,  M.D. 


ACTIVE 


Anirein,  H.  Carl 
Ball,  Franklin  P. 
Briggs,  Paul  R. 

Dow,  John  P. 

Greenlaw.  William  A. 
Grow,  W illiam  B. 

Hoch,  Gretl  J. 
Hornstein,  Louis  .S. 
Jordan.  W . Edward.  Jr. 
Kemezys.  Kestutis  M. 
Laney,  Richard  P. 
Meintire,  Percy  C. 
Reed,  Howard  L. 

.Smith,  Edgar  J. 
.Strickland.  Marian  L. 
.Sullivan,  George  E. 
Swett,  Carlton  E. 

.Sy,  Vincente  L. 

Szelenyi,  Ernest 
.Szendey.  .Andrew  M. 
Turner,  Harland  G. 
Zhyszyeki,  Tadeo 


29  Weston  Ave.,  Madison 
Bingham 
Hartland 
59  Main  St.,  Pittsfield 
129  Main  St.,  Fairfield 
Central  Maine  San.,  Fairfield 
Phillips 

220  W'ater  St.,  Skowhegan 
Box  218.  Skowhegan 
25  Garfield  St.,  Madison 
50  W ater  St.,  Skowhegan 
Central  Maine  .San.,  Fairfield 
68  W'ater  St.,  Skowhegan 
1 Park  St.,  Fairfield 
Easy  St.,  Canaan 
R.F.D.  No.  1,  Fairfield 
218  Water  .St.,  Skowhegan 
Milford  .\ve.,  Bingham 
Central  Maine  .San.,  Fairfield 
26  Gray  St.,  Madison 
Box  38,  Norridgewock 
39  High  St.,  Skowhegan 


LortI,  Maurice  E. 
.Marston,  Henrv'  E. 
WYhher,  Merlon  .\. 


HONORARY 

Box  537,  Lake  Placid,  Fla. 

No.  Anson 
33  Lancey  .^t.,  Pittsfield 


SENIOR 


Philhrick,  Maurice  .S. 

3349  32nd  .St.,  Ct.,  N.  W.,  Ft.  Lauderdale,  Pda. 
.‘southworth,  John  I).  Hartland 
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04930 

04426 

04463 

04463 

04443 

04443 

04441 

04401 

04463 

04426 


04463 

04401 

33923 

04442 

04463 

04441 

04426 


02632 


04463 


04950 

04920 

04943 

04967 

04937 

04937 

04966 

04976 

04976 

04950 

04976 

04937 

04976 

04937 

04924 

04937 

04976 

04920 

04937 

04950 

04957 

04976 


33852 

04958 

04967 


33309 

04943 


WALDO  COUNTY 

President — John  K.  Wehher,  M.l). 
Secretary-Treasurer — Selli  11.  Read,  M.l). 


Caswell,  John 
Cohh,  Norman  E. 
Read,  Seth  11. 
■Stein,  Ernest  W. 
Temple,  George  L. 
Torrey,  Raymond  I. 
Wehl)er,  John  R. 


ACTIVE 

16  Waldo  Ave.,  Belfast 
132  Main  .St.,  Belfast 
LS  Church  St„  Belfast 
72  Main  St.,  Pittsfield 
Eahey  St..  Belfast 
Main  St.,  .Searsport 
6 Northport  Ave.,  Belfast 


HONORARY 

.Small,  Foster  C.  169  High  .St.,  Belfast 

.Stevens,  Carl  II.  18  Franklin  St.,  Belfast 


Alhro,  Ward  A. 


JUNIOR 

17  High  St.,  Yarmouth 


01915 

04915 

04915 

04967 

04915 

04974 

04915 


04915 

04915 


04096 


WASHINGTON  COUNTY 

President— Ykoherl  G.  MacBride,  M.U. 
Secretary-Treasurer — Karl  V.  Larson,  M.l). 

ACTIVE 


Bates,  James  C. 

Brownrigg,  Leslie  W. 
French,  Rowland  B, 

Jacob,  Donald  R. 

Kazutow,  John 
Kiel,  Joseph  B.  711 

Larson,  Karl  W 
MacBride,  Robert  G. 
McAllister,  John  W. 
Mitchell,  Hazen  C. 

Mundie,  Ferley  J. 

Nackley,  George  N. 

-Sears,  Handd  G. 


East  port 
.St.  Stephen,  N.  B. 
16  Water  St.,  Eastport 
Princeton 
Box  113,  Columbia  Falls 
Eulalia  Dr.,  Terrell,  Texas 
E.  Machias 
25  Washington  .St.,  Luhec 
17  Elm  .St„  .Machias 

32  North  St.,  Calais 
1 School  St.,  Machias 
Second  .\ve..  Woodland 


HONORARY 

Rennet,  DaCosta  F.  4 Main  St.,  Luhec 


SERVICE 

Gundersen,  Peter  M.  (Capt.) 

12  USAF  Hosp.,  PACAF,  APO,  .San  Francisco,  Calif. 


04631 


04631 

04668 

04623 

75160 

04630 

04652 

04654 

04619 

04619 

04654 

04694 


046,52 


96326 


YORK  COUNTY 

President — Eugene  P.  Wolfahrt,  .M.D. 
Secretary-Treasurer — Charles  W.  Kinghorn.  M.D. 


Dionne.  William  E. 
Dorfman.  Irvin 
Downing,  J.  Robert 
Drummond,  .S.  Dunton 
Eisherg,  Harry  B. 

Endicott,  Ruth  E. 

Ficker,  Robert  F. 

Fortier,  .Andre  P. 

Haas,  Carl  .M. 

Hazzard,  Lawrence  R. 

Hill.  Paul  S„  Jr. 

Hofiman,  Alvin  A. 
Hojikins,  Herbert  J. 

24  Portland 
Houle,  .Marcel  P. 


75  Main  St.,  Snringvale 
Webber  Hosp.,  Biddeford 
35  Summer  St.,  Kennebunk 
Bar  Mills 
.331  Main  .St.,  Saco 
Grasshopper  Lane,  Ogumpiit 
Maine  St.,  Kennebunkport 
68  Foss  St.,  Biddeford 
357  Elm  St.,  Biddeford 
Cider  Hill  Rd.,  York 
323  .Main  St.,  Saco 
Box  38,  York 


Ave.,  Old  Orchard  Beach 
200  .Alfred  St.,  Biddeford 


Kothari,  Nauttam  J.  120  East  .36th  -St.,  New  York,  N.A7 


258  .Main  .St.,  Saco 
6 Long  .Sands  Rd.,  York 
99  Main  .St.,  Kennebunk 
Brixham  Rd.,  York 
255  Beach  .St.,  Saco 
122  Alain  St.,  .Sanford 
34  Winter  .St..  .Sanford 
Alaine  Aledical  Ctr.,  Portland 
Magaudda,  Alichael  M.  P. 

39  Old  Orchard  .St.,  Old  Orchard  Beach 
Magocsi,  Alexander  W.  Y ork 

Moulton,  Marion  K.  W.  Newfield 

Murphy,  John  J.  84  Portland  .St..  .So.  Berwick 

Myer,  John  C.  Nasson  College.  .Springvale 


1 .aFond.  Robert  .S. 
l.altoo,  Joseph  AL 
Lapirow.  Harry 
Leigh,  Kenneth  E. 
Lesieur,  Louis  C. 
Lincourt,  .Armand  .S. 
Lord,  George  ,A. 
Lorentz,  John  J. 


Nieuw’kerk,  AVillem  PA 
O’.Sullivan,  AVilliam  B. 

Ouellette,  Alarcel  1). 

Patane,  Joseph  AL 
Perrault,  Oscar  WA 
I’eterlein,  WAdter  R.,  Jr. 

Rhee.  Woon  B.  .Station  A 

Harlem  Valley  Stale  Hosp.,  Wingdale,  N.  Y. 


Box  424.  Kennebunkport 
.331  Alain  .St.,  .Saco 
120  Alain  .St..  .Sanford 
2.56  .Alfred  .St.,  Biddeford 
30  South  St.,  Biddeford 
75  Alain  .St..  Springvale 


Richards,  Carl  E. 
Robert,  Roger  J.  P. 
Ross,  Alaurice 
Roussin.  W illiam  T. 
.Shaw,  G.  Patrick 
.Smith,  Gerald  R. 
.Smith,  Oney  P. 
Taylor,  Paul  E. 
Turville,  Charles  .S. 
Vachon,  Robert  D. 
Viger.  Leopold  A. 
Wolfahrt.  Eugene  P. 


.34  Winter  .St..  Sanford 
331  Alain  .St.,  Saco 
.372  Alain  .St.,  .Saco 
48  Bacon  St..  Biddeford 
357  Elm  St.,  Biddeford 
Ogunauit 
Post  Rd.,  Wells 
9 W'entworth  .St.,  Kittery 
Box  187,  Alfred 
34  Winter  St.,  .Sanford 
10  Amherst  .St..  Biddeford 
258  Alain  .St.,  .Saco 
10  Amherst  St..  Biddeford 


Whilnev,  Philip  G. 

A eon,  Hyung  J.  Station  .A, 

Harlem  Valley  State  Hosp.,  Wingdale,  N.  Y. 


04083 

04005 

0404.3 

04004 
04072 
03907 
04046 

04005 
04005 
03909 
04072 
03909 


04064 

04005 

10016 

04072 

0.3909 

0404;i 

0.3909 

04072 

04073 
04073 
04102 


04064 

03909 

04095 

03908 

0408.3 
04016 
04072 

0407.3 
04005 
04005 

0408.3 


12594 

04073 

04072 

04072 
04005 
04005 
03907 
04090 
03904 
04002 

04073 
04005 
04072 
04005 

12591 


HONORARY 


Bunker.  Willard  H. 
Cobb.  .Stephen  A. 
Davis,  Ansel  S. 
Dennett,  Carl  G. 
Kinghorn.  Charles  AAA 
Larochelle,  Joseph  R. 
Ross,  11.  Danforth 
.Stevens,  Harold  AV. 

W hitney,  Ray  L. 


YA)rk  Harbor  03911 
34  Winter  St.,  .Sanford  04073 
Springvale  0408.3 
2.58  Alain  St.,  Saco  04072 
4 WYntworth  St..  Kittery  03904 
42  Bacon  St.,  Biddeford  04005 
34  AAYuter  .St..  .Sanford  0407,3 
.369  p'erry  Rd.,  Saco  04072 
Cai>e  Porpoise  04014 


ACTIVE 


.Anton,  Thomas 
Bacon,  Alelvin 
Belmont,  Ralph  S.  6 

Binette,  Germain  A. 

Charest,  Leandre  R. 

Cuneo,  Kenneth  J.  31 


260  Main  St.,  Biddeford  04005 
122  Alain  St.,  Sanford  04073 
Washington  St.,  Sanford  04073 
331  Alain  St.,  .Saco  04072 
314  Alfred  St.,  Biddeford  04005 
.Summer  St.,  Kennebunk  0404.3 


JUNIOR 

Berger.  .Steven 

.Station  B,  Poughkeepsie,  N.Y  . 

12602 

SERVICE 

Jellersou,  Leon  R. 

1726  A1  St.,  N.WA,  W^ashington,  D.C. 

20211 
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An  Alphabetical  List  of  the  Members  of  the  Maine  Medical  Association 


rile  tigiires  in  parenllieses  n ter  to  (.oiiiily  Societies  as  follows:  <1)  Androscoggin,  (2)  Annistook,  l.'f)  ( innilierland,  ii)  Franklin,  I5l  Hancock, 
It  Kennehec,  (7t  Knox,  (8)  I dncoln-Sagadahoc,  19)  Oxford,  (10)  I'eiioliscot,  (II)  Piscataquis,  iVl)  Somerset,  ( 13|  Waldo,  ( 14)  Wash- 
gton,  (15)  \ork. 


lidalla.  Alidalla  Y.,  Address  linknown  (8) 
dams.  Asa  C..  68  Main  St..  Orono  04473  ( 10) 

Jams,  Lester,  9 Knox  St.,  Tlioinaston  04861  (9) 

lams,  .Marvin  C.,  25  Bramiuill  St.,  Portland  04102  (3) 

lams.  Winford  C.,  2906  Westover  Dr..  Danville,  Va.  24541  (10) 

gan,  Robert  Vi  ..  144  .State  St.,  Portland  04101  (3) 

car,  Hamdi,  17  Grove  St.,  Bath  01530  (8) 

verberg.  Ake,  2 East  .Main  .“st..  South  Paris  04281  (9) 

belt,  .losepb  L.,  4 Pleasant  St.,  Fort  Kent  04743  (2) 

belt,  Rodrigue,  J„  69  . .Main  St..  Fort  Kent  04743  (2) 

bro.  Ward  A..  17  High  .St.,  Varmoiitb  04096  (13) 

exander.  Fay  K.,  Camden  Com.  llosji.,  Camden  04843  (7) 

len.  Donald  E.,  Sebago  Eake  04075  (3) 

lies,  Eorrest  B.,  13  Eongmeadow  Dr.,  Brewer  04412  (10) 

nfilo,  Basil,  626  .Main  .‘st.,  Eewiston  04240  (1) 

norin,  Jose  \ ..  Jr.,  297  Center  St..  Bangor  04401  ) 10) 

iirein,  H.  Carl,  29  Weston  Ave.,  Madison  04950  (12) 

lalis.  Harry.  3 Eorest  Pk..  Portland  04101  (3) 

iderson,  Donald  L.,  369  .Main  St.,  Lewiston  04240  (1) 

iderson,  Dorothy,  369  .Main  .St.,  Lewiston  04240(1) 

idrews.  Anneliese  .M„  Maine  ^Iedical  Ctr.,  Portland  04102  (3) 

idrews,  John  F„  20  West  .St.,  Bimtbbay  Harbor  04538  (8) 

isell,  Harvey  B..  39  Deering  ,‘st.,  Portland  04101  (3) 

iton,  Thomas.  260  Main  .'5t..  Biddeford  04005  (15) 

lollonio,  Howard  L.,  22  White  St.,  Rockland  04841  (7) 

iplin.  Hilton  11..  6 Cumberland  .St.,  Brunswick  04011  (3) 

anson.  Albert,  39  Deering  St.,  Portland  04101  (3) 

( hambault,  Philip  L.,  346  Main  St.,  Lewiston  04240  (1) 
ali,  Louis  A..  29  Deering  St.,  Portland  04101  (3) 
berman,  Edward  G„  131  Chadwick  St..  Portland  04102  (3) 
j.bley,  .'\lta,  11  Weston  .St.,  Augusta  04330  (6) 
icoin,  Peter  B„  151  Franklin  St.,  Rumford  04276  (9) 
ijmgst,  Melvin  R.,  Morneault  Building,  Fort  Kent  01743  (2) 

; balian,  Leon,  645  Congress  St.,  Portland  04101  (3) 
bcock,  Edward  B.,  431  .State  .St.,  Bangor  04401  (10) 
bcock,  Harold  S.,  Castitie  04421  (5) 
castow,  .Merle  .S.,  22  Bramball  .St.,  Portland  04102  (3) 

' cbracb,  Louis,  65  Baribeau  Dr..  Brunswick  04011  (3) 
cbulus,  John  M.,  3 Breckan  Rd.,  Brunswick  04011  (8) 
con,  .Melvin,  122  .Main  St.,  Sanford  04073  ( 15) 

Idini,  Elio,  22  Brandiall  St.,  Portland  04102  (3) 

Idwin,  W arren  C„  42  Deering  St..  Portland  04101  (3) 

II.  Franklin  P„  Bingham  04920  ) 12) 
i rker.  Nathaniel  B.  T.,  1 .South  .St.,  Yarmouth  04096  (3) 
rnard,  John  .M.  11.,  Doctors  Park.  89  Hosp.  St.,  Augusla  04.3.)0  (6) 

I rues,  Kirk  K..  Baribeau  Dr.,  Bnmswick  01011  (3) 

1 rrett,  Robert  J.,  Jr..  Cor.  Union  & James  Sts.,  Bangor  04401  (10) 

' rron,  .Martin  .A.,  Jr.,  37  Deering  St..  Portland  04101  (3) 
j iron,  Richard  E..  .Main  St.,  Monmouth  04259  (6) 

! tes,  James  C„  Eastport  04631  ( 14) 
liman,  Clair  S..  159  Silver  .St.,  W aterville  04901  (6) 

: an.  Achsa  .M.,  Star  Route  22-282.  Owl’s  Head  04854  (7) 
an,  II.  Richard,  241  Main  .St.,  Norway  01268  (9) 
aror,  Robert  A.,  Maine  Medical  Ct.,  i’ortland  04102  (3) 
aiidet,  Simon  C.,  25  Webster  .St.,  Lewiston  04240  ( 1 ) 

! ckernian.  .Stanley  C.,  175  Silver  .St.,  Walerville  ()4901  (6) 
eakcr.  V incent  II.,  85  Wood  St..  Lewiston  04240  ( I ) 

! egel.  Paul  M.,  80  Golf  .St..  .Auburn  04210  ( 1 ) 
i liveau,  Bertrand  A.,  .56  Howe  .St.,  Lewiston  01240  ( I ) 

Iknaj),  .Samuel  L.,  Damariscotta  04543  (8) 

Imont,  Ralph  S.,  6 Washington  .St.,  Sanford  04073  ( 15) 
nnet,  DaCosta  F.,  4 .Main  St.,  Luhec  04652  (14) 
imel,  Ehen  T„  49  Deering  St.,  Portland  01101  (3) 
rger,  Steven,  Station  B.  Poughkeepsie,  N.  Y.  12602  ( 15) 
ttie,  Ronald  ,A„  32  Federal  .St.,  Brunswick  OlOll  (3) 
i Its,  Anthony,  Maine  .Medical  Cir.,  Portland  04102  (3) 
atnagar,  Hemendra  N.,  67  .Silver  .St.,  Wateiwille  04901  (6) 

Iwell.  Robinson  L„  31  Bramball  .St.,  Portland  04102  (3) 
lette,  Germain  .331  Main  .St.,  .Saco  01072  ( 15) 

.clioffherger,  John  .M„  Naples  04055  (3) 

hop,  Lloyd  W'.,  211  Vaughan  St.,  Portland  04102  (3) 

mi,  John  C.,  Hampden  Highlands  04445  ( 10) 

ickhurn.  Nelson  P.,  Bath  Memorial  Hosp.,  Bath  045.30  (8) 

ickwell.  William  .M.,  Millinocket  Com.  Hosp.,  Millinocket  04462  (10) 

lisdell,  Carl  E.,  47  Broadway,  Bangor  04  401  (10) 


Blaisdell,  Elton  R.,  233  Vaughan  St.,  Portland  04102  (3) 

Blaisdell,  W illiam  B.,  Jr.,  47  Broadway,  Bangor  0440]  ( 10) 

Blinder  Philip,  336  Mt.  Hope  Ave.,  Bangor  04401  (10) 

Blumhcrg,  Edward,  6316  Strickland  Ave.,  Brooklyn,  N.  A'.  11234  (3) 
Bolduc,  Jean  L.,  173  .Main  .St.,  W aterville  04901  (6) 

Bonney,  James  IE,  229  Vaughan  St.,  Portland  04102  (3) 

Boone,  .Storer  W .,  429  .Main  St.,  Presipie  Isle  04769  (2) 

Dost  wick,  George  W'.,  Box  388,  Newcastle  04553  (8) 

Bourassa,  Harvey  J.,  47  Elm  .St.,  W aterville  04901  (6) 

Bouton,  Dale  C.,  Dexter  04930  ( 11 ) 

Boiisquet,  Jean  J.,  Maine  Medical  Ctr.,  Portland  04102  (3) 

Bove,  Louis  G.,  233  Vaughan  St.,  Portland  04102  (3) 

Bowman,  Peter  W .,  Box  C,  Pownal  04069  (3) 

Bowne,  Hays  G.,  9.A  Main  .St.,  Farmington  04938  (4) 

Boynton,  W illard  H., 

LI.S.  A.I.D.,  A.P.O.  271,  New  York,  N.  Y.  09271  (9) 
Bradbury,  Francis  W.,  16  E.  .Main  St.,  Dover-Foxcroft  04426  (11) 
Branch,  Charles  F.,  Central  Maine  Gen.  Hosp.,  Lewiston  04240  (1) 
Braun,  Henry  A.,  31  W estern  Ave.,  Augusta  04330  (6) 

Branson,  .Sidney  R.,  37  .Main  St.,  .South  Windham  04082  (3) 

Bridges,  Donald  E.,  336  Mt.  Hope  Ave.,  Bangor  04401  (10) 

Bi  ien.  .Maurice,  76  Pine  .St.,  Eewiston  04240  ( 1 ) 

Briggs.  Paul  R„  Hartland  04943  (12) 

Briggs.  W'inton,  21  .Swift  .St.,  Et.  Leonard  Wood.  Mo.  65473  (3) 
Brinkman,  Carl  .A.,  50A  Flaggy  Meadow  Rd.,  Gorham  04038  (3) 
Brinkman,  Harry.  47  Perliam  St..  Farmington  04938  (4) 

Brinkman,  Paul  .A.,  Farmington  04938  (4) 

Brito,  Joseph  S..  255  Hammond  St.,  Bangor  04401  (10) 

Broggi.  Frank  S.,  18  Neal  St.,  Portland  04102  (3) 

Bromley,  W illiam  C.,  Medical  Ctr.,  .Southwest  Harbor  04679  (5) 
Brouwer.  Johan,  5 Beech  St.,  Rockland  04841  (7) 

Brown.  Douglas  11. , 548  Shore  Rd.,  Cape  Elizabeth  04107  (3) 

Brown,  Eugene  E.,  57  Summit  .Ave.,  Bangor  04401  (10) 

Brown,  Lloyd.  186  State  St.,  Bangor  04401  (10) 

Brown,  Stejilien  S.,  Mars  Hill  04758  (2) 

Brownlow,  Bradley  E.,  Blue  Hill  Alem.  Hosp.,  Blue  Hill  04614  (5) 
Brownrigg,  Eeslie  W'.,  .St.  Stephen.  N.  B.  (14) 

Biidd,  WTlIiam  E..  32  Federal  .St.,  Brunswick  04011  (3) 

Bilker.  Edson  B.,  R.F.D.  No.  3.  Auburn  04210  (1) 

Bull,  Frank  B.,  5 Hasson  .St..  Hallowell  04347  (6) 

Biillington,  Sunny  J..  32  Federal  St.,  Brunswick  04011  (3) 

Bundy,  Harvey  C.,  Milo  04463  (11) 

Bunker,  W illard  11.,  A ork  Harbor  03911  (5) 

Burden,  Charles  E..  1 North  St.,  Bath  04530  (8) 

Burke,  John  E.,  5 High  St.,  Newport  049.53  ( 10) 

Burke,  Paul  W.,  5 High  St.,  Newport  049.53  (10) 

Buineli,  Claude  A.,  Jr.,  59  Iteering  St.,  Portland  04101  (3) 

Burnham,  Harold  N.,  1.30  Main  St.,  Gorham  04038  (3) 

Burns,  Robert  M.,  Box  151,  Westbrook  04092  (3) 

Burr.  Charles  G.,  48  School  St.,  Hoiilton  04730  (2) 

Burrage,  William  C.,  57  Deering  .St.,  Portland  04101  (3) 

Busch,  John  J.,  105  Elm  St.,  Alechanic  Falls  04256  (1) 

Butler,  Harry.  77  Broadway,  Bangor  01401  (10) 

Butterfield,  Wilfred  I.,  119  Main  St..  Lincoln  04457  (10) 

Callahan,  Robert  L.,  12  .Spruce  .St.,  .Augusta  04330  (6) 

Cameron.  Dwight,  12  Alt.  Desert  St.,  Bar  Harbor  04609  (5) 

C.aniphell,  I'red  G.,  Box  484,  Warren  04864  (7) 

Canal,  Ory  I).,  193  Cony  St.,  Augusta  04.330  (6) 

Caoili.  Cesar  AL,  Augusta  State  Hosp..  Augusta  04330  (6) 

Capron,  Charles  W.,  22  Bramliall  St.,  Portland  04102  (3) 

Carde,  Albert  AL,  33  Elm  St.,  Alilo  04463  (11) 

Carrier.  John  W.,  Central  Alaiiie  Gen.  Hos]).,  Lewiston  04240  (1) 
Carson,  Robert  S.,  Baribeau  Dr.,  Brunswick  04011  (3) 

Carton.  Arthur  K.,  Alarket  Square,  Houlton  04730  (2) 

Casey.  AVilliam  1...  131  State  St.,  Portland  04101  (3) 

Castellanos,  Jose,  Augusla  State  Hosp.,  Augusta  04330  (6) 

Claswell.  John  A.,  16  Waldo  Ave.,  Belfast  04915  (13) 
f.hamherlin.  Richard  T.,  14  Gilman  St.,  W'aterville  04901  (6) 

Chapin,  Alilan  .A.,  237  Turner  St.,  Auburn  04210  ( 1 ) 

Cliarest,  Leandre  R.,  314  Alfred  St.,  Biddeford  04005  (15) 

Chase,  George  ().,  Eastern  Alaiiie  Gen.  Hosp.,  Bangor  04401  (10) 
Chason,  .Sidney,  128  Broadw'ay,  Bangor  04401  (lO) 

Chasse,  Richard  L.,  18  Park  St.,  W’aterville  04901  (6) 

Cliatterjee,  Alanii,  Baribeau  Dr.,  Brunswick  04011  (3) 

Chen.  Jen-Ti,  Cherry  Hill  Ter.,  Waterville  04901  (6) 
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]henery,  Frederick  L.,  Jr.,  Monmouth  04259  (1) 

Jhow,  Alroy  A.,  l!ox  228,  Asliland  04732  (2) 
ihristensen.  Harry  K.,  South  Freeport  04078  (3) 
iianipi,  l.ouis  A.,  320  Stevens  Ave.,  Forllaiul  04103  (3) 

Jlapp,  Waldo  A.,  215  College  .St.,  Lewiston  01240  ( 1 ) 
llapperton,  Gilbert,  .300  Main  St.,  Lewiston  04240  (1) 

Clark,  Frederick  B.,  131  State  St.,  Portland  04101  (3) 

Clark,  Richard  I.,  h’reeport  Medical  Ctr.,  Freeport  04032  (3) 

Clarkin,  Charles  P.,  64  Brookside  Kd.,  Portland  04103  (3) 

1'  Jlason,  Walton  1*.  C.,  50  Union  St.,  Ellsworth  04605  15) 

1 Jleinent,  Janies  1).,  Jr.,  77  Essex  St.,  Bangor  04401  (10) 

; Jlough,  Dexter  J.,  2nd,  224  State  St.,  Bangor  04401  ( 10) 

1 Clough,  Herbert  T.  (Col.)  MC  U.SAF, 

1086  Medical  .Service  .Sipln.,  Randolph  AFB,  Texas  78148  (10) 

.!  Cloutier,  Wilfrid  A.,  646  Main  .St.,  Lewiston  04240  ( 1 ) 

' Cobh,  Norman  E.,  132  Main  St.,  Belfast  04915  (13) 

Cobh,  Stephen  A.,  34  Winter  .St.,  Sanford  04073  ( 15) 

■ Coffin,  Ernest  L.,  Northeast  Harbor  04662  (5) 

I Cohen.  Abram  L,  .Smith  St.,  Harrison  04010  (3) 

Cole,  Donald  P.,  45  Deering  .St.,  Portland  01101  (3) 

’ Colley,  Maynard  B.,  14  Main  .St.,  Farmington  04938  (4) 

Collins,  H.  Douglas,  Caribou  Clinic,  Caribou  04736  (2) 

'I  Conneen,  Thomas  F.,  131  Chadwick  St.,  Portland  04102  (3) 

Conner,  William  W'.,  61  Atlantic  Ave.,  Boothbay  Harbor  04538  (8) 
Contartese,  Michael,  149  Main  St.,  Freeport  04(132  (3) 

< Conway,  Kevin,  Rumford  Com.  Hosp.,  Rumford  04276  (9) 

Cook,  Aaron,  23  High  .St.,  W aterville  04901  (6) 

I Cooper,  Llewellyn  W .,  194  Main  St.,  Bar  Harbor  04609  (5  ) 

Cope,  Sara  K.,  32  Deering  .St.,  Portland  04101(3) 
ii  Cornell,  Robert  C.,  336  Mt.  Hope  Ave.,  Bangor  04401  (10) 

)'  Coulton,  Donald,  326  State  .St.,  Bangor  04401  (10) 

I*  Covert,  .Stanley  B.,  Kingfield  04947  (4) 

Cox,  W illiam  \ .,  133  Court  .St.,  Auburn  04210  (1) 

S'  Craig,  Allan,  905  Egan  Ave.,  Pacific  Grove,  Calif.  93950  ( 10) 
r Crane,  Lawrence,  157  Pine  St.,  Portland  04102  (3) 

1 Crawford  Albert  S.,  1960  Graefield  Rd.,  Birmingham,  Mich.  48008  (6) 

1 Crawford,  J.  Ramser,  12  Spruce  St.,  Augusta  04330  (6) 

» Crawford,  Joseph  R.,  12  Spruce  St.,  Augusta  04330  (6) 

' Cross,  Harold  D., 

Main  Rd.  & Summer  .St.,  Hampden  Highlands  04445  (10) 
Crowe,  James  11.,  Box  262,  Richmond,  Vt.  05477  (5) 

I Cruickshank,  Frank  S.,  Jr.,  Eaton  Dr.,  W'aterville  04901  (6) 

1 Cummings,  George  0.,  Sr.,  47  Deering  St.,  Portland  04101  (3) 

! Cummings,  George  0.,  Jr.,  47  Deering  St.,  Portland  04101  (3) 

< Cuneo,  Kenneth  J.,  31  Summer  .St.,  Kennebunk  04043  (15) 

I Cunningham,  Alice  N.,  32  Federal  St.,  Brunswick  04011  (3) 

' Curran,  Edward  L.,  209  State  St.,  Bangor  04401  (10) 

■ Curtis.  John  B.,  10  High  St.,  Milo  04463  (11) 

; Cutler,  Lawrence  M.,  31  Grove  St.,  Bangor  04401  (10) 

> Dachslager,  Philip,  8 Green  St.,  Augusta  04330  (6) 

Dalryrnple,  .Sidney  C.,  So.  Great  Rd.,  .So.  Lincoln.  .Mass.  01751  (8) 
D’.Xndrea,  Anthony  L..  131  State  St.,  Portland  04101  (3) 

Darby,  Alfred  E.,  .Ir.,  19  Deering  St.,  Portland  04101  (3) 

Darlington.  Brinton  T.,  Doctors  I’ark,  89  Hosp.  St.,  .Augusta  04330  (6) 
Davidson,  David,  2.35  State  St.,  Portland  04101  (3) 

Davidson,  Gisela  K.,  235  State  St.,  Portland  04101  (3) 

Davies,  Lloyd  G.,  78  Main  .St.,  Fryeburg  04037  (3) 

Davis  Ansel  S.,  Springvale  04083  (15) 

Davis,  Earle  M.,  2 School  St.,  W'aterville  04901  (6) 

Davis,  Paul  V.,  94  .Main  St.,  Bridgton  04009  (3) 

DeCosta,  Donald  .A.,  Poland  Spring  04274  (1) 

Deming,  Howard  R.,  Maine  Aledical  Ctr.,  Portland  04102  (3) 

Denison,  John  1).,  105  Brunswick  Ave.,  Gardiner  04345  (6) 

Dennett.  Carl  G.,  258  Main  .St.,  .Saco  04072  ( 15) 

Dennis,  Richard  IL,  33  College  Ave.,  W'aterville  04901  (6) 

Dennison,  Frederick  C.,  3 Gillchrest  St.,  Thomaston  04861  (7) 

Derry,  G.  Hermann,  690  Congress  St.,  Portland  04102  (3) 

Desjardins,  Richard  F.,  240  Penobscot  Ave.,  Millinocket  04462  (10) 
Devan,  Thomas  .\., 

325-19th  Ave.,  N.  E.,  .St.  Petersburg,  Fla.  .33704  (10) 
Dienst,  .Stanley  G.,  190  Pine  .St.,  Portland  04102  (3) 

Dietrich,  Mary  .VL,  Box  93,  Orrington  04474  (10) 

Dillihunt,  Richard  C.,  Maine  Medical  Ctr.,  Portland  04102  (6) 

Dionne,  Maurice  J.,  Baribeau  Dr.,  Brunswick  04011  (3) 

Dionne,  W illiam  E.,  75  Main  St.,  Springvale  04083  (15) 

Dixon,  Walter  G.,  16  Deering  St.,  Norway  04268  (9) 

Doble,  Miriam.  .Sugarloaf  Mt.,  Kingfield  04947  (4) 

Doby,  Tibor,  Mercy  Hosp.,  Portland  04101  (3) 

Dole,  Richard  R.,  218  Main  St.,  W'aterville  04901  (6) 

Donahue,  Clement  L.,  22  Sweden  St.,  Caribou  04736  (2) 

Donahue,  Gerald  H.,  4 Station  .St.,  Presque  Isle  04769  (2) 


Dooley,  Francis  M.,  53  Deering  St.,  Portland  04101  (3) 

Dore,  (Jlarence  E.,  2 School  St.,  Waterville  04901  (6) 

Dore,  Kenneth  E..  133  .Main  St.,  Fryeburg  04037  (3) 

Dorfman,  Irvin,  W I'bber  Hosp.,  Biddefoial  04005  (15) 

Diirogi.  Louis  V.,  Old  I’ost  Rd.,  Rt.  138,  Bowdoiidiam  ()40()8  (8) 
Dougherty,  John  F.,  112  Front  St.,  Bath  04.530  (8) 

Douphinett,  Otis  J.,  763  Congress  St.,  Portland  04102  (3) 

Dow,  John  P.,  59  .Main  .St.,  Pittsfield  04967  (12) 

Downing,  J.  Robert,  35  Summer  St.,  Kennebunk  04043  (15) 

Drake,  Emerson  11. , 18  Bramhall  St.,  Portland  04102  (3) 

Drexler,  James  E.,  Ward  Town  Rd.,  1 reeport  04032  (3) 

Drummond,  S.  Duntvjn,  Bar  Mills  OlOOl  (15) 

Duffey,  Richard  \ .,  187  North  Main  .St.,  Brewer  04412  (10) 

Duffy,  Wallace  IL,  lOO  .Main  St.,  Farmington  04938  (4) 

Dunham,  Carl  E..  188  State  St.,  Portland  04101  (3) 

Dunham,  Marguerite  C.,  Box  748,  Presvpie  Isle  04769  (2) 

Dunham,  Ranrl  A.,  Box  400,  East  Millinocket  04430  ( 10) 

Dunn,  Robert  IL,  Veterans  Adni.,  Togus  043.30  (6) 

Duran-Quevedo,  Tomas  A., 

2012  W rightshoro  Rd.,  Augusta,  Ga.  30901  ( 
Dwyer,  Clement  .S.,  205  French  St.,  Bangor  04401  ( 10) 

Dycio,  George.  300  Pine  .St.,  l,ewiston  04240  (1) 

Dycio,  Mary  T.,  3 Bayberry  Lane,  Lewiston  04240  (1 ) 

Dyhrberg,  Norman  E.-  323  .Main  .St.,  Cumberland  .Mills  04021  (3) 

Earle,  Ralph  P.,  Vinalhaven  0486.3  (7) 

Earnhardt,  Joseph  B.,  55  Stroudwaler  .St.,  Westbrook  04092  (3) 
Eastman,  Charles  W.,  15  Millet  St.,  Livermore  Falls  04254  (4) 

Eddy,  Robert  IL.  5 Beech  .St.,  Rockland  04841  (7) 

Eisherg,  Harry  B.,  331  .Main  -St.,  Saco  04072  ( 15) 

Elsenuue,  Dexter  E.,  11  Main  St.,  Dixfield  04224  (9) 

Emanuel,  .Meyer.  Veterans  Adm.,  Togus  04330  (6) 

Emerson,  Wh  .Merritt,  131  .State  St.,  Bangor  04401  (10) 

Emery,  Frederick  C.,  242  Cedar  St.,  Bangor  04401  ( 10) 

Endicott.  Ruth  E.,  Grasshopper  Lane,  Ogunquit  03907  (15) 
Eppinger,  Ernst,  52  Belmont  St.,  J’ortland  04101  (3) 

Ervin,  Edmund  N.,  2 School  St.,  W'aterville  04901  (6) 

Etscovitz,  Eli  .\.,  14  Forbes  Lane,  Andover,  Mass.  01810  (2) 

Eyerer,  Rudolf  E.,  489  State  St.,  Bangor  04401  (10) 

Fagone,  Francis  .A.,  312  (Jongress  St.,  Portland  04101  (3) 

Fakhery,  Behzad,  339  Webster  St.,  Lewiston  04240  (3) 

Faucher,  Francois  J.,  Grand  isle  04746  (2) 

Feeley,  J.  Robert,  438  Garland  St.,  Bangor  04401  ( 10) 

Fergus,  .Andrew,  3.36  Mt.  Hope  .Ave.,  Bangor  04401  ( 10) 

Ferguson.  Barbara,  80  Goff  St.,  .Auburn  04210  ( 1 ) 

Ferguson,  Franklin  F.,  22  Brandiall  .St.,  Portland  04102  (3) 

Fichtner.  Paul  A.,  781  High  St.,  Bath  04530  (8) 

Ficker,  Robert  F.,  Maine  St.,  Kennebunkport  04046  (15) 

Field,  Richard  L.,  Herrick  Rd.,  .Southwest  Harbor  04679  (5) 

Fife,  James  L.,  65  Baribeau  Dr.,  Brunswdck  04011  (3) 

Finks,  Henry  B.,  73  Deering  St.,  Portland  04101  (3) 

Fiorica,  Gaetano  T.,  12  Church  St.,  Chisholm  04222  (4) 

Fish,  Nichidas,  235  State  .St..  Portland  04101  (3) 

Fisher,  Dean  IL,  .State  House,  .Augusta  04330  (6) 

Fisher,  .Samson,  15  College  Ave.,  Waterville  04901  (6) 

Fishman,  Louis  N.,  185  AVebster  .St.,  Lewiston  04240  ( 1 ) 

Flanders,  .Merton  N.,  1 High  St..  Lewiston  04240  (1  ) 

Floyd,  Paul  E..  2 .Aliddle  .St.,  Fannington  04938  (4) 

Fogg,  C.  Eugene,  35  Deering  St.,  Portland  04101  (.3) 

Fogg,  Philip  S.,  Jr., 

39  Lpper  Loudon  Rd.,  Loudonville,  N.A  . 12211  ( 
Fortier,  .Andre  P.,  68  Foss  St.,  Biddeford  04005  (15) 
lortier,  Paul  J.,  Ill  AVebster  .St..  Lewiston  04240  (1  ) 

Fox,  I’rancis  IL,  83  W est  St..  Portland  04102  (3) 

I' reeman,  AAilliam  E.,  107  Main  St.,  Yarmouth  04096  (.3) 

French,  Rowland  B.,  16  AA'ater  St.,  Eastport  04631  ( 14) 

Frenette,  Francis  F.,  628  Rolun  Rd.,  Leaksville,  N.  C.  28211  (2) 
Frost.  Harold  AL,  Friendship  04547  (7) 

Frost.  Robert  A..  93  .Summer  .St.,  .Auburn  04210  (1) 

Fuller,  Barbara  L..  20  Chestnut  St.,  Rockland  04841  (7) 

Fuller.  George  G..  50  Union  St.,  Ellsworth  04605  (5) 

Gaillard.  Richard  A.,  276  State  St.,  Bangor  04401  (10) 

Galarraga,  Efraim  C.,  Augusta  State  Hosp.,  Augusta  04.3.30  (6) 
Galen,  Robert  S.,  6 Breckan  Rd.,  Brunswick  04011  (3) 

(iarcia-Ray,  Felix  AL,  14  Charles  St..  Alilo  04463  HI) 

(-ashgai,  .Abdollah  S.,  Livermore  Falls  04254  (4) 

Gates,  Clifford  AV..  30  Flaggy  Aleadow  Rd.,  Gorham  040.38  (3) 
Gauvreau.  Horace  L.,  82  Pine  St.,  Lewiston  04240  (1) 

Gauvreau,  Norman  0.,  78  Pine  St.,  Lewiston  04240(1) 

Geer,  Charles  R.,  208  A'aughan  St.,  I’ortland  04102  (3) 

(ieer,  George  L,  Jr.,  208  A'aughan  St.,  Portland  04102  (3) 

Get(  hell,  Ralph  A.,  14  Elmwood  Rd.,  Cape  Elizabeth  04107  (3) 
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,<'iliuliii,  (icorgc,  73  l)(;eririg  Si.,  I’orllaml  OllOl  (3) 

)l)ons,  Jolin  K..  22  IJrainliall  St..  I’orllaiul  0'1J02  (3) 
irrson,  Kayniond  (».,  1.36  A Aradrniy  .'3|.,  I6*(‘.s(jih*  Is1<*  01769  {2} 
Idin^s,  l.aiic,  Vclcraiis  Adiii.  Ilos.,  \\  ilki's-llairc,  I’a.  18703  (6) 
IdiiiSS,  Paul  I).,  31  Wci'lern  Avc.,  .\ii!iii''la  01330  l6l 
sell,  Joseph  11.,  .11  (fiiiiiaii  !3|.,  \Vatervilh‘  01901  16) 
aiere,  fclustarhe  N.,  90  \\  ehslei'  St.,  L.(‘\\istoii  01210  ( 1 ) 
nian,  llerhcrt  C.,  210  Peiiohscot  Ave.,  Milliiiocket  01  162  I 10) 
igras,  Napoleon  .).,  6 Hast  Chesiruit  St.,  Augusta  04330  16) 

Vrtz,  lleMiard,  131  (..liadwiek  St.,  Portland  04102  (3) 
ssinire,  Charles  K.,  37  Deering  St.,  Portland  04101  (3) 
isoe,  John  A..  7 Brainhall  St.,  Portland  04102  (3) 

Inti,  Richard  J.,  9 Deering  St.,  Portland  OllOl  l3) 
dnian,  Morris  K.,  18.3  Wehster  .^t..  Lewiston  04240  I 1 ) 
k1,  Philip  G.,  38  Deering  St.,  Portland  04101  (3) 
idol,  Irving  I.,  Ihayer  llospital,  Waterville  04901  (6) 
idrieh,  Blynn  O.,  16.3  Main  St.,  Waterville  04901  (6) 
idwin,  Ralph  A.,  Sr.,  .36  Denison  St.,  Auliurn  04210  ll) 
iilwin,  Ralph  .A.,  Jr.,  33  Court  St..  Anhurn  04210  ( 1 ) 
niley,  Eugene  G.,  Market  Square,  lloulton  04730  (2) 
lid,  George  1.,  79  Main  St.,  Richmond  043,37  (6) 
ives,  Rohert  A.,  Sunset  Drive,  Orono  04473  (10) 
ly,  Philip  L.,  Blue  Hill  04614  (.3) 

■CO,  Edward  ,A.,  12  Pine  St.,  Portland  04102  (3) 

•en,  Ross  W'.,  33  Court  St.,  Auhurn  04210  ( 1 ) 
lene,  John  P„  19  Sahattiis  St„  Lewiston  04240  ( 1 ) 

■ene,  Merrill  S.  E.,  466  Main  .St.,  Lewiston  04240  (1) 

•enlaw,  W illiam  .A.,  129  Main  St.,  Fairfield  04937  (12) 
igory,  Frederick  J.,  So.  Main  St.,  Carihou  04736  (2) 

:gory,  Philip  0.,  St.  .Andrews  Hosp.,  Boothhay  Harbor  04538  (8) 
ffin,  Carl  R.,  Jr.,  69  Townsend  Ave.,  Boothhay  Harhor  04.338  (8) 
ffiths,  Eugene  B.,  3.30  Main  St.,  Presipie  Isle  04769  (2) 
mes,  Gilbert  R.,  183  W ebster  St.,  Lewiston  04210  (1) 
sh,  Albert  J., 

Kings  Park  State  Hosp.,  Kings  Park,  N.  J.  117.31  (3) 
■w,  William  B.,  Central  Maine  San.,  Fairfield  04937  (12) 

'lleinette,  .Maurice  R.,  109  W'ater  St.,  Atigusta  04330  (6) 

I te,  L.  Arniand,  Sr.,  45  Elm  ,St..  W aterville  04901  (6) 

He.  L.  .Armand  Jr.,  43  Elm  St.,  Waterville  01901  (6) 
idersen,  Peter  AL.  (Capt.) 

12  LISAF  Hosp.,  P.ACAF.  APO.  San  Francisco,  Calif.  96326  (14) 

IS,  Carl  M.,  3.37  Elm  St.,  Biddeford  04003  (15) 

IS,  Rudolph,  480  Main  St.,  Lewiston  04240  (1) 

1,  Walter  L.  IL,  130  Middle  St.,  Old  Town  04468  ( 10) 
ladjian,  Hagop.  Rumford  Com.  Hosp.,  Rtimford  04276  (9) 

Tett,  George  W .,  Jr.,  72  W est  St.,  Portland  04102  (3) 
nilton,  Virginia  C..  Sotith  Harpswell  04079  ( 8) 
nlin,  Irvin  E..  .Main  .St.,  East  Milliiiocket  04430  (10) 
idanos,  Vassilios, 

Cor.  Lincoln  Ave.,  & Franklin  St.,  Rumford  01276  (9) 
iley,  Daniel  F.,  Box  250,  Brunswick  04011  (3) 
inigan,  Charles  A.,  85  Goff  St.,  Auhurn  01210  ( 1 1 
inigan,  Alargaret  H.,  85  Goff  St.,  Auburn  04210  (1) 
dy,  Edmund  W,,  134  U.S.  Rt.  1,  lalmotith  0110.3  (3) 
dy,  Henri,  Dark  Harbor,  Isle.sboro  04848  (7) 
kins,  Michael  J.,  437  .Main  St.,  Lewiston  04240  1 1 ) 
low,  Edwin  W.,  177  Alain  -St.,  Waterville  04901  (6) 
per,  Harry  L.,  17  Alain  St.,  .South  Paris  04281  (9) 
rison,  George  .1.,  .Market  .Square,  lloulton  04730  (2) 
vey,  Thomas  G.,  59  Alayo  St.,  Carihou  04736  (2) 
vey,  William  C.,  59  .Mayo  St.,  Carihou  04736  (2) 
vkes,  Richard  S.,  233  A'aughan  St.,  Portland  04102  (3) 
ykins,  Donald  B.,  Atlantic  .Ave.  and  .Sea  ,St,  Camden  01813  (7) 
es,  James  C.,  6 E.  Chestnut  St.,  Augusta  04330  (6) 
ward,  1.  .Mead,  .So.  Alain  .St.,  Carihou  01736  (2) 
elton,  Warren  C.,  2 E.  Main  .St.,  So.  Paris  04281  (9) 
zard,  Lawrence  R.,  Cider  Hill  Rd.,  York  03909  ( 1.3) 
lin,  Carl  J.,  Penobscot  Ter.,  Brewer  04412  (10) 
fetz,  Ralph,  173  Stale  St.,  Portland  04101  (3) 
fricli,  Harry  AL,  Jr.,  122  Academy  St.,  Prestpie  Isle  04769  (2) 
moso,  .Miguel,  Augusta  State  Hos])..  Augusta  04330  (6) 
rick,  Stanley  E.,  Jr.,  Alaine  Aledical  Ctr.,  Portland  01102  (3) 
ring,  Leon  1).,  Memorial  Dr.,  Winthrop  04364  (6) 
son,  Joseph  II. , 111  E.  88th  St.,  New  York,  N.  Y.  10028  (2) 
oel,  Joseph  J.,  34  Gilman  St..  AV'aterville  04901  (6) 
jert,  Clement  .A.,  18  Bramhall  .St.,  Portland  04102  (3) 
rert,  Joelle  C.,  Jr.,  Box  148,  Norway  04268  (9) 
gins,  George  F.,  122  Academy  St.,  Presipie  Isle  04769  (2) 
gins,  George  L,  15  Water  ,St.,  Newport  04953  (10) 

, Allison  K.,  431  State  St.,  Bangor  04401  (10) 

, Douglas  R.,  835  .Sawyer  .St.,  .South  Portland  04106  (3) 

, Frederick  T.,  Thayer  Hospital,  Waterville  04901  (6) 


Hill,  Howard  F.,  .33  College  Ave.,  Waterville  04901  (6) 

Hill,  Kevin,  33  Cidlege  Ave.,  Waterville  04901  (6) 

Hill,  Paul  S.,  Jr.,  323  Alain  .St.,  .Saco  04072  (15) 

Hinckley,  Harris,  331  (iottagt-  RiL,  South  Portland  04106  (3) 

1 1 irschherger,  Celia,  Augusta  Slate  Hosp.,  Augusta  043.30  (6) 

I hu  h,  Gri  ll  J.,  Philliits  04966  (12) 

Hoffman,  Alvin  A.,  Box  38,  York  0.3909  (15) 

Hogan,  Chester  1.,  62  Alain  St.,  lloulton  047.30  (2) 

Holt,  C.  Lawrence,  27  Deering  St.,  Portland  04101  (3) 

Holz,  Peter  II. , 51  Elm  .St.,  Camden  04843  (7) 
llolzwarth,  Hans  A.,  155  Retreat  Ave.,  Hartford,  Conn.  06115  ( 10) 
Hopkins,  Herbert  J.,  24  Portland  Ave.,  Old  (Jrchard  Beach  04064  (15) 
Hornherger,  11.  Richard,  2 School  .St.,  W aterville  04901  (6) 

Hornstein,  Louis  .S.,  220  AVater  St.,  .Skowhegan  04976  ( 12) 

Horsman,  Donald  11. , 50  Goff  St.,  Auburn  04210  (1) 

Houle,  Alarcel  P.,  200  Alfred  St.,  Biddeford  04005  (15) 

Houlihan,  John  .S.,  209  .State  .St.,  Bangor  01401  (10) 

Howard,  Emery  B.,  Jr.,  23A  .Stimmer  St.,  Rockland  04841  (7) 

Howard.  George  C.,  Oak  ,St.,  Guilford  04443  (11) 

Howard,  Henry  AL,  105  Franklin  .St.,  Rumford  04276  (9) 

Hsu,  rheodore  .S.,  14  High  .St.,  Ellsworth  04605  (5) 
llidibard,  Roswell  E.,  Waterford  04088  (9) 

Hudson,  Henry  A.,  R.F.D.  No.  1,  West  Bridgton  04009  (3) 

Hughes,  Edward  J.,  Jr.,  336  Alt.  Hope  Ave.,  Bangor  04101  (10) 

Hunter,  Albert  L.,  Camden  Com.  Hosp.,  Camden  04843  (7) 

Huntress,  Roderick  L.,  988  Sawyer  St.,  .Sotith  Portland  04106  (3) 
Hurd,  Allan  C.,  5 Hasson  St.,  Hallovvell  04.347  (6) 

1 1 utchins,  I )eane  L., 

1 ..S.  A.I.D..  c/o  American  Consulate,  Kaduina,  Nigeria  (10) 

lues  (iampomanes,  Carolina  R..  144  .State  .St.,  Portland  04101  (3) 
Irwin.  Carl  AV.,  262  .State  St.,  Bangor  04401  (10) 

Jackson,  Norman  AL,  Alaine  Aledical  Ctr.,  Portland  04102  (9) 

Jacob,  Dnnald  R..  Princeton  04668  (14) 

Jacobson,  Payson  B.,  295  Brighton  Ave.,  Portland  04102  (3) 

James,  Cliakmakis,  47  Howe  St.,  Lewiston  04240  (1) 

James,  John  A.,  117  Goff  .St.,  Auhtirn  04210  ( 1) 

.lame.son.  C.  Harold,  Aledical  Arts  Building,  Rockland  04841  (7) 

.Ian,  AL  Rafitp  100  Church  ISt.,  New  York,  N.  Y.  10007  (6) 

.lellerson,  Leon  R.,  1726  AI  .St.,  N.W  .,  AA  ashington  D.C.  20211  (15) 
.lohnson,  .Alhert  C..  131  Chadwick  St.,  Portland  04102  (3) 

.lohnson,  Charles  11. , 73  Fraser  St.,  Edmnnston,  New  Brunswick  (2) 
Johnson,  Gordon  N„  Box  86,  Hotilton  04730  (2) 

Johnson,  James  H.,  Jr.,  Pine  St.,  Centerville,  Alass.  02632  (11) 
Johnson,  Oscar  R.,  18  Deering  St.,  Portland  04101  (3) 

Johnson,  R.  Paul,  Alain  St.,  Fort  Kent  04743  (2) 

.[ones,  Paul  A.,  Jr.,  2 .School  St.,  AVaterville  04901  (6) 

Jones.  Paul  A.  .Sr.,  385  E.  !4tate  .St.,  AA'estport,  Conn.  06880  (7) 

Joost,  Arthur  AL,  Jr.,  Box  520,  Bucksport  04416  (5) 

Jordan,  AV.  Edward.  Jr.,  Box  218,  Skowhegan  04976  (12) 
lorel,  Louis  E..  12  Thomas  Ave.,  Carihou  04736  (2) 

Kadi,  Francis  J.,  Bangor  .Slate  Hosp.,  Bangor  04401  (10) 

Kagan,  Samuel  II. , 283  AA'ater  .St.,  Augusta  04330  (6) 

Kangas.  Onni  C.,  417  Alain  St.,  Rockland  04841  (7) 

Kavvamnra,  Taken,  269  AA'ater  St.,  Augusta  04330  (6) 

Kay,  Edwin,  31  Frye  .St..  Lewiston  04240  (9) 

Kazutow,  John,  Box  113,  Columbia  Falls  04623  (14) 

Kellogg,  Robert  ().,  431  State  .St.,  Bangor  04401  (10) 

Kemezys,  Kestutis  AL.  25  Garfield  St.,  Aladison  04950  (12) 

Kent,  Stanley  AAL,  42  Deering  .St.,  Portland  04101  (3) 

Kershner.  AVarren  E.,  57  Green  St.,  Bath  04530  (8) 

Kihhe,  Frank  AA  ..  R.F.D.,  Lincolnville  04849  (7) 

Kiel,  Joseph  B..  711  Eulalia  Dr.,  Terrell.  Texas  75160  (14) 

Kim,  llakkew,  .33  Alain  St.,  Thomaston  04861  (7) 

Kimler,  Edward  L..  Jr.,  1027  AVashington  St.,  Bath  04530  (8) 

King,  Alerrill  J.,  Jr.,  22  White  .St.,  Rockland  04841  (7) 

Kingliorn,  Charles  WL,  4 Wentworth  St.,  Kittery  03904  (15) 

Kirk,  William  V.,  542  N.  E.  67th  St.,  Aliami,  Fla.  33138  (2) 
Knickerhocker.  Charles  H.,  15  High  St.,  Bar  Harbor  04609  (5) 
Knojipers,  Jan,  St.  Mary’s  Gen.  Hosp.,  Lewiston  04240  ( 1 ) 

Knowles,  John  E.,  131  (.Jiadwick  .St.,  Portland  04102  (3) 

Knowles,  Robert  AL.  49  Deering  .St.,  Portland  04101  (3) 

Konecki,  John  T..  St.  Alary’s  Gen.  Hosp.,  Lewiston  04240  (1) 
Kopfrnann,  Harry,  Deer  Isle  04627  (5) 

Kothari,  Nauttam  J.,  120  East  36th  St..  New  Y’ork,  N.  Y^.  10016  (15) 
Knnkle,  E.  Charles,  131  Chadwick  St.,  Portland  04102  (3) 

Lahhe,  Onil  B..  A'an  Buren  04785  (2) 

LaCasce,  Joseith  IL,  50  Union  St.,  Ellsworth  04605  (5) 

LaFlamme,  Paul  J.,  106  Russell  St.,  Lewiston  04240  (1) 

LaFond,  Robert  S.,  258  Main  St.,  Saco  04072  (15) 
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Lai,  Cliandra  P.,  Augusta  State  Hosp.,  Augusta  04330  (6) 

Laltoo,  Josepli  M.,  6 Long  Sands  Rd.,  York  03909  (15) 

Lainlxlin,  Morris  A.,  Maine  Coast  Mem.  Hosp.,  Ellsworth  04605  (5) 
Landwehr,  George  R.,  21  Western  Ave.,  Augusta  04330  (6) 

Lane,  Russell  M.,  3 Cedarwood  .St.,  Orono  04473  1 10) 

Laney,  Richard  P.,  30  Water  Si.,  Skowhegan  04976  (12) 

Langer,  Ella,  2 Chapel  St.,  Augusta  04,330  (6) 

Lansing,  Peter  F.,  16  Maconilter  Ave.,  Augusta  04330  ((>) 

Lape,  C.  Philip,  7 Branihall  St.,  Portland  04102  (3) 

Lapirow,  Harry,  99  Main  .St.,  Kennehunk  04043  ( 15) 

Lappin,  John  J.,  171  State  St.,  Portland  04101  (3) 

Larochelle,  Joseph  R.,  42  Bacon  St.,  Biddeford  04005  ( 15) 

Larrahee,  Charles  F.,  48  Mt.  Desert  St.,  Bar  Harbor  04609  (5) 

Larson,  Karl  V.,  East  Machias  01630  (14) 

Lathhiiry,  Vincent  T.,  Medical  Arts  Building,  Rockland  04841  (7) 
Laughlin,  K.  Alexander,  201  State  .St..  Portland  04101  (3) 

Lawry,  Oram  R.,  ,Ir.,  96  Limerock  St.,  Rockland  01811  (7) 

Leddy,  Percy  A.,  Main  St.,  .Seal  Harbor  04675  (10) 

Leigh,  Kenneth  E.,  Brixham  Rd.,  York  03909  (15) 

Leighton,  Wilbur  F.,  192  State  St.,  Portland  04101  (3) 

Leiter,  Laban  W.,  175  Vaughan  St.,  Portland  04102  (3) 

Leitman,  Reuben,  188  .Sabattiis  .St.,  Lewiston  04240  i 1 i 
Lepore,  Anthony  E.,  128  Maine  Ave.,  Gardiner  04345  (6) 

Lesieur,  Louis  C.,  255  Beach  .St.,  Saco  04072  ( 15) 

Levy,  Richard  A.,  Maine  Medical  Ctr.,  Portland  04102  (3) 

Lildty,  Harold  E.,  702  Main  .St.,  Westbrook  04092  (3) 

Lichter,  Horacio  A..  54  Pine  St.,  Lewiston  04240  (1) 

Lidstone,  Frederick  B.,  117  Goff  St.,  Auburn  04210  ( 1 ) 

Lightbody,  Charles  IL,  No.  Main  St.,  Guilford  Od-lld  ( II  ) 

Ligthart,  Pint  W.  K.,  14  Lisbon  .St.,  Lewiston  04240  (1  ) 

Lincoln.  John  R.,  22  Bramhall  St.,  Portland  04102  (3) 

Lincourt,  Armand  .S.,  122  Alain  .St..  Sanford  04073  (15) 

Llorente,  Aldo  F.,  56  Baribeau  Dr..  Brunswick  04011  (3) 

Loewenstein,  George  ( Address  Unknowm ) (7) 

Lombard,  Reginald  T„  793  Main  St.,  South  Portland  01106  (3) 

Lopez,  Eduardo  A.,  33  College  Ave.,  Waterxille  04901  (6) 

Lord,  George  A.,  34  Winter  .St.,  Sanford  04073  (15) 

Lord,  Maurice  E.,  Box  537,  Lake  Placid,  Florida  33852  (12) 

Lorentz,  John  J.,  Maine  Medical  Ctr.,  Portland  04102  ( 15) 

Lorimer,  Robert  V.,  169  .State  St.,  Portland  04101  (3) 

Loring,  William  E.,  144  State  St.,  Portland  04101  (3) 

Love,  Robert  B.,  97  Main  ,St.,  Gorham  01038  (3) 

Lovely,  David  K„  46  Deering  .St.,  Portland  04101  (3) 

Lutes,  Chris  A.,  7 Bramhall  .St.,  Portland  04102  (3) 

Lynn,  Geraldine,  188  Russell  St.,  Lewiston  04240  (1) 

AlacBride,  Robert  G.,  25  Washington  St.,  Lubec  04652  (14) 

Macdonald,  Donald  P"..  83  Essex  .St.,  Bangor  04401  (10) 

AlacDonald,  Lewis  V.  A..  Main  St.,  Washlmrn  01786  (2) 

MacDougal,  Wilbur  E.,  186  Nowell  Rd..  Bangor  01401  ( 11  i 

Winter  address — Box  533,  Bay  Rd.,  Bonita  Springs.  Fla.  .33923 
MacDougall,  James  .A..  303  Penobscot  .'^t..  Rumford  04276  (9) 

Alack,  F'rancis  X.,  144  State  .St.,  I’ortland  04101  (3) 

MacVane,  William  L.,  Jr.,  211  State  St..  Portland  04101  (3) 

Madaras,  John,  Bangor  State  Hosp.,  Bangor  04401  1 10) 

Madigan,  John  B.,  Houlton  04730  (2) 

Magaudda,  Michael  M.  P„ 

39  Old  Orchard  .St.,  Old  Orchard  Beach  01061  (15) 
Magocsi,  Alexander  A\  .,  A Ork  03909  (15) 

Maier,  Paul,  723  Congress  St.,  Portland  04102  (3) 

Maltby,  George  L.,  31  Bramhall  .''t.,  Portland  04102  (3) 

Manter,  AVilbur  B.,  1 Pern  .St.,  Bangor  04401  (10) 

Alarquardt,  Alatthias,  109  Cony  .“st.,  Augusta  04330  (6) 

Alarshall,  Donald  F.,  25  Bramhall  .“st.,  Portland  04102  (3) 

Alarshall.  Joseph  A.,  177  Alain  St.,  AA  aterville  04901  (6) 

Alarshall,  Paul  A. 

ILPM).  No.  1,  Box  121A,  Ridge  Rd.,  Faiifield  04937  (6) 
Alarshall.  Richard  A..  Central  Alaine  Gen.  Hosi)..  l.ewiston  04240  (1 ) 
i Alarsters,  David  AA’.,  51  Benson  .^t.,  Glen  Ridge,  N.  J.  07028  (4) 
i Alarston,  Henry  E.,  North  Anson  04958  (12) 

Alarston,  Paul  C..  Kezar  Falls,  04047  (3) 

Alartel,  Cyprien  1..,  Jr.,  91  Bartlett  St.,  Lewiston  042 10  (1 ) 

Alartin,  Joseph  E.,  35  Alain  St.,  Mexico  04257  (9) 

Alartin,  Ralf,  131  Chadwick  .St.,  Portland  04102  (.3) 

Alartin,  Thomas  A.,  157  Pine  St.,  Portland  04102  (3) 

Alason,  Peter  IL,  Alillinocket  Com.  Hosp.,  Alillinocket  04462  (10) 
Alathews,  Ihigh  J.,  Jr.,  ,345  AA’ater  .St.,  Gardiner  04345  (6) 

Alatthews,  Edward  C.,  131  Chadwick  St.,  I’ortland  04102  (3) 

Alazzone,  Giovanni,  487  Stevens  .Ave.,  Portland  04103  (3) 

AIcAdains,  AA  illiam  R.,  723  Congress  St.,  Portland  04102  (3) 

AIcAfee,  Robert  E.,  18  Bramhall  St.,  Portland  04102  (3) 

AIcAIlister,  John  W.,  17  Elm  St.,  Machias  04654  (14) 


AIcCann.  Eugene  C.,  49  Deering  St.,  Portland  04101  (3) 

AlcCrum,  Philip  IL,  188  State  St.,  Portland  04101  (3) 

AlcEvoy,  Charles  I).,  Jr.,  186  State  St.,  Bangor  04401  ( 10) 
AIcPMrland,  Edward  A.,  Baribeau  Dr.,  Brunswick  04011  (.3) 
AIcGinn.  John  P".,  205  P'rench  St.,  Bangor  04401  ( 10) 

Alclntire.  Barron  F.,  Jr.,  13  AA  . Elm  St.,  A armouth  04096  (.3) 
Alclntire,  Percy  C.,  Central  Alaine  .'san.,  P'airfield  04937  ( 12) 
Alclntyre,  John  D.,  50  Union  St.,  Ellsworth  04605  (5) 

McLaren.  John  J.,  21  AA  estern  Ave..  .Augusta  04330  (8) 

AIcLarn,  William  D.,  222  Alain  St.,  AA  aterville  04901  (6) 
AIcLaughlin.  Clarence  R..  .345  AValer  St.,  Gardiner  04345  (6) 
AIcLaughlin,  Ivan  E.,  345  AAatei  St..  Gardiner  04.315  (6) 

AIcLean,  E.  .Allen,  29  Deering  .St.,  Portland  04101  (3) 

AlcLean,  I’reston  A.,  336  Mt.  Hope  Ave.,  Bangor  01101  ( 10) 
AIcLellan.  AA  illiam  A..  87  Chestnut  St..  Camden  0181.3  (7) 
AlcAIanamy,  Plugene  P.,  72  AAesi  St..  Portland  01102  (3) 
AIcAlichael.  Alorton,  73  Deering  St..  Portland  04101  (3) 

AIcNamara,  AA  esley  C.,  8 Lee  S|„  Lincoln  01457  I 10) 

Alctjuillan,  .Arthur  IL,  177  Alain  S|.,  AA  aterville  01901  I6) 

Alctjiioid.  Robert  AL,  .39  Columbia  .St..  Bangor  01101  ( 10) 

Alelendy,  Oakley  A..  Doctors  Park,  89  Hosp.,  St.,  Augusta  01330  (6 
Alelkis,  Andrew,  Box  161,  Gray  040.39  1.3) 

Alelnick.  Jacob,  261  Congress  St..  Portland  04101  (3) 

Alemmelaar,  Joseph  E.,  431  State  St.,  Bangor  04401  ( 10) 

Alendes,  Joseph  AL.  5 Si  hool  St.,  Lisbon  Falls  04252  ( 1 ) 

Alendros.  J(dui  G.,  Ill  AVehster  St..  Lewiston  04210  I 1 ) 

Alerriam.  Thornton  AA  ..  Jr.,  1.31  State  St.,  Bangor  ()4401  (10) 
Alerrill.  Urban  IL,  Pltna  041.31  ) 10) 

Aletcall,  (iecil  J..  175  Parkway  North.  Brewer  04412  (10) 

Aletcalf.  John  T.,  17  Elm  St..  Alilo  0446.3  ( 11  ) 

Alichaud.  Joseph  C..  160  SiKcr  St..  AAater\ilIe  04901  (6) 

Alilazzo,  John,  42  Elm  .St.,  Auburn  04210  (1  ) 

Aliller.  (.lark  P'..  46  Aladison  .St.,  .Auburn  04210  (1  ) 

Aliller.  Hudson  R.,  11  Turner  .St..  .Auburn  04210  (1) 

Aliller,  Thor,  7,52  Alain  St.,  AA  estbrook  04092  (3) 

Alilliken,  Howard  IL, 

R No.  1,  Pond  Rd,.  ( Alanchester ) . Hallowell  04347 
.Millington.  Paul  .A.,  41  Alountain  .St..  Camden  04843  (7) 

Alills,  Nathaniel,  North  Alain  St..  AA  olfboro,  N.  H.  03894  (9) 
Aliragliuolo.  Leonard  (i.,  10  Alaple  St..  Bangor  04101  (10) 

Alitchell,  Hazen  C.,  Calais  01619  ( M) 

Alohlar,  Robert  G.,  Baribeau  Dr..  Brunswick  04011  (3) 

Alouaghan.  Stephen  E.,  7 Bramhall  St..  Portland  ()4102  (.3) 
Monkhouse,  AA  illiam  .A..  1,31  State  St..  Portland  04101  (3) 
Alonsivais.  Alfredo.  1 AA  estern  Ave..  AA  inthrop  04.364  ( 6) 

Aloore,  Beryl  AL,  High  St..  Oxford  04270  (9) 

Aloore,  A’alentine  J.,  Thayer  Hospital,  AA'aterville  04901  (6) 

Alorin,  Gerard  L..  185  AA'ehster  St..  Lewiston  04210  (1) 

Alorin,  Harry  F..  905  Aliddle  ,St..  Bath  04.530  (8) 

Alorissette.  Russell  A..  185  AAehsler  St.,  L,ewiston  04210  (1) 

Alorris.  Craig  AA’..  .50  Bangor  St..  Augusta  04.330  (6) 

Alorrison.  Alvin  A.,  57  Deering  St.,  Portland  04101  (3) 

Alorrison.  Robert  AL,  148  State  St..  Portland  04101  (3) 

Alorse.  Edward  K.,  22  AA  bite  St..  Rockland  04841  (7) 

Aloulton.  Albert  AA’.,  Sr.,  180  State  St..  Portland  04101  (3) 

Aloulton.  Albert  AA’..  Jr..  180  State  St.,  Portland  04101  (3) 

Aloulton.  Gardner  N..  5 Grove  St..  Bangor  04401  (10) 

Aloulton.  Alarion  K„  AA’est  Newfiehl  0109.5  (15) 

Aloulton,  Sumner  E.,  2,33  A’augban  St..  Portland  04102  (3) 

Alunce,  Ric  hard  T..  262  State  St..  Bangor  04401  (10) 

Alundie,  Perley  J.,  ,32  North  St.,  (Jalais  04619  (14) 

Alurphy.  John  J..  84  Portland  St..  .South  Berwick  0.3908  (15) 

Alyer,  johu  C.,  Nasson  College,  .Springvale  04083  (15) 

Nackley,  (,eorge  N..  1 .School  .''t..  Alachias  04654  ( 14) 

Nadeau,  J.  Paul.  91  Pine  St..  Lewiston  04240  (1) 

Nadeau.  Lawrence  A..  41  Sherbrooke  .Ave.,  Lewiston  04240  (1 ) 

Nangle.  Thomas  P..  AA  est  Paris  04289  (91 

Naiimer,  Harry  A..  Land’s  End.  Port  Clyde  04855  (7) 

Nelson.  Chesley  W..  121  Alain  St..  Norway  04268  (9) 

Nelson.  Isaac,  Box  .336,  Greenville  01441  (11) 

Nesin,  Bourcard,  10  Water  St.,  Howland  01448  (10) 

Net  land.  Anders  T.,  431  State  St.,  Bangor  04101  ( 10) 

Nichola.s,  Eric  F..  Alars  Hill  04758  (2) 

Nickerson,  Norman  IL,  Greenville  04441  (11) 

Nielsen,  Odd  S..  120  Hudson  Rd..  Bangor  04401  (11) 

Nieuwkerk,  AA’illem  F.,  Box  424.  Kennebunkport  04046  (15) 
Nikolaidis.  Demitrios.  22  Ridgewood  Dr.,  Augusta  04330  (6) 

O'Brien.  AA  illiam  A.. 

Arthur  R.  Gould  Alem.  Hosp..  Presque  Isle  04769 
Oceretko.  Arkadij,  .37  Court  St.,  Rath  045.30  (8) 

O’Connell,  George  B.,  11  Lisbon  St.,  Lewiston  04240  (1) 


Konnor.  P'ruiu'is  J..  4 Woodlawn  St.,  /\iif;,iista  0433U  (6) 
boniifll,  Eiigfiie  E.,  32  Deering  Si.,  I’orllaiul  04101  13) 

.stricli,  Alfrt'd,  25  Hartford  .St.,  Rimiford  04276  (9) 

Jer,  Kobort  1...  \ eteruns  .Adm.,  Togos  04330  (6) 

s.ane,  Erancis  K.,  122  Pemdiscot  Ave..  Milliiiockfl  04462  ( 10) 

insted.  Burton  L.,  73  Deering  St.,  Portland  04101  13) 

at,  .Mustafa  \ St.  George  04857  (7) 

beton.  Everett  A.,  131  Cbadwick  St.,  Portland  04102  (3) 

borne,  John  K.,  Narrows  Pond  Kd.,  Wintbroi)  04364  12) 

her.  Harold  L.,  131  Cliadvviek  St.,  Portland  04102  (3) 

ler,  jay  K...  74  Rircb  St.,  Bangor  04401  (10) 

■'tillivan,  James  V.  1.,  376  .Main  St.,  Lewiston  04240  ( 1 ) 
■'ullivan,  William  B.,  331  .Main  St.,  .Saco  04072  (15) 
inn,  Alvin  E.,  148  State  St.,  Portland  04101  (3) 
ellette,  Bemdt,  77  Main  .St.,  Fort  Kent  01743  (2) 
ellette.  Marcel  1).,  120  Main  .St..  .Sanford  01073  (15) 


ge.  Kosario  .A.,  22  .Sweden  .St.,  Caribou  04736  (2) 

liner,  Thomas  II..  Jr..  431  .State  .St.,  Bangor  04401  (10) 

rrot,  Hadley,  431  .State  St..  Bangor  01401  (10) 

tane,  Josepli  AI.,  256  Alfred  St.,  Birldeford  04005  (15) 

iterson,  James,  1 Bay  Rd..  .South  Portland  04106  (3) 

tterson,  John  C..  .Augusta  State  Hosp.,  Augusta  04330  (6) 

kvle.  Robert  H.,  8 Walcott  Ave..  Falmouth  04105  (3) 

rrson.  J<dm  J.,  100  .So.  Alain  St.,  Old  Town  04468  ( 10) 

tse.  Horace  B.,  Alaine  Coast  Alem.  Hosp..  Ellsworth  04605  (5) 

Idie,  Hanw  AI.  K..  Doctors  Park,  89  Hosp.  St.,  Augusta  04330  (6) 
la.  Manuel  G.,  82  Alaine  Ave..  Rumford  04276  (9) 
idleton,  Arthur  ]).,  3 Green  St.,  Fort  Fairfield  04742  (2) 
mover.  Douglass  C..  112  Vaughan  .St.,  Portland  04102  (3) 
ita,  Walter  E.,  316  W'oodford  .St..  Portland  04103  (3) 
kins,  Niles  L.,  R.!".!).  No.  1,  Bowdoinham  04008  (3) 
rault,  Oscar  W..  30  Smith  St..  Biddeford  04005  ( 15) 
erlein,  W'alter  R„  Jr.,  75  Alain  .St.,  Springvale  04083  (15) 
terson.  Herman  C..  Cheheague  Island  04017  (3) 
iffer,  Paul  H..  14  Gilman  St.,  AA'aterville  04901  (6) 
i Ihrick,  Alanrice  S.. 

j 3349  32nd  St.,  Ct..  N.  W.,  Ft.  Lauderdale,  Fla.  33309  ( 12) 

Hips,  David  L.,  Box  518.  Rumford  04276  (9) 
ies,  Philip.  Alaine  .St..  Limestone  04750  (2) 

;tt.  Anna,  Beauchamp  Rd..  Rockport  04856  (7) 
iipton.  Jay  R.,  283  Water  St.,  Augusta  04330  (6) 
itue.  Jackson  S.,  529  Gilmore  Ave..  Traffonl,  Pa.  15085  (3) 
iner.  Irving  J.,  235  State  .St.,  Portland  04101  (3) 
isner,  .Saul  R.,  143  Vaughan  St..  Portland  04102  (3) 
ydefkis,  Dimitri  G.,  .Augusta  .State  Hosp.,  Augusta  04330  (6) 
nerleau,  Ovid  F„  179  Alain  .St.,  W'aterville  04901  (6) 
iielean.  Rodolphe  J.  F.,  27  Alain  .St.,  Waterville  01901  (6) 
ler.  Harold  .A.,  State  Hospital.  Bangor  04401  (10) 
le,  WL  Dean,  6 Pleasant  .St.,  Rangeley  04970  14) 
ter,  Edward  C.,  489  State  St.,  Bangor  04401  ( 10) 
ter,  Joseph  E.,  22  Bramhall  .St.,  I’ortland  04102  (3) 

ts,  Ronald  .S.,  Central  Alaine  Gen.  Hosp..  Lewiston  04240  11 ) 
lin,  Albert  .A.,  Cherry  Hill  Dr..  Waterville  04901  (6) 

lin.  James  E.,  177  Alain  .St..  Waterville  01901  (6) 
i/ell,  Ralph  C.,  Damariscotta  04543  (8) 

tt,  George  L..  37  Lawrence  .St.,  Fairfield  04937  (4) 
tt,  Loring  W.,  177  Main  St..  Waterville  04901  (6) 

■e,  Richard  1).,  R.F.D.  2,  Caribou  04736  (2) 

ham.  Fred  J.,  Greenville  Junction  01412  (11) 

■tor.  Ray  ,A.,  Garden  Circle.  Caribou  04736  (2) 

■tor.  Thomas  E..  Bootbbay  Harbor  04538  (8) 
jilian.  Paul  0.,  776  Alain  .St.,  Westbrook  04092  (3) 
tlx.  Harvey  J.,  185  Wehsler  St.,  Lewiston  04240  (1  ) 

/ost.  Helen  C.,  48  Green  St.,  Augusta  04330  (6) 
tost,  Pierre  E.,  48  Green  .St.,  Augusta  04330  (6) 
inglon,  William  A.,  276  State  St.,  Bangor  04401  (10) 

<1,  Carleton  H..  219  Oak  St.,  Lewiston  04240  ( 1 ) 
do,  Joseph  J.,  Ill  Webster  .St.,  Lewiston  04240  (1  ) 

. Ferris  S.,  7 Bramhall  St..  Portland  04102  (3) 

J,  .Seth  H.,  15  Church  .St..  Belfast  04915  (13) 

I,  Howard  L.,  68  Water  .St.,  .Skowhegan  04976  ( 12) 

1,  James  W.,  18  Main  St.,  Farmington  04938  (4) 

. John  J.,  59  .So.  Front  St.,  Richmond  04357  (6) 

/es,  Edward  L.,  179  .Sahattus  St.,  Lewiston  04240  (1  ) 

/es.  Helene  \L,  179  .Sahattus  .St.,  Lewiston  ()4240  (1  ) 
ick.  Edwin  G..  Box  C,  I’ownal  04069  (3) 
mills,  Arthur  P..  29  Second  .St.,  Presijue  Isle  01769  (2) 
mills,  John  1’..  216  Main  .St..  Waterville  04901  (6) 
mills,  Ralph  1..,  216  .Main  .St.,  Waterville  04901  (6) 

;,  Woon  B., 

itation  A,  Harlem  Valley  .State  Hosj).,  Wingdale,  N.  Y.  12594  (15) 


Richards,  A.  Dewey,  11  Gage  .St.,  Bridgton  04009  (3) 

Richards,  Carl  E.,  34  Winter  St.,  .Sanford  04073  ( 15) 

Richards,  Lee  W'.,  Jr.,  21  Western  Ave.,  -Augusta  04330  (6) 

Rideout,  .Samuel,  Green  .St.,  Fort  Fairfield  04742  (2) 

Ridlon,  Jo.seph  R.,  58  .South  St.,  Gorham  04038  (3) 

Ridliui.  -Magnus  F.,  431  .State  St.,  Bangor  04401  (10) 

Robert,  Roger  J.  P.,  331  .Main  .St.,  .Saco  04072  ( 15) 

Robertson.  George  J.,  171  Harrison  -Ave..  Boston,  .Mass.  02111  (6) 
Robinson,  Hugh  I^„  27  Deering  .St.,  Portland  04101  (3) 

Rock,  Daniel  A.,  477  Main  .St..  Lewiston  04240  (1) 

Rodriguez.  -Araminta  AL,  14  (.Jiarles  St.,  Alilo  04463  (11) 

Rodriguez,  Jose  AL,  109  .SiKer  St.,  Waterville  04901  (6) 

Rogers,  Albert  AL,  157  Pine  St.,  I’ortland  04102  (3) 

Rohm,  Walter,  Augusta  State  Hosp..  Augusta  04330  (6) 

Root,  John  -A.,  22  AVhite  .St.,  Rockland  04841  (7) 

Rosenblatt,  .Stanley  D.,  480  Alain  .St.,  Lewiston  01240  ( 1 ) 

Ross.  11.  Danfortb,  34  Winter  ISt.,  Sanford  01073  ( 15) 

Ross,  Maurice,  372  Alain  St..  .Saco  04072  (15) 

Roiissin,  W'illiam  T.,  48  Bacon  .St.,  Biddeford  04005  (15) 

Rowe,  Linwimd  AL,  Rumford  Com.  Hosp.,  Rumford  04276  (9) 

Royal,  Albert  P.,  Jr..  82  Alaine  ,Ave.,  Rumford  04276  (9) 

Rubins.  Nina  B.,  E.  A.  Center  Alem.  Clinic,  Steep  Falls  04085  (3) 
Ruliins,  'I’alivaldis,  E.  A.  Center  Alem.  Clinic,  .Steep  Falls  04085  (3) 
Rnhlin,  Carl  W.,  336  Alt.  Hope  Ave.,  Bangor  04401  (10) 

Runyon,  AVilliam  N.,  Veterans  Adm.,  Togus  04330  (6) 

Russell.  Daniel  F.  1).,  Leeds  04263  ( 1 ) 

Russell.  Robert  F.,  Penobscot  04476  (5) 

Russell.  Theodore  AL,  20  Western  Ave.,  Atigusta  04330  (6) 

.Sager,  George  F.,  18  Bramhall  St.,  Portland  04102  (3) 

.Samuelsen,  Thomas  W..  194  Alain  St.,  Lincoln  04457  (10) 

.Sanders,  .Stephen  AAA,  120  Alain  St.,  Winthrop  04364  (6) 

.Sanfacon,  Philip  G„  Alain  St..  Van  Buren  04785  (2) 

.Sanford,  Theodore  II.,  185  AVebster  St.,  Lewiston  04240  fl) 

.Santoro,  Domenico  A.,  43  Deering  St.,  Portland  04101  (3) 

.Sapiro,  Howard  AL,  171  .State  .St.,  Portland  04101  (3) 

Satir,  -Ahmet,  Box  682,  Atigusta  04330  (6) 

Saunders,  Allen  L,  Ferry  Rd..  R.F.D.  2,  Augusta  04330  (6) 

Saunders.  Norman  AV..  233  A'aughan  .St.,  Portland  04102  (3) 

Saunders,  .Sallie  H.,  R.F.D..  Camden  04843  (7) 

.‘'avage,  Richard  L.,  4 Elm  .St..  Fort  Kent  04743  (2) 

.^aw'yer,  Howard  P..  Jr.,  22  Bramhall  .St.,  Portland  04102  (3) 

.Schmidt.  Lorrimer  AL,  V'eterans  Adm.,  Togus  04330  (6) 

.Schumacher,  William  E., 

14  Westwood  Rd..  AID  “B”,  Augusta  04330  (6) 
Schwarz.  Harald  J.,  .Seton  Hospital,  AA'aterville  04901  (6) 

Scolten.  .'Adrian  II.,  32  Deering  .St.,  Portland  04101  (3) 

Sears,  Harold  G.,  .Second  Ave.,  Woodland  04694  (14) 

.Seligman.  Alorris  J.,  Veterans  Adm.  Togus  04330  (6) 

.Selvage,  Irving  L.,  Jr.,  22  Bramhall  .St.,  Portland  04102  (3) 

.Senenky,  Joseph  P.,  Augusta  State  Hosp.,  Augusta  04330  (6) 

.Sensenig,  David  AL.  431  State  St.,  Bangor  04401  (10) 

.Sewall.  Elmer.  AL.  14  Park  St..  Orono  04473  (10) 

Sewall.  Kenneth  W.,  2 .School  .St.,  Waterville  04901  (6) 

Shajiero,  Benjamin  L.,  431  State  St.,  Bangor  04401  (10) 

Shajtiro.  Alorrill.  7 Bramhall  St.,  Portland  04102  (3) 

.Shaw,  G.  Patrick,  357  Elm  St.,  Biddeford  04005  (15) 

Shaw,  John  H.,  131  Sewall  St.,  Augusta  04330  (6) 

.Shelton,  AL  Tieche,  21  Western  Ave.,  Augusta  04330  (6) 

.Sliems,  -Albert,  487  Alain  St.,  Lewiston  04240  (1 ) 

Sberman,  Fuller  G.,  .Spruce  Pt..  Bootbbay  Harbor  04538  (8) 

Sbields,  Daniel  R.,  369  Alain  .St.,  Lewiston  04240  (1) 

Shields,  Thomas  F„  300  Pine  St..  Lewiston  04240  fl) 

.Sludiert.  Alice  J.,  317  .State  .St.,  Bangor  04401  (10) 

Shubert,  AA'illiam  AL,  317  State  .St.,  Bangor  04401  ( 10) 

SImrman.  Hans,  10  .S|)iing  St.,  Dexter  04930  (10) 

Sidwell-Thompson,  Doris  AL, 

R.F.D.  AVhittier  Rd.,  W.  Ossipee,  N.  H.  03890  (3) 
.Silver,  Randall  11. , Alaine  Coast  Alem.  Hosp.,  Ellsworth  04605  (5) 
.Simpson.  AJargaret  R..  2 .Sea  Barn  Rd.,  Cape  Elizabeth  04107  (6) 
.Sirodot,  George,  Box  111.  Independence.  Iowa  50644  (3) 

.Skillin.  Charles  E.,  690  Congress  .St.,  Portland  04102  (3) 

.Sleeiier.  Francis  H„  3 Colonv  Rd.,  Augusta  04330  (6) 

.Small,  Foster  C..  169  High  .St..  Belfast  04915  (13) 

.Smith,  Carroll  II.,  Box  785,  Pres(ine  Isle  04769  (2) 

.Smith,  Charles  AL.  42  Garrison  Rd.,  Wellesley,  Alass.  02181  (9) 

.Smith,  Edgar  J..  1 Park  .St..  Fairfield  04937  (12) 

.Smith.  Gerald  R..  Ogunquit  03907  (15) 

.Smith,  Hugh  A.,  Eastern  Alaine  Gen.  Hosp.,  Bangor  04401  (10) 

.Smith,  Jacob.  118  Front  .St.,  Bath  04530  (8) 

.Smith,  Joseph  L,  118  Front  St.,  Bath  04530  (8) 

.Smith,  Kenneth  E.,  A^eterans  Adm.,  Togns  04330  (6) 

.Sniith,  Alargaret  S.,  Box  967,  Presque  Isle  04769  (2) 
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Smith,  Oiiey,  F.,  Post  Rd.,  Wells  04090  (15) 

Somerville,  Robert  R„  45  Hillside  St.,  Presque  Isle  04769  i2) 
Somerville,  W allace  B.,  Mars  Hill  04758  (2) 

Sommerfeld,  Kurt  A.,  V eterans  Adm.,  Togus  04.'130  (6  I 
Southworth,  John  1).,  Hartland  04943  (12) 

Sowles,  Horace  K.,  413  Blackstrap  Rd.,  Falmouth  04105  (3) 

Spear,  W illiam,  107  Main  St.,  Lisbon  Falls  04252  1 1 ) 

Spellman.  Francis  A.,  V'eterans  Adm.,  Togus  04330  (6) 

Stadler,  Eliot  T.,  W est  Gouldsboro  04687  (5) 

Stanhope,  Charles  N.,  South  St.,  Dover-Foxcroft  04426  (111 
Steele,  Charles  W’.,  472  Main  St.,  Lewiston  04240  (1 ) 

.Stein,  Ernest  W^,  72  Main  St.,  Pittsfield  04967  (13) 

Ste[)henson,  Richard  B.,  Bldg.  1, 

Rm.  118,  National  Institutes  of  Health,  Belhesda,  .Md.  20011  (3) 
Stetkevych,  Alexander  C., 

12  Meyers  Crt..  Colonie,  .Vlhany,  N.  V . 12200  (8) 
.Stetson,  Rufus  E.,  I )amariscotta  04543  (8) 

Stevens,  Carl  11. , 18  Franklin  .St.,  Belfast  04915  (13) 

Stevens,  Harold  W ..  .369  Ferry  Rd.,  -Saco  01072  (15) 

.Stevens,  Theodore  M.,  148  .State  .St.,  Portland  04101  (3) 

.Stewart,  Nancy  II..  194  Main  .St.,  Bar  Harbor  04609  (5) 

•Stewart,  W inston  C.,  194  Main  .St.,  Bar  Harbor  04609  (5) 

Stimson,  Barbara  B.,  .Star  Route  22-282,  Owl’s  Head  04854  (7) 
.Stinchfield,  Allan  ,L,  Box  343,  Augusta  04330  (6) 

Stitham,  Linus  j.,  50  Main  .St.,  Dover-Foxcroft  04426  (11  I 
.Stocks,  Joseph  F,,  18  Longfellow  Ave„  Brunswick  04011  (3) 

.Storer,  Daniel  P.,  108  Fessenden  St.,  Portland  04103  (3) 

.Strach,  Toffield  B.  J„  3 Deering  .St.,  Portland  04101  (3) 

Striar,  Ronald  R„  94  Essex  ,St„  Bangor  04401  (10) 

.Strickland,  Marian  L„  Easy  .St.,  Canaan  04924  (12) 

.Stroud.  Ceoffrey  A.,  65  Baribeau  Dr.,  Brunswick  04011  (3) 

Strout.  WTtrren  C„  205  Frencb  .St.,  Bangor  04401  (10) 

Stucki,  Paul,  72  Elm  St..  Wuterville  04901  (6) 

Sturtevant,  Vaugbn  R..  33  College  Ave.,  Waterville  04901  (6) 

Sullivan,  Ccmrge  E.,  R.F.D.  1.  Fairfield  04937  (12) 

Sullivan,  John  R.,  340  North  Main  St.,  Brewer  04412  (10) 

.Suyama,  Eji,  58  W.  Main  .St.,  Ellsworth  04605  (5) 

Swanson,  Ronald  A.,  Regional  Mem.  Hosp.,  Brunswick  04011  (3) 
Sweatt,  Linwood  A.,  48  Drummond  St.,  Auburn  04210  (1) 

.Swett,  Alfred  E.,  Maine  Medical  Ctr.,  Portland  04102  (1) 

Swett,  Carlton  E..  218  Water  St.,  Skowbegan  04976  (12) 

.Swett,  Clyde  l„  18  .Sherman  .St.,  Island  Falls  04747  (2) 

Sy,  Vincente  L.,  Milford  Ave.,  Bingham  04920  (12) 

•Sylvester,  .Stanley  B.,  400  Congress  .St.,  Portland  04111  (3) 

Szelenyi,  Ernest,  Central  Maine  San.,  Fairfield  04937  (12) 

.Szendey,  Andrew  M.,  26  Cray  St.,  Madison  04950  (12) 


Tabaclmick,  Henry  VL,  110  Park  Ave.,  Portland  04101  (3) 
Tardif,  Lionel  R..  Ill  Webster  .St.,  Lewiston  04240  (1) 
Taxiarchis,  Louis  N.,  144  .State  St.,  Portland  04101  (3) 

Taylor,  11.  Lewis.  25  Church  St.,  Dexter  04930  (10) 

Taylor,  Paul  E.,  9 Wentworth  .St.,  Kittery  03904  (15) 

Taylor,  Richard  W .,  .St.  Mary’s  Cen.  Hosp.,  Lewiston  04240  1 1) 
Taylor,  William  E.,  1.34  LLS.  Route  1,  Falmouth  04105  (3) 
Tchao,  Jou  .S.,  181  Russell  .St.,  Lewiston  04240  ( 1 ) 

Telfeian,  Alphonse,  131  Chadwick  St.,  Portland  04102  (3) 
Temple,  Ceorge  L.,  Fahey  .St.,  Belfast  04915  (13) 

Tetreau,  William  ,L,  144  Spring  .St.,  Portland  04101  (3) 
Thacher,  Henry  C.,  117  Coff  .St.,  Aidnirn  04210  (1) 

Thaxter,  Langdon  T.,  Cumberland  Foreside,  Portland  04110  (3) 
Thegen,  W'.  Edward,  Elm  St.,  Bucksport  04416  (5) 

Thomas,  Philip  B„  205  French  St.,  Bangor  04401  (10) 
Thompson,  Philip  P..  ,|r.,  131  Chadwick  St.,  Portland  04102  (3) 
Tihbets,  Otis  B.,  181  Carnage  Ave.,  Auburn  04210  (1) 
Titherington,  John  B.,  97  Brook  Rd.,  Falmouth  04105  (3) 
Toner,  Cornelius  A.,  157  Pine  St.,  Portland  04102  (3) 

Torrey,  Marcus  A,,  75  State  .St.,  Ellsworth  04605  (5) 

Toney,  Raymond  L.,  Main  .St,,  .Searsport  04974  (13) 

Tongas,  Raymond  A.,  8 Cumberland  St.,  Brunswick  04011  (3) 
Tounge.  Harry  C.,  Jr.,  12  Union  St.,  Camden  04843  (7) 
Tousignant,  Camille,  111  Pine  St.,  Lewiston  04240  (1) 
Toussaint,  Leonid  C.,  Box  9,  Fort  Kent  04743  (2) 

Towne,  Cliarles  E.,  18  Common  St„  Waterville  04901  (6) 

Tracy,  Mary  J,,  Bristol  Rd„  Damariscotta  04543  (8) 

Trembly,  Bruce,  33  College  Ave.,  W aterville  04901  (6) 
Trowbridge,  Mason,  Jr.,  142  Pine  St.,  Bangor  04401  (10) 
Turcotte,  Cuy  N.,  7 Bramhall  St.,  Portland  04102  (3) 

Turcotte,  Richard  W .,  70  Pine  St.,  Lewiston  04240  (1) 

Turgeon,  Raphael  F..  367  .Main  .St.,  W estbrook  04092  (3) 
Turnbull,  Elliott  D„  Elm  House,  Naples  04055  (3) 


Turner.  Harland  C„  Box  38,  Norridgewock  04957  ( 12) 
Turville,  (iharles  .S.,  Box  187,  Alfred  04()()2  ( 15) 
Twadelle.  Frank  W .,  5 High  ,^t..  Van  Bnren  04785  (2) 
J’yson,  Dudley  B.,  91  Cro\e  St..  Bangor  04401  ( 10) 


I rjanis,  Janis,  Box  C.  Powual  04069  (3) 

V achon.  Rober(  D.,  34  W inter  .‘^t.,  ."'anford  01073  i 15) 

V anadzin.  Boris  A., 

Rockland  (ioiinty  Medical  Dejit,,  New  (.ily,  N.  V.  10956  (3 

V an  Deventer,  Wilhelm  II.  L. 

R.F  .D.  1.  Vlere  PoinI  Rd..  Brunswick  04011  (3 
Van  Lonkhuyzen,  Maurice,  131  Stale  .'s(.,  Portland  04101  (.3) 

Veilleux,  Lucien  F.,  30  Film  .St..  Waterville  01901  (6) 

Vickers,  Martyn  A.,  268  .'state  151.,  Bangor  0140I  ( 10) 

Viger,  Leopold  A.,  10  Amherst  St.,  Bi(ldeforrl  ()10()5  (15) 

Viles,  W'allace  E.,  Turner  04282  ( 1 ) 

V’ydas.  Joseiih,  Bangor  .State  Hosp.,  Bangor  04101  (10) 

Wadsworth.  Richard  C.,  489  Stale  St..  Bangor  04401  ( 101 
W agner,  .'samuel  L.,  2 Ibdmes  .^t..  VV  interport  04196  ( 10) 

W akefield.  Robert  I)..  St.  Mary  s Hosp..  Lewiston  04240  ( I ) 

W'alkcr.  Ceorge  R.,  336  Mt.  Hope  Ave..  Bangor  04401  ) 10) 

Ward.  John  V..  131  Slate  St..  Portland  04101  (3) 

Ward.  William  W ..  Box  804.  Rockland  01811  (7) 

Wasgalt.  Wesley  N.,  41  Talbot  Ave..  Rockland  ()4841  (7) 

VV  aterman,  Richard,  VV  aldoboro  04572  I 7 I 

VV  eatberbee,  Ceorge  B..  Main  .'st..  Ilainirden  1 1 igblands  0 1-145  (10) 
Weaver.  Vlichael  I...  36  F’ederal  St..  Brunsvsick  01011  (3) 

Webber.  Isaac  M..  29  Deering  St..  Portland  01101  (3) 

Webber.  John  R..  6 Northi)ort  Vve.,  Belfast  04915  (13) 

Webber,  Merlon  A.,  33  Lancey  St..  Pittsfield  ()4967  (12) 

VV'ebber.  W edgwvKxl  P..  460  Main  .'5t..  Lewiston  04240  (1) 

W eisz,  Hans,  17  Sunrise  Ter.,  Orono  01473  ilO) 

Wellington.  J.  Foster.  .396  Brighton  Ave.,  Portland  04102  (3) 
Weymouth,  Currier  C...  Eastmont  I^ipiare,  Farmington  04938  (4) 
White.  Henry  O..  22  White  .'5t..  Rockland  01841  (7) 

White,  Houghton  M.,  56  Baribeau  Dr.,  Brunswick  04011  (3) 

While.  Leland  .VL,  18  Pleasant  .'s|.,  Cariluiu  017.36  (2) 

White.  William  J.,  1 Mitchell  Rd.,  .'south  Portland  01106  (3) 

Whitney,  Byron  VA,  280  .State  ,St„  Bangor  04101  ( 10) 

Whitney,  Philip  C..  10  Andierst  .St.,  Biddeford  01005  (15) 

W'hitney,  Ray  L„  Cai)e  Porpoise  0401  1 ( 15) 

Whittier.  Alice  A.  S„  143  Neal  St.,  Portland  ()4102  (.3) 

W hitworth,  John  E.,  336  Mt.  Hoiie  Ave..  Bangor  04401  (10) 

Wight.  Donald  C„  30  Mitchell  Rd..  South  Portland  04106  (3) 

W ilbur.  Herbert  T.,  Jr.,  100  Main  .St..  .Southwest  Harbor  01679  (5) 

W illard.  Harold  N.,  Thayer  Hos])ital,  W aterville  04901  (6) 

Williams,  Edward  P„  72  Vlain  .'st..  Houlton  047.30  (2) 

W illiams,  James  A.,  39  Pleasant  St.,  Mechanic  F'alls  04256  ( 1 ) 

W illiams.  Thomas  W ..  22  W hite  St..  Rockland  04841  (7) 

Williamson,  Elizabeth  E..  Blue  Hill  04614  (5) 

Williamson.  Russell  C..  Blue  Hill  Mem.  Host)..  Blue  Hill  04611  (5) 
Wilson.  C.  Ivan.  -10  Court  St.,  Houlton  04730  )2) 

Wilson.  Harry  M.,  944  Middle  St..  Bath  04530  (8) 

Wilson,  Robert  D.,  Vlt.  Desert  Island  Hosp..  Bar  Harbor  04609  (5) 

W ilson,  Robert  W .,  V eterans  Adm.,  Togus  04330  (6) 

W inchenbach,  Francis  A..  910  Washington  St..  Bath  04530  (8) 
VVinkelbauer.  Ruflolf  C..  Baribeau  Dr..  Brunswick  04011  (3) 
Wolfabrt.  Eugene  P.,  258  Main  Ist.,  Saco  04072  (15) 

W (iod.  Ceorge  W .,  HI.  156  North  Main  .St..  Brewer  04412  ( 10) 
W'oodcock,  Allan,  35  .Second  .St.,  Bangor  04 101  (10) 

Woodcock,  John  A.,  35  .Second  .St.,  Bangor  0-1401  (10) 

WArodman,  Arthur  B.,  15  Johnson  Rd.,  F’ahnouth  F’oreside  0111)5  (.3) 
Worthing,  Verla  E..  Box  .A..  Thoinaston  04861  (7) 

W'yman,  David  .S..  233  Vaughan  .St..  Portland  04102  (3) 

Yeon.  Hyimg  J.. 

-Station  A.  Harlem  Valley  .Slate  Hosp.,  Wingdale,  N.  12594  (1 
AOik,  Elihu  ( LCDR  ) 

MC  LISN,  USS  Essex  (CVS-9),  FPO.  New  York.  N.  Y.  09501  ( 
Voung.  E.  .Stanley.  Poland  .Spring  04274  ) 1 ) 

Voung,  John.  Paradise  .St.,  Bethel  04217  (9) 

Zanca,  Ralph,  86  Pine  St„  Lewiston  04240  ( 1 ) 

Zbyszyeki,  Tadeo,  39  High  .St..  .Skowbegan  04976  (12) 

Zeller,  Alan  W.,  Main  .St..  Newcastle  04553  (8) 

Zikel,  Herbert  VL.  High  .St.,  W ilton  04294  (4) 

Zolov,  Benjamin.  296  Congress  St.,  Portland  01101  (.3) 
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Past  Presidents 


’■‘Isaac  Lincoln,  M.D.,  lininswick 
’■’Janies  McKeen,  M.D.,  Topshani 
’■’Cliarles  Millett,  ALL).,  Lewiston 
’■‘josepli  II.  Estalirook,  M.!).,  Cannlen 
’Mlosea  Rich.  M.D.,  Bangor 
’•‘Gilman  Daveis,  M.D.,  Portland 
’•’J.  G.  Bradbury,  M.D.,  Old  Town 
*IL  11.  Hill,  .M.D.,  Augusta 
’■’T.  (i.  Stockbridge,  M.D.,  Batb 
’’’11.  M.  Harlow,  M.L).,  Augusta 
’LAlonzo  Garcelon,  AI.l)..  Lewiston 
“^‘J.  T.  Gilman,  M.D.,  Portland 
P.  Monroe,  M.D.,  Belfast 
’■’Amos  Nourse,  M.D.,  Batb 
’■’S.  11.  Tewksbury.  M.D.,  Portland 
’'Cyrus  Briggs.  AI.T).,  .Augusta 
’■‘1.  T.  Dana,  M.D.,  Portland 
'’D.  McRuer.  ATI)..  Bangor 
’ML  F.  Buxton,  AI.D..  Warren 
^’A.  .1.  Fuller,  AI.D.,  Batb 
’■’A.  P.  Snow,  AI.D.,  Wintbrop 
’’’A.  b'.  Page,  AI.D.,  Bucksport 
’•‘Tbomas  H.  Brown,  AI.D.,  Paris 
’■’J.  II.  Bates,  AI.D.,  Aarmoutli 
’■’E.  F'.  Sanger.  AI.D.,  Bangor 
’■’T.  H.  Jewett,  AI.D..  .South  Berwick 
’^’AI.  G.  Wedgwood,  AI.D.,  Lewiston 
’■‘S.  G.  Gordon,  AI.D.,  Portland 
’■’William  Warren  Greene,  AI.D.,  Portland 
*A.  E.  P.  Meserve,  AI.D.,  Buxton 
’■’George  E.  Brickett.  AI.D.,  .Augusta 
’M)ren  A.  Horr,  AI.D.,  I .ewiston 
‘■’Tbomas  A.  Foster,  AI.D.,  Portland 
*Suinner  Laugbton.  ALL).,  Bangor 
*J.  B.  Walker,  AI.D.,  Tbomaston 
’^Frederick  C.  Thayer,  AI.D.,  Waterville 
’'‘.Stephen  II.  Weeks,  AI.D..  Portland 
^Benjamin  F.  Sturgis,  AI.D.,  Auburn 
*SamueI  B.  Hunter,  AI.D.,  Machias 
’'Edwin  AI.  Fuller,  AI.D.,  Batb 
“'Alfred  Alitchell.  AI.D.,  Brunswick 
’'John  A.  Donovan.  AI.D..  Lewiston 
*W.  P.  Giddings,  AI.D.,  Gardiner 
*Lewis  AV.  Pendleton,  M.D.,  Portland 
’M).  A.  Rtdiinson.  AI.D.,  Bangor 
“'’Wallace  K.  Oakes,  AI.D..  Auburn 
■'Cliarles  O.  Hunt.  AI.D.,  Portland 
“'‘Bigelow  T.  Sanborn,  AI.D.,  Augusta 
"■'Edward  II.  Hill.  AI.D.,  Lewiston 
“'Frederic  11.  Gerrish,  AI.D.,  Portland 
“Mliram  Hunt,  AI.D.,  G reenville 
“'‘Augustus  S.  Thayer.  AI.D.,  Portland 
“'‘F.  L.  Dixon,  AI.D.,  Lewiston 
“'’Randall  D.  Bibber,  AI.D.,  Bath 
“■’G.  E.  AVilliams.  AI.D.,  Auburn 
ML  B.  Foster,  AI.D.,  Portland 
’■‘Alfred  I).  .Sawyer.  AI.D..  I’ort  Fairfield 
'“Galen  AI.  WModcock.  ATI)..  Bangor 
*E.  II.  Bennett,  AI.D.,  l.nbec 
““Stanley  P.  AVarren,  AI.D.,  Portland 


Maine  Medical  As.sociatioii 


April-June.  18.5.J 
185.3-1854 

1854- 18,55 

1855- 18.56 

1856- 1857 

1857- 1858 
18.58-18.59 

1859- 1860 

1860- 1861 
1861-1862 

1862- 1863 

1863- 1864 

1864- 1865 

1865- 1866 

1866- 1867 

1867- 1868 

1868- 1869 

1869- 1870 

1870- 1871 

1871- 1872 

1872- 1873 

1873- 1874 

1874- 1875 

1875- 1876 

1876- 1877 

1877- 1878 

1878- 1879 

1879- 1880 

1880- 1881 
1881-1882 

1882- 1883 

1883- 1881 

1884- 1885 

1885- 1886 

1886- 1887 

1887- 1888 

1888- 1889 

1889- 1890 

1890- 1891 

1891- 1892 

1892- 1893 

1893- 1894 

1894- 1895 

1895- 1896 

1896- 1897 

1897- 1898 

1898- 1899 

1899- 1900 

1900- 1901 

1901- 1902 

1902- 1903 

1903- 1904 

1904- 1905 

1905- 1906 

1906- 1907 

1907- 1908 

1908- 1909 

1909- 1910 

1910- 1911 

1911- 1912 


’■’Ralpli  11.  Alarsb,  AI.D.,  Guilford  1912-1913 

““AAL  C.  Peters,  AI.D.,  Bangor  1913-1914 

"’ll.  L.  Bartlett,  AI.D.,  Norway  1914-1915 

’“Erastus  E.  Ibdt,  AI.D.,  Portland  1915-1916 

"’AA'.  F.  Hart,  AI.D.,  Camden  1916-1917 

““James  A.  Spalding,  AI.D.,  Portland  1917-1918 

’“George  11.  Coombs,  AI.D.,  AAaldoboro  1918-1919 

"’ll.  B.  Alason,  AI.D.,  Calais  1919-1920 

"’Theodore  E.  Hardy,  ALL).,  AAaterville  1920-1921 

"’Addison  S.  Thayer,  AI.D.,  Portland  1921-1922 

’“L.  T.  Snipe,  ALL).,  Batb  1922-1923 

"‘C.  A.  Aloulton,  AI.D.,  Hartland  1923-1924 

’“F.  AA'.  Alann,  AI.D.,  Houlton  1924-1925 

’“J.  D.  Phillips,  AI.D.,  Southwest  Harbor  1925-1926 

"’L.  P.  Gerrish,  AI.D.,  Lislion  Falls  1926-1927 

"’Herbert  F.  Twitcbell,  AI.D.,  Portland  1927-1928 

"‘Frank  A.  Gilbert,  ALL).,  Portland  1928-1929 

"’Delbert  AI.  Stewart,  AI.D.,  South  Paris  1929-19.30 

““Charles  B.  Sylvester.  AI.D.,  Portland  1930-1931 

““Ernest  V.  Call,  AI.D..  Lewiston  1931-1932 

““E.  Delmont  Alerrill,  AI.D.,  Dover-Foxcroft  1932-1933 

W'arren  E.  Kersbner,  ALL)..  Bath  1933-1934 

'■“Edwin  AV.  Gebring,  AI.D.,  Portland  1934-1935 

““John  L.  Johnson.  ALL).,  Bangor  19.35-1936 

L’rederick  T.  Hill,  AI.D..  Waterville  1936-1937 

"‘Ralph  W.  AVakefield.  AI.D.,  Bar  Harbor  1937-1938 

Willard  H.  Bunker,  AI.D..  A'ork  Harbor  1938-1939 

George  L.  Pratt,  AI.D.,  Fairfield  1939-1940 

"‘Thomas  A.  Foster,  AI.D.,  Portland  1940-1941 

"“P.  L.  B.  Ebbett,  ATI).,  Houlton  1941-1942 

Carl  LI.  Stevens,  AI.D.,  Belfast  1942-1943 

““Oscar  F.  Larson  AI.D.,  Alacbias  1943-1944 

R.  V.  N.  Bliss.  ALL).,  Blue  Hill  1944-1945 

Adam  P.  Leighton,  AI.D.,  Portland  1945-1946 

John  0.  Piper,  AI.D.,  W'aterville  1946-1947 

Stephen  A.  Cobb,  AI.D.,  Sanford  1947-1948 

Forrest  B.  .Ames.  AI.D.,  Bangor  1948-1949 

Ralph  A.  Goodwin,  Sr.,  AI.D.,  Auburn  1949-1950 

Foster  C.  Small,  ALL).,  Belfast  1950-1951 

C.  Harold  Jameson,  AI.D.,  Rockland  1951-1952 

"’Eugene  II.  Drake,  AI.D.,  Portland  1952-1953 

Norman  H.  Nickerson,  AI.D.,  Greenville  1953-1954 

"’Robert  AV.  Belknap,  AI.D..  Damariscotta 

June-August  1954  (Died  in  Office) 
"‘AVilliam  F.  Alabaney,  AI.D.,  Saco  1954-1955 

Alartyn  A.  Vickers,  AI.D..  Bangor  1955-1956 

““Armand  Albert,  AI.D.,  Van  Buren  1956-1957 

Francis  A.  Winchenbacb,  AI.D.,  Batb  1957-1958 

Eugene  E.  O'Donnell,  AI.D.,  Portland  1958-1959 

.Allan  W'oodcock,  AI.D..  Bangor  1959-1960 

"“Wilson  II.  AlcWetby,  AI.D.,  .Augusta 

June  1960-February  1%1  (Died  in  Office) 
Carl  E.  Richards,  AI.D.,  Sanford  February  1961-June  1961 
James  .A.  AlacDougall,  AI.D.,  Rumford  1961-1962 

““Ralph  C.  Stuart,  AI.D.,  Guilford  1962-1963 

Ernest  W.  Stein,  AI.D.,  Pittsfield  1963-1964 

Thomas  A.  Alartin,  AI.D..  Portland  1964-1965 

John  F.  Dougherty,  AI.D.,  Rath  1965-1966 
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